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THE ART OF DOCTORING 


Bedside manner. In it lies the art of doc¬ 
toring. It is the relationship which develops 
between physician and patient. More than just 
a comforting touch, a sympathetic ear, it is, at 
its best, a bond sealed by compassion and con¬ 
fidence, a relationship both professional and 
humane. 

Although the methods and technology of 
medicine have evolved over the years, the es¬ 
sence of this relationship remains the same 
today as it was when the first physician be¬ 
gan to live and practice medicine according to 
the principles set forth by Hippocrates: To 
follow that "method of treatment which, ac¬ 


cording to my ability and judgment, I consider 
for the benefit of my patients...." 

Medical Mutual Liability Insurance Socie¬ 
ty of Maryland works to make it possible for 
the physicians of Maryland to continue putting 
patients first, to practice the art, as well as 
the science, of medicine — at a time when the 
good faith between doctor and patient is 
strained to its limit. 

We are proud to be able to serve the pro¬ 
fessional liability needs of our policyholders, 
physicians who hold fast to the best values of 
medicine, whose practice is at the very heart 
of medicine. 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle # Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 
























The MML Network 
Quality and Accessibility... 



24 hours a day, 

The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 

Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 


7daysaweek! 

Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 



Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY, INC. 


1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301) 247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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You know the headaches. They never stop. Mountains 
of paperwork. Appointment scheduling. Insurance 
forms and claims submissions. Files and files of patient 
information. Billing and receivables. Payroll. And more. 

Well, now there’s finally an effective and affordable cure. 
The Medical System from American Digital Systems. 

The A.D.S. Medical System. The features 
you need at a price that’s easy to swallow. 

Now any practice can afford to fully automate with a high 
performance, easy to use system. 


Priced from under $10,000, each individually configured 
multi-user system comes complete with the hardware, 
software, support services and training to answer your 
needs now and for years to come. The A.D.S. Medical 
System is that flexible and expandable. 

For a more thorough examination, 
call 876-4760. 

Find out today how The A.D.S. Medical System can 
alleviate the headaches of managing and operating your 
practice. Call or write for more information. Better yet, 
ask for a free demonstration. 


The A.D.S. Medical System. It can make a practice perfect. 

American Digital Systems Corporation • 8401 Arlington Blvd. • Fairfax, VA 22031 • (703) 876-4760 

A Dewberry & Davis Company 
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Management Technologies, Inc. Helps Physicians Simplify Their Lives 


In the complex world of 
modern medicine, there are 
unending demands on a physi¬ 
cian’s time and energy. Besides 
keeping up with the latest medical 
advances, a successful doctor 
must be a skilled businessman to 
run a modern office, with com¬ 
plex demands for billing and 
record keeping. 

At MTI, we aim to make 
physicians’ lives simpler. Our in¬ 
tegrated computer systems im¬ 
prove efficiency and profitability 
by providing hardware, software, 
installation, training, supplies, 
and Aftercare support services. 
MTI’s team of medical, manage¬ 
ment, and computer professionals 
will analyze the specific needs of 
your practice, then customize a 
turnkey system that will improve 
your operations with a minimum 
of disruption. 

Hardware 

MTI offers two complete 
computer lines: the popular, 


flexible IBM personal microcom¬ 
puters, and powerful Wang mini 
computers. 

Software - Core System 

The MTI core software 
package is designed to handle all 
billing, insurance processing and 
coding, and receivables manage¬ 
ment. In addition, it can handle 
overall patient care management, 
medical recordkeeping, and 
hospital rounds lists. 

Software - Modules 

Integrated productivity 
modules can be added to the core 
system to provide exactly the 
functions your practice needs. 
Business modules include Word 
Processing; Integrated Appoint¬ 
ments; Direct Claims Submission; 
and Accounting. We also offer an 
Enhanced Productivity System for 
larger practices. 

Specialists’ Practice Modules 
are available for the specific needs 


of Obstetric/Prenatal; Radiology; 
Pathology; Plastic Surgery; 
Pediatrics; Ophthalmology, and 
more. 

All modules can be in¬ 
tegrated and customized to suit 
any physician’s practice. In addi¬ 
tion, MTI offers consulting and 
billing services. 

Call Us Today! 

MTI’s team of medical, 
management, and computer pro¬ 
fessionals will analyze the exact 
requirement of your practice, then 
tailor a turnkey system that will 
improve your operations with a 
minimum of disruption. For a 
complete MTI prescription for 
your practice, contact us at 
800/777-7MTI or 301/720-0600. 





DIAGNOSTIC 
ASSAY SERVICES 



Radio Immuno Assay 
Specialists In: 

Fertility Testing 
Early Pregnancy Detection 
Esoteric Steroid Metabolism Studies 
CEA-Roche ™ Monitoring 

9108 Gaither Road 
Gaithersburg, MD 20877 

D.C. Area 840*9220 
Balt. 792-9460 

Toll Free • Nationwide - 800-638-4000 
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Army Medical 

Department 

Opportunities 



with 

NO MALPRACTICE 
INSURANCE PREMIUMS 


The Army Medical Corps is seeking board certified/eligible physicians 
to become commissioned officers in the following specialties: Cardiology, 
ENT, Family Medicine, Internal Medicine, Pediatrics, Physical Medicine, 
Psychiatry, OB/GY N, Diagnostic Radiology, Orthopedic Surgery and 
Neurosurgery. 

For physicians who want more from their career than a predictible routine 
and do not want to pay the high cost of malpractice insurance or the hassle 
of other related insurance forms associated with private or group practice, 
there are opportunities to practice your specialty, as well as opportunities 
in teaching, in clinical investigation and in continuing education. 

Opportunities also exist to travel to various parts of the world during your 
off duty time (you get 30 days paid vacation per year) as well as 
opportunities to practice medicine in one of our modern hospitals or clinics 
located throughout the United States and overseas. 

Minimum eligibility requirements: (1) Be a graduate of an AMA/AOA 
accredited school of medicine or osteopathy. (Foreign graduates may 
apply if they have a permanent ECFMG certificate and meet the other 
eligibility criteria). (2) Be a US citizen or have a permanent immigrant 
visa. (3) Flave a current unrestricted license to practice medicine in the 
US or a US territory. (4) All specialty training must be approved by the 
ACGME. 

Salary and rank depend on training and experience. Only a two year 
contract is required and assignment is guaranteed. We will invite selected 
physicians to visit, with no obligation, one of our facilities and discuss 
Army medicine with a senior Army physician. 

CALL (COLLECT) 301-962-3033/3036 for details 
or send C.V. or resume to 

CAPTAIN WILLIAM C. LEE 

Officer Procurement Counselor 
Army Medical Department 
Room 401, Custom House 
40 South Gay Street 
Baltimore, MD. 21202 
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Adele Wilzack, RJV., M.S. 

Secretary of Health and Mental Hygiene 
Eric M. Fine, M.D., M.P.H. 

Director, Preventive Medicine Administration 
Ebenezer Israel, M.D., M.P.H. 

Chief, Office of Disease Control & Epidemiology 

Office of Disease Control and Epidemiology Newsletter 

PREVENTIVE MEDICINE ADMINISTRATION 

MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE 

201 W. PRESTON STREET/BALTIMORE, MARYLAND 21201/(301) 383-2644 



January 1988 

TUBERCULOSIS UPDATE 

Less than two years ago a task force composed of members 
of state and local health departments., clinicians and pulmono¬ 
logists met periodically to develop guidelines for the control 
and containment of tuberculosis in Maryland. These guidelines 
were published in the May 1986 Maryland Medical Journal (MMJ). 
Because of the increasing impact of AIDS on the control and 
treatment of tuberculosis, the task force met again this year 
to address these clinical challenges. 

The changes in the guidelines which follow incorporate 
the current recommendations of the Centers for Disease Control 
(CDC) and the American Thoracic Society (ATS). These are the 
minimal recommendations for the State of Maryland. There are 
ample data to indicate that the regimens are safe, effective, 
cost efficient and improve patient compliance. Although these 
guidelines are designed primarily for local heath departments, 
they will provide useful information for practicing 
clinicians . 

HIV infection results in immunosuppression with an 
increase in mycobacterial diseases. Although M^ avium is 
the mycobacterial species most common in AIDS patients, the 
incidence of M^ tuberculosis is also increasing. This is 
found particularly in those groups in which tuberculosis is 
prevalent. Since tuberculosis is one of the few transmissible 
respiratory diseases found in HIV-infected patients, it should 
be diligently looked for and aggressively treated. HIV-related 
M. tuberculosis infections respond well to routine anti¬ 
tuberculosis drugs, but a lengthened treatment regimen is 
necessary. 

All patients with tuberculosis should be offered HIV 
antibody testing and counselling. Any patient at high risk 
for HIV infection who may decline serologic testing, should be 
considered HIV positive when ordering tuberculosis therapy. 
This will ensure an efficacious regimen. 










All AFB smear positive or undifferentiated culture 
positive HIV-infected patients should be considered to have 
active tuberculosis infection. Appropriate anti-tubercu¬ 
losis therapy, with supervision, should be instituted 
immediately. If the final culture turns out to be an atypical 
mycobacterial organism, then therapy will need to be adjusted 
or terminated. 

There are no changes in the previous recommendations for 
sputum analysis, x-ray examinations or monitoring for side 
effects of medications. These requirements continue to be 
important components of tuberculosis treatment and control. 

Preventive Therapy 

Since preventive therapy acts by reducing the bacterial 
population in "healed" or r oen t genographically invisible 
lesions of the person taking the drug, it is in reality 
treatment of infection and can prevent the infection from 
progressing to tuberculosis. This concept is extremely 
important in preventive therapy regimens for patients with HIV 
in fee tions . 

Current recommendations for preventive therapy for HIV 
infection or suspected high risk patients have special 
treatment requirements because of the associated immunosup¬ 
pression. It is recommended that the duration of the INH 
regimen be increased to a minimum of 12 months. Only 
through effective chemoprophylaxis can active tuberculosis 
disease be prevented. 

A tuberculin skin test should be administered to all 
HIV-infected patients; however, the absence of a significant 
reaction does not rule out the diagnosis of tuberculosis 
because immunosuppression associated with HIV infection may 
cause negative results. Tuberculosis skin testing guidelines 
changes include the recommendation that any person with a 
significant tuberculin reaction who is at risk of HIV 
infection be offered serological testing and counselling. 
This permits the physician to prescribe an appropriate 
treatmerat regimen. 

All other components of the Department of Health and 
Mental Hygiene Guidelines for Tuberculosis Control published 
in May 1986 remain unchanged. For a copy of the complete 
guideines, please contact the Epidemiology and Disease Control 
Program, Mrs. Jeannette Gray Rose, (301) 225-6698. 





Treatmemt of Tuberculosis 


Recommended regimen in adults (see special considerations 
below). 

Strictly supervised chemotherapy with: 


Isoniazid (INH) 300 mg p.o. daily 

and 

Rifampin (RMP) 10-20 mg/kg up to 

600 mg p.o daily 

and 

Pyrazinamide (PZA) 15-30 mg/kg up to 

2 mg p.o. daily 


These three drugs shuld be given for eight weeks; this 
"induction" phase is then followed by four months of 
supervised therapy with: 


Twice Weekly or 


Daily 


INH - 15 mg/kg p.o. (for 
individuals weighing >120 
percent of ideal weight, 
use ideal body estimates to 
calculate dosage.) 


INH - 10 mg/kg 
up to 300 mg p.o. 


and 


and 


RMP - 20 mg/kg up to 600 RMP - 600 mg p.o. 

mg p.o. 


A major change is the deletion of streptomycin in the 
"induction" phase. Uncomplicated tuberculosis disease may be 
treated without using streptomycin provided the patient 
receives INH, RMP and PZA. For those patients suspected of 
having drug resistant mycobacteria, the addition of strep¬ 
tomycin is indicated. 

Six month treatment regimens are not appropriate for 

persons with HIV infection. 

Tuberculosis in HIV infected Patients 


For patients with HIV infection and tuberculosis, at 
least nine months and preferably 12 months of chemotherapy 

are recommended. Therapy should continue at least six months 
after cultures have become negative. 














PENICILLINASE PRODUCING N.GONORRHEAE 


The State of Maryland is experiencing a significant 
increase in the number of reported cases of penicillinase- 
producing Neiserria gonorrheae (PPNG) for 1987. As of 
December 3 , 1987 , there were 233 cases reported in Maryland 

excluding Baltimore City. This compares with 77 cases reported 
for calendar year 1986 and 78 cases reported for calendar year 
1985. 

Infections with penici11inase-produc i ng Neisseria 
gonorrheae do not respond to penicillin based treatment 
regimens. Patients with proven PPNG infection and their sex 
partners as well as persons with gonorrhea who are likely to 
have acquired infections in areas where the PPNG prevalence is 
high and their sex partners should be treated with spectino- 
mycin 2.0 g I.M. OR ceftriaxone 250 mg I.M. This I.M. single 
dose regimen should be followed by a seven day course of oral 
tetracycline 500 mg four times daily OR doxycline 100 rag twice 
daily. For patients in whom tetracyclines are contraindicated 
or not tolerated, the single dose regimen may be followed by 
erythromycin base or stearate 500 mg by mouth four times daily 
for seven days OR erythromycin ethylsuccinate 800 rag by mouth 
four times daily for seven days. 

Te r a c y c 1 i n e - r e s i s t e n t N. gonorrheae is also becoming 
more prevalent in Maryland. In some areas, up to 15% of 
isolates are resistant to tetracycline. In recent tests, more 
than 50% of PPNG isolates tested were also resistent to 
tetracycline. For this reason, treatment of gonorrheae with 
tetracycline alone is not recommended in Maryland. 


The diagnosis of PPNG infection is based on the detection 
of beta-lactamase production in culture isolates. PPNG cannot 
be distinguished from antibiotic suseptible strains clinically 
nor on gram stain morphology. All specimens sent to Maryland 
State laboratories are tested for penicillin resistance or 
b e ta-1 actamase production. Prompt reporting of PPNG 
infections to the local health department is absolutely 
essential to ensure rapid epidemiologic follow-up of infected 
persons and their sexual contacts to prevent spread in the 
community 



Meridian wants you to (mow 


What you should know about 
Meridian Healthcare services and 
facilities. 


Meridian Healthcare is Maryland’s largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite” care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 


21 West Road 

Baltimore. Maryland 21204 

301-296-1000 



MERIDIAN 



Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians' information and referral guide. 


Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PA’s with need for more than one information kit, please 
indicate the number of additional kits needed_. 
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MEDICAL PERSONNEL POOL® pro¬ 
vides the highest level of private nursing 
care available today. For hospital, medi¬ 
cal office or home care. 

From live-in companions, to RNs, 
MEDICAL PERSONNEL POOL can pro¬ 
vide the professional care your patient 
needs. In the facility or in the patients 
home. For short term or extended 
periods, 24 hours a day, seven days a 
week. And your medical orders will be 
carried out to the letter with written prog¬ 
ress reports supplied to you regularly. 

We also have the most stringent 
Code of Ethics and Practices in the sup¬ 
plemental nursing field.This gives you 
the highest level of private nursing care 
available today. When you recommend 
MPPsm, you're recommending a service 
that offers accountability, responsibility 


and close supervision of cases. 

Our employees are fully insured and 
experienced, affording complete protec¬ 
tion to our clients. Visits for supervision 
of home care patients and nursing care 
evaluation are made by the Registered 



Nurse Home Care Supervisor. Our service 
rates are cost effective and private health 
insurance coverage is gladly accepted. 

And when your own office needs a 
nurse, medical assistant, lab or X-ray 
technician during an illness or vacation, 
MPP can offer prompt, efficient service. 

MPP is at your service. Contact the 
Director of Nursing Services or Home 
Care Supervisor at the office nearest you. 

Medical Personnel Pool® 


Baltimore East 529-3800 

Baltimore West 298-7665 

Silver Spring 587-3136 

D.C. Metro (703) 532-POOL 


Looking after your patient 
is a big responsibility. 
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We accept it. 
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Members in the News 


James Castellano MD has been appointed chair¬ 
man of the Department of Obstetrics and Gynecology 
at St. Agnes Hospital. Dr. Castellano served as the 
acting chairman of the Department of Obstetrics and 
Gynecology since August 1986, while holding the posi¬ 
tion of director of Gynecological Services to which he 
was appointed in 1984. Prior to that, he was director of 
Maternal/Fetal Medicine at St. Agnes. 

Dr. Castellano received his bachelor of science degree 
from the University of Maryland and his medical degree 
from that University’s School of Medicine. From 1960 
to 1981, he maintained a private practice. 


B. Stanley Cohen MD, president and chief execu¬ 
tive officer of Sinai Hospital in Baltimore, has been 
elected to the Executive Council of the Maryland Hos¬ 
pital Association. Dr. Cohen also will chair MHA’s 
Professional Practices Committee, one of its eight per¬ 
manent policy panels. The committee, comprised of 
physicians, nurses, and other representatives of health 
care professions from across the state, is the Associa¬ 
tion’s chief advisory body on issues such as medical 
ethics, public health problems, and other clinical sub¬ 
jects. 

Dr. Cohen has headed Sinai Hospital since last Feb¬ 
ruary. For 20 years he was chief of its department of 
rehabilitation medicine, developing it into the largest 
and most comprehensive unit of its kind in a Maryland 
community hospital. He also developed the Sinai Fit¬ 
ness Center and a hospital-based sheltered workshop 
to provide training and employment to rehabilitated 
patients. 

Dr. Cohen attended Johns Hopkins University and 
earned his medical degree from the University of Mary¬ 
land in 1947. For the next four years he trained at Sinai 
and the VA Hospital in the Bronx, New York. He was 
in private practice until he entered the field of physical 
medicine and rehabilitation in 1963 by serving a resi¬ 
dency and fellowship at the Baylor University Medical 
Center in Texas. 

The Maryland Hospital Association is a nonprofit, 
nongovernment organization formed 20 years ago as a 
vehicle for cooperation and communication among the 
state’s 65 community acute care and special hospitals. 


Complete Information for Authors 

about submitting manuscripts 
to the Maryland Medical journal 
will appear quarterly (SEP/DEC/MAR/JUN) 
in the meantime, please refer to 
December 1987, page 1034 


Richard L. Gorman MD has been appointed direc¬ 
tor of Pediatric Ambulatory Services at St. Agnes Hos¬ 
pital. While assuming this position, Dr. Gorman will 
continue to serve as the medical director of the Mary¬ 
land Poison Center, University of Maryland School of 
Pharmacy. Before coming to St. Agnes, he was director 
of the Pediatric Emergency Room at the University of 
Maryland. 

Dr. Gorman holds faculty positions as assistant pro¬ 
fessor of clinical pharmacy at the University of Mary¬ 
land School of Pharmacy and clinical assistant profes¬ 
sor of Pediatrics at the University of Maryland School 
of Medicine. 

He received his bachelor’s degree in physics from 
Catholic University of America and his medical degree 
from State University of New York at Downstate 
Brooklyn, NY. 


Donald R. Lewis MD has been elected president of 
the medical staff of Montgomery General Hospital in 
Olney. A member of the hospital’s medical staff since 
1962, Dr. Lewis has been in private practice as a family 
practitioner for 25 years. As medical staff president, he 
will serve on the hospital’s board of directors. He is a 
past board member and previously served as vice-pres¬ 
ident of the medical staff. 

Dr. Lewis received a premedical degree from the 
University of Maryland and graduated from the Uni¬ 
versity of Maryland Medical School. Following post¬ 
graduate training at St. Agnes Hospital in Baltimore, 
he served as a medical officer in the US Air Force. 


Maryland Advertisers: 

TO ADVERTISE IN THE JOURNAL 
CALL 

Intramedia Network Corporation 
Trade Publication Division 

301-539-0123 


PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Faculty of the State of Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state. A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872. 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resumd to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate. 
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OOMS Ol 
ISTINCTLOTs 


FOR MARYLAND’S OUTSTANDING HOMES 


Sunspoce Design Studio Inc. 


mhic #16069 Morylond's Complete Sunroom Compony 


the 


JlHAMUm 

BY GAMMANS INDUSTRIES, INC. 


call or visit our new showroom 
3553 E. Joppa Road, Baltimore 

(301) 882-6200 


at 


Library Page 


Selected Medical Literature Searches 

The following are among the computerized medical 
literature searches provided to Med-Chi members dur¬ 
ing October 1987. 

No. of 
Citations 


1. Chronic mononucleosis. 23 

2. Foreign bodies in the hand. 11 

3. Job’s syndrome . 15 

4. Infanticide. 39 

5. Peer review. 29 

6. Penile necrosis. 16 

7. Therapeutic use of somatotropin. 44 

8. Treatment of endobacterial 23 

endocarditis. 

9. Treatment of hiccups. 19 

10. Trichoepithelioma. 14 


If you would like a copy of one of these searches or a 
search run on any biomedical topic, call or write the 
library. 

SUSAN E. HARMAN 

Reference and Circulation Librarian 


Medical and Chirurgical Faculty of the State of Maryland Library, 
1211 Cathedral Street, Baltimore, MD 21201. Joseph E. Jensen, 
Librarian. 


Reach for Your Future Through a... 


1-YFAR 
PREMEDICAL 
PROGRAM FOR 
COLLEGE 

Chadians 


Uk 


Courses meeting 
requirements for 
admissions to 
medical and other 
health professional 
schools 


MCAT Preparation 


Letter of evaluation 
from premedical 
advisors 

Financial aid 

Begins in June 
1988 


Post-Baccalaureate 
Premedical Program 


Goucher College 



Center for Continuing Studies 
Programs for Men and Women 
Baltimore, MD 2120M 

(301)337-6200 


14 MMJ January 1988 


























Auxiliary 


Membership 


Membership is the backbone of any organization, 
and the Auxiliary to Med-Chi is no exception. We are 
working visibly on all three levels—national, state, 
and county—to enhance the image of physicians of 
Maryland. 

Last year Auxiliary President Ching Barretto had a 
“Member Shopping” campaign. It was so successful 
that Maryland was allocated two more delegates at 
the Chicago 1987 House of Delegates. 

This year Auxiliary President-Elect and State 
Membership Chairman Eva Edmonds is “Member 
Shopping at the Outlets” to increase membership from 
1,450 to 2,050 so that we can have a total of eight 
delegates in June. 

Our aim is to have a larger delegation when Mary 
Strauss (Mrs. Albert J., Jr.) is sworn in as American 
Medical Auxiliary President—the first from the State 
of Maryland in the National Auxiliary’s 66 year his¬ 
tory. 

Auxiliary is a federated membership, that is, mem¬ 
bership in the county, state, and national auxiliaries. 
There is strength in numbers when addressing the 
changing environment in medicine. County and state 
auxilians are able to attend leadership training pro¬ 
grams, and a wealth of program materials and project 
ideas are available to all members. Ideas and projects 
on the county level are often the results of national 
and state meetings. 

Physicians have received their bills from Med-Chi, 
and Auxiliary dues also are listed. It is no longer a 
question of “Why belong?” With the legislative issues 
that affect the practice of medicine and with the health 
issues facing society and the physician’s family, one 
cannot afford not to belong to the Auxiliary federation. 


Auxiliary to the Medical and Chirurgical Faculty of the State of 
Maryland. Mrs. Ching Barretto President; Mrs. Nancy H. Howell 
Editor. 


Auxiliary Day in Annapolis 

A day in Annapolis will be held on Wednesday, 
January 20, 1988 from 11 a.m. to 3 p.m. This is an 
opportunity for legislators and auxiliary members to 
meet each other and become aware of each others’ 
concerns for and involvements in the community in 
which each lives. Your presence will make a public 
statement at the state capitol that the medical com¬ 
munity is interested in the health issues under legis¬ 
lative consideration. 

During this time, you can take a self-guided tour, 
visit your legislators, lunch at the Senate Reception 
Room, listen to committee hearings, and meet the 
leadership. 

The price of the lunch is $6 and reservations should 
be made through Ms. Kathy Krizan at the Auxiliary 
office. Make your check payable to “Med-Chi Auxil¬ 
iary” and return the tear-off sheet below. 

We look forward to your participation and support 
for part of or all of the day. 


I am interested in attending the Auxiliary Day 
in Annapolis on Wednesday, January 20, 1988. I 
have enclosed my check for $6 to cover the lunch¬ 
eon. 


Name 


County 


Phone Number 
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-MR UPDATE--— 

MRI Advances the Detection of Musculoskeletal Disease 


KNEE EXAMINATION 


HISTORY: This 44-year old female recently sus¬ 
tained a knee injury and has clinical evidence of abnormal 
laxity of the posterior cruciate ligament. 

SCAN: This parasagittal view near the midline clearly 
demonstrates avulsion of the posterior cruciate ligament (large 
arrow). The ligament is normally attached at its femoral origin. 
Total avulsion of the ligament has occured near its tibial 
insertion, the expected position of which is marked by the 
small arrow. The higher intensity (lighter) material at tbe tip 
of the small arrow represents hemarthrosis consequent to the 
recent injury. 



MRI HIGHLIGHTS l The ligamentous structures of the knee are routinely well demonstrated by surface 
coil MRI. Surface coil imaging is essential for the special resolution needed in this area. Surface coil MRI is also useful 
for demonstrating meniscal injuries. Frank meniscal disruption may be seen and confirmed at arthroscopy. Since 
the articular surfaces, bone detail, and extra-articular structures are also shown by MRI, MRI is highly competitive 
with contrast arthrography. MR requires no painful injection and no ionizing radiation. MRI is also the procedure 
of choice for imaging aseptic necrosis of the hip and other musculoskeletal diseases. 


Maryland 
Magnetic 
Imaging 

900 Tollhouse Avenue 
Frederick, Maryland 21701 

(301) 662-0077 



MMI operates its MRI system with all available upgrades including contiguous slices as thin as 2.5 mm; quadrature 
detection head, body and extremity coils; large field of view spine coil; dedicated cervical coil; partial flip imaging; 
single breath-hold body imaging; and cardiac and respiratory gating. 


Health Images facilities are a community 
resource available to all area physicians. 


'Hea/fh 'tfnh aqe±, tfne. 

Facility 
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Although statutory language is not yet available for the budget 
reconciliation package, the following information has been 
received: 

1. There will be a new physician enrollment period during March 
1988. Agreements entered into during the new sign-up will be 
effective for services provided from April 1, 1988 through 
December 31, 1988. 

2. Participation contracts in effect on December 31, 1987 will 
be extended through March 31, 1988 unless the physician term¬ 
inated the agreement, in writing, before midnight December 31, 
1987. It is not yet clear what the status will be for a physician 
who was not a participating physician in 1987 but who executed an 
agreement for 1988 prior to January 1, 1988. 

3. There are also several points that should be noted as phy¬ 
sicians go into the New Year for services provided starting 
January 1, 1988: 

a. MAAC limits will apply as the charge limit for each 
service. Sanctions may be issued for repeated vio¬ 
lations. Under previous law, a physician could charge 
a patient an amount higher than the MAAC as long as the 
mean or median of all the physician's Medicare charges 
for that service equaled the MAAC. 

b. Under previous law, a nonassigned clinical lab service 
provided through a physician's office was a noncovered 
benefit. When such a service was provided on a non¬ 
assigned basis. Medicare simply refused to pay. Now, 
physicians are prohibited from billing a patient for a 
nonassigned laboratory service, and failure to comply 
will place the physician at risk of sanctions including 
rebates to the patient, civil monetary penalties, and 
possible exclusion from the program. 


Med-Chi and the Maryland Health Services Cost Review Commission 
have instituted a new system to protect physician confidentiality 
in reports and information issued from the Cost Review Commission. 
Physicians' unique identifier numbers, issued by Med-Chi and used 
by hospitals to report discharge information to the Commission, 
no longer will appear with the information made available to the 
public by the Commission. 
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The new system will reduce the chances of pressure being placed on 
physicians to change the hospitals to which they refer their 
patients. An opinion issued by Maryland's Attorney General en¬ 
dorsed the new system and stated that the unique identifier num¬ 
bers may not be used in any way to market hospitals or to induce 
physicians to change their hospital admitting practices. 

As before, individual physician identities will be made available 
to Hospital Utilization Review Committees, as provided for in 
Maryland law. The identity must be requested by the physician 
chairman of the hospital's UR committee on a form provided by Med- 
Chi. The chairmen and members of hospital UR committees may not 
disclose a physician's identity outside their committee. Suspected 
breaches of the confidentiality of physician identity will be re¬ 
ported to the Attorney General's Office. 


On December 30, 1987 an article appeared in The Evening Sun en¬ 
titled "50 Doctors Disciplined for Improprieties." The article was 
based on a report issued by a Med-Chi Task Force that was developed 
to address an earlier Evening Sun article (October 7, 1987) citing 
disciplinary actions taken only by the Commission on Medical Disci¬ 
pline. 

The report, developed by a Task Force including members from Med- 
Chi, the Commission, and the Board of Medical Examiners, represents 
the total number of disciplinary actions taken during fiscal year 
1987 (July 1986 - June 1987) through the combined efforts of all 
three physician peer review groups. 

The Task Force Report was mailed to every component medical society 
and to every newspaper serving Maryland. To obtain a copy of the 
report contact Nina Casey or Caroline Harman at the Faculty office. 


Laboratories in private physician offices with four or more phy¬ 
sicians are required to be licensed by the State Laboratory 
Division. Licenses are not required but may be obtained for 
private office laboratories involving three or less physicians. 

All private office laboratories must participate in proficiency 
testing, and demonstrate satisfactory performance in all non¬ 
exempt laboratory tests performed. Questions should be directed 
to the Laboratory Administration at 225-6100. 


The Continuing Medical Education Review Committee, through author¬ 
ity delegated from the Accreditation Council for Continuing Medi¬ 
cal Education, surveys institutions requesting authority to sponsor 
their own CME programs. If your hospital would like to become in¬ 
volved in sponsoring CME programs designated as Category I, please 
contact: Eugene P. Libre MD, Chairman, CME Review Committee, Med- 
Chi; 1211 Cathedral Street, Baltimore, MD 21201; 301-539-0872, 
Extension 325. 
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The Maryland Department of the Environment's Center for Radiologi¬ 
cal Health staff will be conducting a pilot radon public awareness 
campaign in Frederick, Maryland this winter. The State has 
developed educational posters and pamphlets as part of this effort. 
Any physician in Frederick who has an interest in obtaining posters 
and pamphlets for their office, should call Patricia Haman at 
202-382-5365. 

Physicians in other areas of Maryland will be able to receive these 
materials at a future date. 


Med-Chi, Component Medical Societies, and the AMA have joined to¬ 
gether to provide a means of reducing your overhead cost and 
improving your cash flow without the necessity for capital in¬ 
vestment. The equipment needed is provided without charge and is 
about the size of a telephone console set, and is about as easy to 
operate. The program is an electronic billing system. Medical 
Payment Systems (MPS). 

With MPS, physicians in other areas of the country have seen signi¬ 
ficant improvement in their billing efficiency, their cash flow 
due to more expeditiously transmitted claims and payments, and im¬ 
proved patient relations through ease of claims filing. For the 
past two months, several Maryland physicians have been testing the 
systems in their offices, and all report great satisfaction. Conse¬ 
quently, we are ready to offer MPS to all members. 

For more information about MPS, contact Joseph Harrison at the 
Faculty office. 


The deadline for submission of resolutions for consideration at the 
1988 Annual Meeting of the House of Delegates is FRIDAY, MARCH 4. 
Resolutions must be sponsored by a Med-Chi member, a component 
society of the Faculty, the Council, or committees of the Faculty. 

A resolution introduced by an individual member must have the 
endorsement of either one-third of the membership of his/her 
component society or 30 members of his/her component society, 
whichever is smaller. 


The 1988 dues second notices were mailed the second week of January. 
In order to qualify for physician's defense panels, dues must be 
paid by January 31, 1988. 


Under the Tax Reform Act of 1986, most physicians' membership dues 
are still deductible either as a business expense or as a miscellan¬ 
eous itemized deduction. Physicians conducting business through 
sole proprietorship, partnership, or "Subchapter S" corporation may 
still deduct dues in their entirety as a business expense. In¬ 
corporated physicians or physicians employed by a corporation may 
still deduct the dues in their entirety as a business expense. 





Employed physicians who pay their own dues may deduct the dues 
only insofar as the dues plus other miscellaneous itemized 
deductions exceed 2% of Adjusted Gross Income. 


1988 

ANNUAL 

MEETING 


The 1988 Annual Meeting will be held Wednesday-Friday, April 27-29 
in Baltimore. The meetings and exhibits will be held at the Balti¬ 
more Convention Center, sleeping rooms will be at the Harbor Court 
Hotel, and the Presidential Banquet will be held on Thursday, 

April 28 at the Hyatt Regency Hotel. Mark your calendar now. 


MARY 

MCGIBBON 

RETIRES 


Mary McGibbon, Director of Conventions and Meetings since 1974, will 
be retiring after the 1988 Annual Meeting. Patricia Munoz, a member 
of the Med-Chi staff for many years, has been selected as the new 
Director. JoAnn Cirillo has been hired to assist Ms. Munoz and to 
coordinate practice management workshops. 

Under Mrs. McGibbon's direction the Annual Meeting scientific ex¬ 
hibits doubled, and in some years, tripled. The practice management 
workshops and cosponsorship activities became an important part of 
the services offered by the Faculty. It is anticipated that the 
Department will continue to grow and to offer increased services 
to members. 

Mrs. McGibbon will remain in the Department until after the 1988 
Annual Meeting, however, all calls and correspondence should be 
directed to Ms. Munoz. 



CARE HOTLINE FOR IMPAIRED PHYSICIANS 

(301) 727-0120 

HOTLINE FOR EMERGENCY PSYCHIATRIC BEDS 

800-492-0610 






Attention: All Med-Chi members of the 
Medical Mutual Liability 
Insurance Society of Maryland 


In keeping with the intent and concern of the Med- 
Chi House of Delegates in its desire to increase 
representation of the Medical Mutual membership at Med- 
Mutual’s annual meeting in April 1988, we have provided for 
your convenience a blank Proxy form on the next page that 
may be detached, signed, and forwarded to: 


Med-Chi 

1211 Cathedral Street 
Baltimore, Maryland 21201 
Attention: Proxy 


The form should be completed and mailed as soon as 
possible but no later than March 1, 1988. If you already 
have completed and submitted your proxy to either your 
component society or to Med - Chi, please disregard this 
request. 


PROXY 


The undersigned member of the Medical Mutual 
Liability Insurance Society of Maryland hereby appoints 
Raymond M. Atkins, MD as agent and proxy of the 
undersigned, with full power of substitution, to cast all votes 
which the undersigned would be entitled to vote if 
personally present at the Annual Meeting of members to be 
held at the new Medical Mutual offices, 225 International 
Circle, Hunt Valley, Maryland at 8 P.M. on April 26, 1988 , 

and any adjournment of such meeting, with all power which 
the undersigned would possess if personally present, upon all 
matters that may properly come before said meeting or any 
adjournment thereof. 

The undersigned hereby revokes any proxy or proxies 
heretofore given to cast all votes at said meeting or any 
adjournment thereof. 


Date 


Member 










“Get Back to Work!” 


He would if he could. 

But, like many, this man 
has been injured on-the-job. 

WORKSTART is a back to 
work rehabilitation program 
specifically designed to evaluate 
a worker’s physical capabilities 
and assist in a safe and timely 
return to work. 

This physician-directed program 
utilizes an integrated, multi¬ 
disciplinary approach towards 
rehabilitation, and is completely 
supervised by occupational and 
physical therapists. 

For the physician, WORKSTART removes the guesswork from 
the return-to-work prescription and assists in rating the individuals 
level of impairment and in the identification of malingering. 

It’s your responsibility to get him back to work... .It’s 
our responsibility to help. WORKSTART 

Our specialized focus on outpatient services includes Physical Therapy 
Occupational Therapy • Speech/Language Pathology 
Cardiac, Pulmonary and Sports/Work Injury Rehabilitation. 

Transportation is available. 

tfEDICAL*tt?Xf on Center 

661-7400 

9512 Harford Road (at the Beltway), Baltimore, Maryland 21234 
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One Minute with Diabetes 


Managing Long-Term Diabetes Millitus 


Doctor, my 64-year-old brother has had insulin-de- 
pendent diabetes mellitus for more than 20 years. He has 
complications of retinopathy for which he received laser 
therapy and has very limited vision now, nephropathy 
with poor renal function, neuropathy with disturbed gait, 
and class IV congestive heart failure. In the nursing 
home his blood glucose varies from 30mg/dl to over 
600mg/dl (blood glucose monitoring done by the nursing 
home staff). He was admitted to the hospital because of 
the poorly controlled diabetes and to attempt to improve 
the congestive heart failure. After 11 days of hospital 
care he was discharged on: 

Humulin regular insulin 12 units before breakfast 

Ultralente insulin 20 units before breakfast 

Humulin regular insulin 12 units before supper 

1500 Cal ADA meal plan with 3 to 4 gm sodium 
Plus nine other oral medications related to the heart failure and 
other medical problems 

What more can we do to improve the control of his 
diabetes? 

This man has all of the common complications of 
long-standing diabetes mellitus: neuropathy, nephrop¬ 
athy, retinopathy, and cardiovascular disease. It is 
probable his diabetes was poorly controlled for many 
years. 

At this time he cannot be managed in most home 
situations, and Medicare and most other carriers will 
not support prolonged hospital care, so a good nursing 
home is essential for his chronic care. 

The nursing home should have trained personnel 24- 
hours a day to do bedside blood glucose monitoring. 
Urine glucose testing in this man is useless because of 
proteinuria and high threshold for glucose. Blood glu¬ 
cose should be tested before each meal and at bedtime. 
This may need to be adjusted for the particular nursing 


home because some facilities feed patients five times 
daily. If the blood glucose is above 250mg/dl, two units 
of regular insulin should be given as a supplement for 
each 50mg/dl above that amount. For example, if the 
blood glucose were 350mg/dl, four units would be given 
at that time. If the blood glucose is below 100 mg/dl, 
an exchange of fruit juice should be given and the blood 
glucose checked again in an hour. 

Because a patient with these problems tends to have 
gluteal and lower extremity edema with poor subcuta¬ 
neous absorption, all insulin should be given in the 
upper extremities. Another important point, such pa¬ 
tients tend to eat irregularly. If all the food on his tray 
is not consumed, the dietary department should calcu¬ 
late the calories and make it up in juices or other 
carbohydrates. If the meal plan is not eaten consist¬ 
ently, the dietary department and the physician should 
reevaluate the meal plan and its balance with the in¬ 
sulin being given. 

I would concur that if the patient and family agree, 
no emergency cardiorespiratory measures should be 
taken. This man’s cardiac problems will be the cause of 
his demise and not the diabetes. With adequate moni¬ 
toring his blood glucose should be able to be maintained 
between 150mg/dl and 250mg/dl. 

If he had closely supervised his diabetes from the 
onset 20 or more years ago, he probably would not have 
as many or as severe complications as he now has. The 
management of his diabetes is largely a problem of 
palliation and avoiding the crises of hypoglycemia and 
ketoacidosis. 

Data for this case were submitted by Harold Bob 
MD. 

De WITTE. De LAWTER MD 
Editor 


Hunt Valley Medical Center And Annex' 

Seeking subtenants in following specialties: 

Dentistry • Pediatrics • Allergy • Pulmonary • Neurosurgery • Pathology 

Reasonable rate for subleases 

Opportunity to become a part of the growing medical community of 

North Baltimore County 
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For More Information 
Call John Miller, Building Manager 

-667-4420- 









Today's Psychiatry 


Brief Psychiatric Treatment 


GARY W. NYMAN MD and PAUL RUSKIN MD 


Developments in Biological and Dynamic Psychiatry 
over the last few decades have made brief psychiatric 
treatment possible for more patients. Short-term psy¬ 
chodynamic techniques work well with careful selection 
of both patient and treatment focus. Antidepressants, 
anxiolytics, and neuroleptics complement treatment 
when targeting specific psychiatric symptoms. Brief 
treatment is often useful in a circumscribed disorder of 
acute onset, like a posttraumatic stress disorder second¬ 
ary to a serious accident or loss of a loved one. It can 
help with the control of symptoms that occur intermit¬ 
tently, such as atypical depression and panic disorder. 
Brevity may vary from a few sessions through a range 
of 12 to 20 sessions to a limit of 40. A very specific 
treatment focus is essential to maintain the short treat¬ 
ment duration. 

A number of theorists (including Davanloo, Malan, 
Mann, and Sifneos) have conceptualized brief psychi¬ 
atric treatment. They all emphasize the importance of 
a central focus to treatment and modest, realistic goals. 
They stress careful patient selection, using criteria such 
as prior and current levels of healthy functioning, a 
reasonably strong sense of self, and strong motivation 
for treatment. All four stress the importance of dealing 
with feelings about the therapist (transference) that 
emerge in treatment and relating these feelings to the 
central treatment focus. Beck’s cognitive therapy dif¬ 
fers in its focus on helping the patient eliminate illogical 
thinking patterns that can lead to anxiety, depression, 
and other psychiatric symptoms. The reader is referred 
to Ursano and Hales* for a more thorough summary of 
these theorists’ works. 

Pharmacological intervention can complement and 
accelerate the psychotherapeutic process. Different cat¬ 
egories of medications have proved useful in rapid 
symptom amelioration. Antidepressants such as desi- 
pramine and tranylcypromine have proved their effec¬ 
tiveness in reversing the moderate and severe symptoms 
of depression. Anxiolytics such as lorazepam and alpra¬ 
zolam have had significant impact in reducing symp¬ 
toms of anxiety, especially in acute situations with very 
clear precipitating events. Neuroleptics such as halo- 
peridol are used for rapid sedative and antipsychotic 
effect in the acutely agitated, psychotic individual. 
Pharmacologic intervention has become more specifi¬ 
cally tailored to diagnoses and symptoms, complement¬ 
ing the treatment effectiveness. 

Brief treatment requires the psychiatrist’s tolerance 
of inattention to aspects of the patient’s difficulties 


* Ursano, R. J. and Hales, R. E. “A Review of Brief Individual 
Psychotherapies.” Am J Psychiatry 143:( 1986) 1507-17. 


Committee on Emotional Health, Gary W. Nyman MD, Chairman; 
Lino Covi MD, Editor. 


that do not relate to the treatment focus. The psychi¬ 
atrist must deal with the patient’s anger when impor¬ 
tant but noncentral issues emerge but are ignored. 
Persistence with the agreed upon treatment focus is 
required if the time limitations are to be met. 

Brief psychiatric treatment generally is not the treat¬ 
ment of choice for chronic psychiatric disorders, per¬ 
sonality disorders, or those who present without a clear 
treatment focus. In such cases, brief treatment often 
unnecessarily rushes a process that takes months or 
years to complete correctly. Unfortunately, some insur¬ 
ance and many health maintenance plans encourage 
brief treatment even when a longer course of treatment 
is indicated. 

For carefully selected patients, brief treatment is the 
treatment of choice. By constantly maintaining a cen¬ 
tral focus and by judiciously combining medication with 
the psychotherapeutic process, the psychiatrist often 
can accomplish a great deal in a relatively short period 
of time. 


ARE YOU A NATURAL FOR 


AW 
WA 


MEMBERSHIP? 


YOU ARE if you are a physician, a nurse, or a pharmacist who 
wants to submit a readable and publishable article to a pro¬ 
fessional journal. 

YOU ARE if you are a professional writer, an editor, or a 
graphics designer in the health care field who wants to be¬ 
come even more creatively productive. , 

YOU ARE if you are a medical communicator who wants to 
Know and use the best contemporary verbal/visual techniques 
for conveying information. 

YOU ARE if you want to meet, on social and professional 
levels, the many kinds of people described who conduct and 
participate in relevant, stimulating workshops and seminars in 
all parts of the country. r . 

YOU ARE if you fill out. clip, and mail this goupon. j, 


Executive Director, AMWA 
5272 River Road, Suite 410 
Bethesda, Maryland 20816 

YES I want to know more about AMWA 

NAME _______ 

TITLE (or specialty)_____ 

ADDRESS_ ' __ 

CITY __STATF _ZIP 


AMERICAN 
MEDCAL WRITERS 
ASSOCIATION 


AW 
WA 


Vol 37, No 1 MMJ 21 














Maryland Oncology Newsletter 


The Thyroid Gland 


A mass or a nodule in either lobe of the thyroid gland 
signifies pathology. While benign colloidal goiter is 
common in adult women, a thyroid nodule has a higher 
incidence of being malignant in men. Children and 
young adults who present with thyroid nodule are con¬ 
sidered malignant until proved otherwise. Patients who 
have irradiation to the face, neck, or mediastinum dur¬ 
ing infancy or childhood have a 7 percent chance of 
cancer of the thyroid gland. 

A thyroid mass present for years without change in 
size is probably benign and can be treated by synthroid. 
Sudden increase in the size of a thyroid nodule may 
signify malignancy or hemorrhage in the nodule. A 
solitary thyroid nodule has a 20 percent chance of being 
malignant, compared with only 5 percent in a multi¬ 
nodular gland. However, there are definite indicators 
for malignancy of the thyroid gland. These include a 
hard thyroid mass, the presence of cervical lymph node 
metastasis, fixation of the thyroid mass to surrounding 
structures, or the presence of vocal cord paralysis. Most 
of these are late signs. 

The availability of thyroid scanning and ultrasound 
can help in evaluating thyroid nodules. A cold nodule 
on the scan that is solid by ultrasound and not cystic 
has 20 to 30 percent chance of being malignant. This is 
because benign adenoma and fibrosis can give the same 
picture. On the other hand, cystic lesions have a 2 
percent chance of harboring malignancy. This incidence 
also increases if the ultrasound reveals complex pattern 
such as a cyst with solid areas. Hot nodules by scan 
usually are due to hyperfunctional benign adenomas 
and are rarely malignant. Aspiration cytology and 
needle biopsy of thyroid nodules have not been of great 
help and are unreliable. There are four types of thyroid 
cancers: 

1. Papillary adenocarcinoma, usually mixed type 
(papillary-follicular), is the most common and consti¬ 
tutes 60 to 80 percent of all thyroid cancer. It usually 
metastasizes to regional lymph nodes. The tumor is not 
encapsulated. 

2. Follicular carcinoma is the second common 
type with an incidence of 20 percent. This tumor is 
always encapsulated and metastasizes via the blood to 
other organs. 

These two types are the well-differentiated carcino¬ 
mas, with the papillary having a better ten-year survival 
than the follicular. The prognosis depends on the stage 
of the disease and patient age. Patients who are 40 or 
younger have better survival than the older group. The 
overall five- and ten-year survivals are 95 percent and 
85 percent, respectively. 

The surgical approach to these two types is similar 
and includes total removal of the affected lobe of the 


If you have any questions, call or write the Surgical Oncology Program 
at the University of Maryland Medical Systems, Room N13E02, Bal¬ 
timore, Maryland 21201 (301-328-5224). 


thyroid and the isthmus, and subtotal lobectomy on the 
opposite side to preserve two of the parathyroid glands. 
The laryngeal nerves must be visualized and preserved. 
The reason for performing subtotal thyroidectomy is 
that over 20 percent of these tumors are multicentric. 
Any palpable cervical lymph nodes present should be 
removed or a modified radical neck may be performed. 
The author personally performs total thyroidectomy, 
preserving the parathyroid glands and removing the 
palpable cervical lymph nodes. The patient receives no 
thyroid therapy for six to seven weeks and then is given 
a therapeutic dose of 100 mCi of 1U I, followed by 
maintenance synthroid tablets daily. 

Locally invasive tumors (that is, the carcinoma has 
invaded the thyroid capsule and attached to the sur¬ 
rounding structures) are rare and are treated surgically 
by removing all gross tumor but preserving the vital 
structure. The patient is then treated by 131 I and syn¬ 
throid. These patients have a poorer prognosis, how¬ 
ever, with a ten-year survival of 60 percent. Extensive 
radical surgery has not proved to improve the survival. 

3. Medullary carcinoma can be part of multiple 
endocrine neoplasia syndrome (MEN-2). This lesion 
has a tendency to be multicentric in the thyroid gland 
and metastasizes early to regional lymph nodes and by 
the blood to other organs, mainly lung and liver. Family 
members have to be investigated to rule out the familial 
type. Plasma calcitonin level is an excellent marker in 
establishing the diagnosis and in the follow-up of these 
patients and their families. As a part of the MEN-2, 
adrenal medullary hyperplasia or pheochromocytoma 
may be present; these should be treated first to avoid 
hypertensive crisis during thyroid surgery. 

The surgical treatment of medullary carcinoma is 
total thyroidectomy with bilateral modified radical neck 
dissection and mediastinal dissection if the regional 
lymph nodes are not involved. It is advisable to sample 
the cervical and the upper mediastinal lymph nodes, 
even if these appear normal to rule out micrometas- 
tases. 

If the patient has hyperparathyroidism as part of the 
MEN-2 syndrome, parathyroidectomy is to be per¬ 
formed in the same setting. The five- and ten-year 
survival is 57 percent and 50 percent, respectively, with 
patients under the age of 45 doing better than the older 
ones. All patients must be maintained on thyroid ther¬ 
apy. 

4. Anaplastic carcinoma is usually unresectable, 
and biopsy is the only role of surgery. Occasionally, 
however, total thyroidectomy can be done. Aggressive 
surgery does not change the fatal course of the disease. 
Radiation therapy and chemotherapy by adriamycin 
are being tried with limited success. Thyroid therapy is 
indicated for replacement. The thyroid gland can also 
be the site of lymphoma, as discussed before. 
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The Parathyroid Glands 

The parathyroid glands control calcium metabolism. 
Hyperactive gland(s) can give rise to primary hypercal¬ 
cemia, which can be due to one of the following: (a) 
single adenoma (the most common cause), (b) multiple 
adenomas, (c) hyperplasia of the glands, or (d) carci¬ 
noma of a parathyroid gland (rarely). These patients 
infrequently present with a palpable mass in the neck. 
In fact, most of these patients are asymptomatic for a 
long time and their hypercalcemia is often discovered 
on routine testing of their serum chemistries. If hyper- 
calcemic patients become symptomatic, they may pres¬ 
ent with nephrocalcinosis, weakness, peptic ulcers, pan¬ 
creatitis, dyspepsia, or excessive diuresis. 

Primary hypercalcemia is characterized by elevated 
serum calcium and serum parathormone levels. If serum 
calcium is elevated but the parathormone level is de¬ 
creased, however, this is a secondary hypercalcemia. 
This is not due to parathyroid pathology, but can be 
due to one of the following conditions: (a) excessive use 
of diuretics, (b) metastatic malignancies, (c) hypervi- 
taminosis, (d) sarcoidosis, (e) milk-alkali syndrome, or 
(f) chronic renal failure. Control of the underlying cause 
in secondary hypercalcemia will cause reversal except 
in patients with chronic renal failure who are on di¬ 
alysis; subtotal parathyroidectomy is indicated in these 
cases. 

There are four parathyroid glands in 90 percent of 
the patients; however, 5 percent may have three glands 
only, while 3.5 percent have five glands. Each gland 
weighs 35 to 40 mg. The parathyroid glands are pale 
structures and usually are located two on each side 


behind the thyroid gland. In 80 percent of the cases, 
the inferior thyroid artery supplies the lower two glands 
if not the four glands. 

Several reports have described abnormal positions of 
the parathyroid glands, but the fact is that one or more 
may be displaced interiorly into the upper mediastinum 
either anteriorly or posteriorly. Although a single ade¬ 
noma in one gland can cause primary hypercalcemia in 
80 to 90 percent of the cases and only 10 to 20 percent 
have multiple gland disease, it is highly recommended 
that the four glands be explored and biopsied at the 
time of the initial surgery to minimize the need for re¬ 
exploration for persistent postoperative hypercalcemia. 

Reoperative exploration for parathyroid pathology is 
successful in 70 to 80 percent of the cases, but it is 
extremely difficult and carries significant morbidity in 
the form of persistent hypercalcemia, hypoparathyroid¬ 
ism, and laryngeal nerve injury. In such cases, preop¬ 
erative localization of the diseased glands by CT scan, 
arteriography, and venous sampling is justified. On the 
other hand, if normal parathyroid glands were acciden¬ 
tally removed or devascularized during surgery, they 
can be successfully autotransplanted to prevent hyper¬ 
calcemia. 

Tumor Conferences are held weekly on Tuesday between 8 and 9 a.m. 
in Room N13E28 at the University of Maryland Hospital. This is an 
open meeting and physicians are welcome to attend. Physicians can 
present cases, but please call 328-5224 by noon Monday to obtain time 
on the schedule for your case(s) and bring the pathological slides with 
you. 

E. GEORGE ELIAS MD 
Professor of Surgery and Oncology 
Director, Surgical Oncology Program 
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HBP Commentary 


Cholesterol Treatment Recommendations for Adults 

Highlights of 1987 Report, National Cholesterol 
Education Program Adult Treatment Panel 

These highlights from the 1987 National Cholesterol Education Program Adult Treat¬ 
ment Panel’s report offer practical detection, evaluation, and treatment recommen¬ 
dations for physicians. The panel composed of national experts in blood cholesterol 
control was convened by the National Heart, Lung, and Blood Institute with the goal 
of updating and adding more specific recommendations to basic policies set forth by 
previous expert committees, such as the 1984 NIH Consensus Panel on Lowering Blood 
Cholesterol to Prevent Heart Disease. The report was approved on October 5, 1987. 


The recommendations of the National Cholesterol 
Education Program Adult Treatment Panel’s report 
deal with three primary topics: classification of blood 
cholesterol and patient evaluation, dietary treatment, 
and drug treatment. The panel addressed only patients 
age 20 and above; a separate panel will focus on children 
and adolescents. The treatment approach is uniform 
for adults of both sexes and all ages. There is room, 
however, for modification based on the judgment of the 
physician and the preference of the patient, particularly 
when dealing with young adults (20 to 29), the elderly 
(over age 60), and women. 


While these recommendations are intended 
primarily for physicians, it is important to 
note that these interventions also require the 
active involvement of dietitians, nurses, 
pharmacists, other health professionals, and 
patients themselves. Working together, the 
professional-patient team can successfully 
reduce the risk of coronary heart disease 
(CHD). 


Key Concepts 

Initial Classification Based on Total Cholesterol 

• Total blood cholesterol levels are the basis for 
initial patient classification (Table 1). 

• All patients with a level of 240 mg/dl or above, 
which is classified as high blood cholesterol, should 
receive a lipoprotein analysis. Patients with bor¬ 
derline-high blood cholesterol levels (200 to 239 
mg/dl), who in addition have either definite CHD 
or at least two other CHD risk factors, should also 
have a lipoprotein analysis performed. 

• All blood cholesterol levels above 200 mg/dl should 
be confirmed by repeat measurements, with the 
average used to guide clinical decisions. 


HBP Commentary is contributed by the Maryland Commis- 
sibn on High Blood Pressure and Related Cardiovascular 
\ Rish Factors, 201 W. Preston St., Baltimore, MD 21201 
^ J (301-225-5891). Editors: R. Patterson Russell MD, Past 
c °*u,s^ Chairman; Donald 0. Redder PharmBS, DrPH, Chairman; 
and Carol Lewis MPH, ScD, Executive Director. 


• Other CHD risk factors should be taken into ac¬ 
count in selecting appropriate follow-up measures 
for patients with borderline-high levels. 

CHD risk factors as defined in the report include: 

—Male sex 

—Family history of premature CHD (definite myo¬ 
cardial infarction or sudden death before age 55 in 
a parent or sibling) 

—Cigarette smoking (currently smokes more than 10 
cigarettes per day) 

—Hypertension 

—Low HDL-cholesterol concentration (below 35 mg/ 
dl confirmed by repeat mesurement) 

—Diabetes mellitus 

—History of definite cerebrovascular or occlusive 
peripheral vascular disease 

—Severe obesity (>30 percent overweight) 

• In public screening programs, all patients with a 
level above 200 mg/dl should be referred to their 
physicians for evaluation and remeasurement. 

Classification Based on LDL-Cholesterol 

• The LDL-cholesterol level is the basis for decisions 
about initiating diet or drug therapy (Table 2). 

• Patients with LDL-cholesterol levels of 160 mg/dl 
or greater are considered at high risk for CHD. 
These patients should be given cholesterol-lower¬ 
ing treatment. 

• Patients with borderline-high-risk LDL-choles¬ 
terol levels (130 to 159 mg/dl) also should be 
treated to lower their cholesterol if they have defi- 


Table 1. Initial Classification 
Based on Total Cholesterol 

<200 mg/dl Desirable blood cholesterol 

200-239 mg/dl Borderline-high blood cholesterol 

>240 mg/dl High blood cholesterol 


Table 2. Classification 
Based on LDL-Cholesterol 

<130 mg/dl Desirable LDL-cholesterol 

130-159 mg/dl Borderline-high-risk LDL-cholesterol 

>160 mg/dl High-risk LDL-cholesterol 
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nite CHD or two other CHD risk factors (see above 
for a list of risk factors). 

• The therapeutic goals recommended in the panel 
report, like the cholesterol levels for initiating ther¬ 
apy, are influenced by the presence of other CHD 
risk factors. Patients without definite CHD or two 
additional risk factors should reduce LDL-choles- 
terol to below 160 mg/dl. Patients with definite 
CHD or two CHD risk factors should have a goal 
of reducing LDL-cholesterol to below 130 mg/dl. 

• The recommended goals are minimal goals. If lower 
levels can be achieved, risk may be further reduced. 

Dietary Treatment 

• Dietary treatment is the cornerstone of therapy to 
reduce blood cholesterol levels. The view that diet 
modification is impractical or doomed to failure is 
not justified. Many people have successfully modi¬ 
fied their diets and reduced blood cholesterol sub¬ 
stantially. 

• A cholesterol-lowering diet can be tasty, satisfying, 
and consistent with good nutrition. Many patients 
will not need to alter their eating habits radically. 

• Step 1 of dietary treatment calls for an intake of 
saturated fat of less than 10 percent of calories, 
total fat of less than 30 percent of calories, and 
dietary cholesterol of less than 300 mg/day. Step 2 
calls for further reduction in saturated fat intake 
to less than 7 percent of calories and in cholesterol 
intake to less than 200 mg/day. 

• Referral to a registered dietitian can facilitate die¬ 
tary instruction and monitoring. With proper train¬ 
ing, physician staff may perform these functions. 

• For most patients, dietary therapy should be con¬ 
tinued at least six months before deciding whether 
to add drug treatment. It is important that dietary 
therapy not be regarded as a failure prematurely. 

• Although the goal of dietary therapy is to lower 
LDL-cholesterol concentration, total cholesterol 
can be used to monitor response to diet for conven¬ 
ience. 

Drug Treatment 

• Maximal efforts at dietary therapy should be made 
before initiating drug therapy and should be con¬ 
tinued even if drug therapy is needed. 


• The panel set the initiation levels for drug treat¬ 
ment in such a way as to create a protective barrier ' 
to the inappropriate overuse of cholesterol-lower¬ 
ing drugs. 

• Patients with LDL-cholesterol levels of 190 mg/dl 
or greater, and those with LDL-cholesterol 160 to 
189 mg/dl who also have definite CHD or two other 
risk factors, should be considered for drug therapy. 

• Drugs available for consideration include: bile acid 
sequestrants (cholestyramine and colestipol), nic¬ 
otinic acid, HMG CoA reductase inhibitors (lovas- 
tatin), gemfibrozil, probucol, and clofibrate. 

• The bile acid sequestrants and nicotinic acid are 
considered the drugs of first choice. Both choles¬ 
tyramine and nicotinic acid have been shown to 
lower CHD risk in clinical trials, and their long¬ 
term safety has been established. These drugs re¬ 
quire considerable patient education to achieve ad¬ 
herence. 

• Lovastatin is the first of a new class of drugs (the 
HMG CoA reductase inhibitors). These drugs are 
very effective in lowering LDL-cholesterol, but 
their effect on CHD incidence and their long-term 
safety have not been established. 

• The other available drugs are not as effective in 
lowering LDL-cholesterol as are the drugs of first 
choice or lovastatin. Gemfibrozil and clofibrate are 
primarily effective for lowering elevated triglycer¬ 
ide but are not FDA approved for routine use in 
lowering cholesterol. 

• Drug therapy is likely to continue for a lifetime. 
Thus, when dealing with the selection of bile acid 
sequestrants versus newer drugs that may be easier 
to take, safety must be emphasized. 

• Cholesterol is an active, changing field. Ongoing 
and future investigations can be expected to expand 
and refine drug treatment options. 

There will be further discussion of this report in the 
May 1988 issue of the Maryland Medical Journal. 

To obtain a copy of the Adult Treatment Panel’s full 
report, write to: National Cholesterol Education Pro¬ 
gram, National Heart, Lung, and Blood Institute, C-200, 
Bethesda, MD 20892. 
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Computer-generated molecular 
structure of cephalexin 
hydrochloride monohydrate 




Convenient 500-mg b.i.d. 
dosage and demonstrated 
effectiveness for 
treatment of: 

□ skin and skin structure infections* 

□ uncomplicated cystitis 1 

□ pharyngitis* 


• New hydrochloride salt form of cephalexin— 
requires no conversion in the stomach before 
absorption 

• Well-tolerated therapy 

• May be taken without regard to meals 

For other indicated infections, 250-mg tablets available 
forq.i.d. dosage 



Priced less than Keflex (cephalexin) 


Keftab is contraindicated in patients with known allergy to the 
cephalosporins and should be given cautiously to penicillin- 
sensitive patients. 

Penicillin is the drug of choice in the treatment and prevention 
of streptococcal infections, including the prophylaxis 
of rheumatic fever. 


KEFTAB" 

(cephalexin hydrochloride monohydrate) 

Summary: Consult the package literature for 
prescribing information. 

Indications and Usage: 

Respiratory tract infections caused by susceptible 
strains of Streptococcus pneumoniae and group A 
^-hemolytic streptococci. 

Skin and skin structure infections caused by sus¬ 
ceptible strains of Staphylococcus aureus and/or 
/3-hemolytic streptococci. 

Bone infections caused by susceptible strains of 
S aureus and/or Proteus mirabilis. 

Genitourinary tract infections, including acute pros¬ 
tatitis, caused by susceptible strains of Escherichia 
coli, P mirabilis, and Klebsiella sp. 

Contraindication: Known allergy to cephalosporins. 

Warnings: KEFTAB SHOULD BE ADMINISTERED 
CAUTIOUSLY TO PENICILLIN-SENSITIVE PA¬ 
TIENTS. PENICILLINS AND CEPHALOSPORINS 
SHOW PARTIAL CROSS-ALLERGENICITY. POSSI¬ 
BLE REACTIONS INCLUDE ANAPHYLAXIS. 
Administer cautiously to allergic patients. 
Pseudomembranous colitis has been reported with 
virtually all broad-spectrum antibiotics. It must be 
considered in differential diagnosis of antibiotic- 
associated diarrhea. Colon flora is altered by broad- 
spectrum antibiotic treatment, possibly resulting in 
antibiotic-associated colitis. 

Precautions: 

• Discontinue Keftab in the event of allergic reac¬ 
tions to it. 

• Prolonged use may result in overgrowth of nonsus- 
ceptible organisms. 

• Positive direct Coombs’ tests have been reported 
during treatment with cephalosporins. 

• Keftab should be administered cautiously in the 
presence of markedly impaired renal function. Al¬ 
though dosage adjustments in moderate to severe 
renal impairment are usually not required, careful 
clinical observation and laboratory studies should 
be made. 

• Broad-spectrum antibiotics should be prescribed 
with caution in individuals with a history of gas¬ 
trointestinal disease, particularly colitis. 

• Safety and effectiveness have not been determined 
in pregnancy and lactation. Cephalexin is excreted 
in mother’s milk. Exercise caution in prescribing 
Keftab for these patients. 

• Safety and effectiveness in children have not been 
established. 

Adverse Reactions: 

• Gastrointestinal, including diarrhea and, rarely, nau¬ 
sea and vomiting. Transient hepatitis and chole¬ 
static jaundice have been reported rarely. 

• Hypersensitivity in the form of rash, urticaria, angio- 
edema, and, rarely, erythema multiforme, Stevens- 
Johnson syndrome, or toxic epidermal necrolysis. 

• Anaphylaxis has been reported. 

• Other reactions have included genital/anal pruri¬ 
tus, genital moniliasis, vaginitis/vaginal discharge, 
dizziness, fatigue, headache, eosinophilia, neutro¬ 
penia, and thrombocytopenia; reversible interstitial 
nephritis has been reported rarely. 

• Cephalosporins have been implicated in trigger¬ 
ing seizures, particularly in patients with renal 
impairment. 

• Abnormalities in laboratory test results included 
slight elevations in aspartate aminotransferase 
(AST, SGOT) and alanine aminotransferase (ALT, 
SGPT). False-positive reactions for glucose in the 
urine may occur with Benedict’s or Fehling’s solu¬ 
tion and Clinitest® tablets but not with Tes-Tape® 
(Glucose Enzymatic Test Strip, USP, Lilly). 


*Due to susceptible strains of Staphylococcus aureus and/or /3-hemoiytic streptococci. 
' Due to susceptible strains of Escherichia coli. Proteus mirabilis, and Klebsiella sp 
! Due to susceptible strains of group A /3-hemolytic streptococci. 


PV 2060 DPP [091887] 


849336 





Discipline Commission Action 


In the Matter of 
Fabio K. Banegura MD 
Beforethe 

Commission on Medical Discipline 

Order For Emergency Suspension 
of Medical License 

Based on information received from the Division of 
Drug Control (“DDC”) of the State Department of 
Health and Mental Hygiene and further investigation 
by the Committee on Drugs and Peer Review Commit¬ 
tee of the Medical and Chirurgical Faculty of the State 
of Maryland (“Med-Chi”) regarding the medical prac¬ 
tice of Fabio K. Banegura MD (the “Respondent”), the 
Commission on Medical Discipline of Maryland (the 
“Commission”) makes the following Findings of Fact, 
Conclusion of Law, and Order. 

Findings of Fact 

1. At all times relevant to this Order, Respondent 
was and is currently licensed to practice medicine in 
Maryland. 

2. On April 11, 1987, the Committee on Drugs of 
Med-Chi received a pharmacy survey conducted ran¬ 
domly by the DDC that indicated that Respondent was 
prescribing large amounts of Dilaudid and Percocet, 
controlled dangerous substances. 

3. To confirm the information in the pharmacy sur¬ 
vey, the Committee on Drugs asked Respondent to 
submit copies of his medical records for specific pa¬ 
tients. 

4. After reviewing the copies of patient records sub¬ 
mitted by Respondent, the Committee on Drugs re¬ 
quested that Respondent appear for a personal inter¬ 
view. 

5. Respondent met with the Committee on Drugs on 
July 21, 1987. 

6. After the Respondent met with the Committee on 
Drugs, the Committee made the following findings of 
inappropriate medical care in a report to the Commis¬ 
sion dated May 6, 1987. 

a. Respondent prescribes controlled dangerous 
substances based on the patients limited verbal his¬ 
tory (which usually include the drug patient wants) 
rather than based on an examination (see patients A, 
B, C, D, E, F, G, and H). 

b. Respondent prescribes medications that contain 
high levels of addictive ingredients rather than trying 
less addicting medications (see patients listed under 
6a above). 

c. Respondent prescribed controlled dangerous 
substances to at least three patients, known by Re¬ 
spondent to be drug abusers, as noted in Respond¬ 
ent’s medical records (see patient J, K, and E). 


On instruction of the Council of the Medical and Chirurgical Faculty 
of the State of Maryland, “Findings of Fact, Conclusions of Law, and 
Order” will be published in the Maryland Medical Journal. 


d. Respondent prescribed (to at least one patient) 
Librium, a controlled dangerous substance, to “wean” 
(Respondent’s word) that patient from heroin (see 
patient J). 

e. Respondent diagnosed several patients as hav¬ 
ing “renal colic” and prescribed Dilaudid, a controlled 
dangerous substance. The number of patients found 
in his random sampling of Respondent’s practice who 
suffer from “renal colic” seemed to be more in one 
month than the average internist would see in 1 to 2 
years (see patients D, E, F, and L). 

7. The Committee on Drugs concluded that Re¬ 
spondent’s prescribing practices, as shown in medical 
records reviewed by the Committee, indicated to the 
Committee that Respondent prescribes narcotics, con¬ 
trolled dangerous substances, and other drugs in excess 
of therapeutic warrants and/or without valid medical 
information. 

8. The Committee on Drugs concluded its report by 
Finding the Respondent “presents an imminent danger 
to the health and safety of his patients” and that “his 
medical license should be suspended on an emergency 
basis” because “there is cause to believe that Respond¬ 
ent is in violation of Section 14-504(4), (23) and pos¬ 
sibly (12) of the Health Occupations Article.” 

9. Based on the foregoing information, the Commis¬ 
sion has reason to believe that Respondent may have 
violated §14-504(4), and (12) of the Health Occupations 
Article of the Annotated Code of Maryland which pro¬ 
vides that the Commission may discipline a physician 
if physician: 

a. (i)s professionally, physically, or mentally incompetent” (HO 
§14-504(4); and 

b. (w)illfully makes or files a false report or record in the 
practice of medicine. (HG §14-504(12). 

Conclusion of Law 

For the reasons set forth in the foregoing paragraphs, 
the Commission finds that emergency action is required 
in this case under State Government Article § 10-405(b), 
Annotated Code of Maryland, because Respondent’s 
continued ability to prescribe controlled dangerous sub¬ 
stances poses an imminent and grave danger to the 
public health, safety, and welfare and that the situation 
imperatively requires emergency action by the Com¬ 
mission. 

Order 

It is this 10th day of August 1987, by the Commission 
on Medical Discipline of Maryland 
ORDERED that pursuant to the authority vested in 
the Commission by State Government Article §10-405 
of the Annotated Code of Maryland, Respondent’s li¬ 
cense to practice medicine is SUMMARILY SUS¬ 
PENDED to the extent that it permits him to prescribe 
controlled dangerous substances; and be it further 
ORDERED that Respondent shall immediately cease 
and desist prescribing any and all controlled dangerous 
substances; and be it further 
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ORDERED that on presentation of this Order, Re¬ 
spondent shall immediately deliver to the Commission’s 
Executive Director (1) his federal controlled dangerous 
substances registration certificate and (2) his current 
State controlled dangerous substance registration per¬ 
mit; and be it further 

ORDERED that a hearing to consider this emergency 
suspension shall be held before the Commission within 
thirty (30) days of the date on which the Commission 
receives a written request for such a hearing from 
Respondent. 

HILARY T. O’HERLIHY MD, Chairman 
Commission on Medical Discipline 

• • • 

In the Matter of 
Nathan Centers MD 
Before the 

Commission on Medical Discipline 

Findings of Fact, Conclusions of Law, and Order 

Based on information coming to its attention, from 
the Committee on Physical Rehabilitation of the Med¬ 
ical and Chirurgical Faculty of Maryland (“Med-Chi”), 
the Commission on Medical Discipline of Maryland 
(“the Commission”) on March 27, 1987, suspended on 
an emergency basis the license held by Nathan Centers 
MD (“Respondent”) to practice medicine in Maryland 
and charged Respondent with violation of §14-504(4), 
(8), and (9) of the Maryland Medical Practice Act (the 
“Act”), Health Occupations Article §14-101 et seq., An¬ 
notated Code of Maryland, which provides: 

Subject to the hearing provision of §14-505 of this subtitle, 
the Commissions on the affirmative vote of a majority of its full 
authorized membership, may reprimand any licensee, place any 
licensee on probation, or suspend or revoke a license if the 
licensee: 

(4) Is professionally, physically, or mentally incompetent. 

(8) Habitually is intoxicated. 

(9) Is addicted to, or habitually abuses any narcotic or con¬ 
trolled dangerous substance, as defined in Article 27 of the 
Code, or other drug that is in excess of therapeutic amounts or 
without valid medical indication. 

Respondent was notified of the charges by letter 
dated March 27,1987. A hearing was scheduled for May 
5,1987. On August 25 and September 14, 1987 prehear¬ 
ing conferences were held. As a result of discussions 
and negotiations, Respondent agreed to enter into the 
following Consent Order. 

Findings of Fact 

Based upon the information in its files, and otherwise 
made known to it, the Commission finds that: 

1. Respondent is a physician licensed and practicing 
in Maryland both currently and at all times material to 


the allegations relating to this matter; 

2. Respondent came to the attention of the Medical 
and Chirurgical Faculty’s Committee on Physician Re¬ 
habilitation in January 1982 as a result Respondent 
having entered the Seneca House for a 29-day alcohol¬ 
ism treatment. 

3. Since January 1986 Respondent has entered at 
least four (4) major programs for the treatment of 
alcohol and/or substance abuse. 

4. The most recent episode evidencing substance ad¬ 
diction and abuse occurred on February 17, 1987 when 
Respondent was found on the grounds of Sheppard 
Pratt Hospital (“Sheppard Pratt”) in an intoxicated 
and addictive state. 

5. Staff at Sheppard Pratt on February 17, 1987, 
arranged to have Respondent transferred to the Greater 
Baltimore Medical Center for detoxification and sus¬ 
pected overdose. 

6. On February 24,1987, Respondent was transferred 
to Sheppard Pratt for treatment of chemical depend¬ 
ency and possible psychiatric problems. 

7. On March 26, 1987, Respondent was discharged 
from Sheppard Pratt to Keswick House, a halfway 
house for the treatment of drug abusers and addictive 
individuals, on an out-patient basis. 

8. Respondent was evaluated by Jonas R. Rappeport 
MD, a psychiatrist, on May 24, 1987 and by Dennis 
Madden, PhD who conducted a neuro psychological 
evaluation of Respondent on June 12, 1987. 

9. Michael Hayes MD has offered to supervise Re¬ 
spondent in a highly supervised and controlled employ¬ 
ment situation for the practice of medicine on a limited 
basis. 

Conclusions of Law 

Based upon the foregoing Findings of Facts, the 
Commission on Medical Discipline, by unanimous vote 
of a quorum of its members, concludes as a matter of 
law that Respondent violated §14-504(4), (8), and (9) 
of the Maryland Medical Practice Act, Health Occu¬ 
pations Article, Annotated Code of Maryland, and finds 
Respondent GUILTY of those charges. 

Order 

Based upon the foregoing Findings of Fact and Con¬ 
clusions of Law, it is this 24th day of September 1987, 
by unanimous vote of a quorum of the members of the 
Commission on Medical Discipline, 

ORDERED that the suspension of the license of 
Respondent, Nathan Centers MD, an individual li¬ 
censed to practice medicine in the State of Maryland, 
is hereby STAYED; and be it further 

ORDERED that the Respondent shall be placed on 
PROBATION subject to the following terms and con¬ 
ditions: 

1. That Respondent shall participate in: 
a. Group therapy at Sheppard Pratt Hospital, or 

some other group therapy program approved by the 
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Commission, at least one session per week; 

b. Individual Therapy at Sheppard Pratt Hos¬ 
pital with Jeffrey Klein PhD, or some other indi¬ 
vidual therapy program approved by the Commis¬ 
sion, for at least one session per week, with Dr. 
Klein or the health professional providing the in¬ 
dividual therapy to issue a report of respondent’s 
progress to the Commission every six months, the 
first report to be issued one month after the date 
of this Order; and 

c. Narcotics Anonymous or Alcoholics Anony¬ 
mous for at least three sessions per week with the 
sessions not to be done on consecutive days and no 
more than one session per day to be counted for 
the purposes of this Order; 

2. That Respondent shall have a urinalysis done 
randomly, supervised, and at least once per week in a 
program approved by the Commission with copies of 
the results provided to the Commission; 

3. That Respondent shall practice medicine only un¬ 
der the supervision of Dr. Michael Hayes, unless oth¬ 
erwise expressly permitted by the Commission; 

4. That Respondent’s license to practice medicine 
shall be restricted in that Respondent may not prescribe 
any controlled dangerous substance, except methadone, 
and Respondent may only prescribe methadone while 
under the supervision of Dr. Michael Hayes; 

5. That Respondent shall not violate any other pro¬ 
visions of the Act; and 

6. That Respondent shall practice fully in accord¬ 
ance with those standards expected of a competent 
practitioner of medicine in the State of Maryland; and 
be it further 

ORDERED that after the expiration of two (2) years 
from the date of this Order, the Commission will enter¬ 
tain a petition for altering the terms of Respondent’s 
probationary status upon Respondent’s demonstrating 
to the satisfaction of the Commission that he has 
complied with the terms and conditions of his proba¬ 
tion. If the Commission determines that he has not 
complied with the terms and conditions of this proba¬ 
tion, the Commission may modify one or more of the 
conditions of his probation; and be it further 

ORDERED that if Respondent violates any of the 
foregoing conditions of probation, the stay on the sus¬ 
pension may be lifted and the Commission, after noti¬ 
fication, a hearing, and determination of violation, may 
impose any additional disciplinary sanctions it deems 
appropriate. 

HILARY T. O'HERLIHY MD, Chairman 
Commission on Medical Discipline 

Consent 

By this Consent, I hereby admit the truth of the 
above Findings of Fact and accept and submit to the 
foregoing Order and its conditions. I have read and 
acknowledge the validity of the Order as if made after 
a hearing in which I would have had the right to counsel, 


to confront witnesses, to give testimony, to call wit¬ 
nesses on my behalf, and to all other substantive and 
procedural protections provided by law. I also recognize 
that I am waiving my right to appeal any adverse ruling 
of the Commission that might have followed any such 
hearing. By this Consent, I understand that I am waiv¬ 
ing all such rights and acknowledge that by my failure 
to abide by the conditions of the Order, I may suffer 
disciplinary action against my license to practice med¬ 
icine in the State of Maryland. I sign this Consent 
without reservation and after conferring with counsel. 
I fully understand its meaning. 

NATHAN CENTERS MD 

• • • 

In the Matter of 
Albert Chalom MD 
Before the 

Commission on Medical Discipline 

Order for Emergency Suspension of License to 
Extent It Permits Prescribing of Controlled 
Dangerous Substances 

Based on a complaint, a pharmacy survey conducted 
by the Division of Drug Control (“DDC”) of the State 
Department of Health and Mental Hygiene, and further 
investigation by the Committee on Drugs and Peer 
Review Committee of the Medical and Chirurgical Fac¬ 
ulty of the State of Maryland (“Med-Chi”) regarding 
the medical practice of Albert Chalom MD (the “Re¬ 
spondent”), the Commission on Medical Discipline of 
Maryland (the “Commission”) makes the following 
Findings of Fact, Conclusion of Law, and Order. 

Findings of Fact 

1. At all times relevant to this Order, Respondent 
was and is currently licensed to practice medicine in 
Maryland. 

2. The Committee on Drugs of Med-Chi received a 
complaint alleging that Respondent: 

a. Was prescribing controlled dangerous sub¬ 
stances to patients who were being detoxified; 

b. Was prescribing to patients of all ages and of 
both sexes, even though Respondent training has 
been limited to practice as an obstetrician/gyne¬ 
cologist; and 

c. Was prescribing inappropriate amounts of 
penicillin to children. 

3. To confirm the allegation of the complaint, the 
Committee on Drugs asked the DDC to conduct a 
pharmacy survey in the area of Respondent’s practice. 

4. As a result of the complaint and the survey, the 
Committee on Drugs had cause to believe that Respond¬ 
ent used prescribing practices that were questionable 
for an obstetrician/gynecologist. 

5. On March 2, 1987, the Committee on Drugs asked 
Respondent to submit copies of his medical records for 
specific patients. 
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6. After reviewing the copies of patient records sub¬ 
mitted by Respondent, the Committee on Drugs re¬ 
quested that Respondent appear for a personal inter¬ 
view. 

7. Respondent met with the Committee on Drugs on 
March 24, 1987. 

8. After the Respondent met with the Committee on 
Drugs, the Committee made the following findings in a 
report to the Commission dated May 6, 1987. 

a. Respondent is trained as an obstetrician/ 
gynecologist who is practicing general medicine. 

b. Respondent has not received training in gen¬ 
eral medicine and does not attend continuing med¬ 
ical education courses in general medicine. 

c. Respondent prescribed controlled dangerous 
substances to at least one patient, A, known to be 
a drug abuser, as noted in Respondent’s medical 
records. This practice is not appropriate medical 
care. 

d. Respondent made a diagnosis of anxiety and/ 
or depression on general patients simply by asking 
the patients to describe the problem. Respondent 
then prescribed controlled dangerous substances to 
these patients without performing a physical ex¬ 
amination or obtaining a psychiatric consultation. 
This practice is not appropriate medical care (see 
patients B, C, D, and E). 

e. Contrary to appropriate medical care, Re¬ 
spondent regularly prescribes controlled dangerous 
substances without taking an appropriate history 
and physical, without making a diagnosis, without 
providing treatment to than [sic] recommendation, 
without requesting lab work, and without making 
referrals (see patients listed under 9(c) and (d) and 
patient F). 

10. The Committee on Drugs concluded its report by 
finding the Respondent “presents an imminent danger 
to the health and safety of his patients” and that 
“immediate action should be taken” because “there is 
cause to believe that Respondent is in violation of 
Section 14-504(4) of the Health Occupations Article.” 

11. Based on the foregoing information, the Com¬ 
mission has reason to believe that Respondent may 
have violated §14-504(4) of the Health Occupations 
Article of the Annotated Code of Maryland which pro¬ 
vides that the Commission may discipline a physician 
if physician “(i)s professionally, physically, or mentally 
incompetent.” 

Conclusions of Law 

For the reasons set forth in the foregoing paragraphs, 
the Commission finds that emergency action is required 
in this case under State Government Article §10-405(b), 
Annotated Code of Maryland, because Respondent’s 
continued ability to prescribe controlled dangerous sub¬ 
stances poses an imminent and grave danger to the 
public health, safety, and welfare and that the situation 
imperatively requires emergency action by the Com¬ 
mission. 


Order 

It is this 16th day of August 1987, by the Commission 
on Medical Discipline of Maryland 

ORDERED that pursuant to the authority vested in 
the Commission by State Government Article §10-405 
of the Annotated Code of Maryland, Respondent’s li¬ 
cense to practice medicine is SUMMARILY SUS¬ 
PENDED to the extent that it permits him to prescribe 
controlled dangerous substances; and be it further 
ORDERED that Respondent shall immediately cease 
and desist prescribing any and all controlled dangerous 
substances; and be it further 

ORDERED that on presentation of this Order, Re¬ 
spondent shall immediately deliver to the Commission’s 
Executive Director (1) his federal controlled dangerous 
substances registration certificate and (2) his current 
State controlled dangerous substance registration per¬ 
mit; and be it further 

ORDERED that a hearing to consider this emergency 
suspension shall be held before the Commission within 
thirty (30) days of the date on which the Commission 
receives a written request for such a hearing from 
Respondent. 

HILARY T. O’HERLIHY MD, Chairman 
Commission on Medical Discipline 

• • • 

In the Matter of 
Albert Chalom MD 
Before the 

Commission on Medical Discipline 

Findings of Fact 
Conclusions of Law, and Order 

Based upon information coming to its attention from 
the Committee on Drugs of the Medical and Chirurgical 
Faculty of Maryland (“Med-Chi”), the Commission on 
Medical Discipline of Maryland (the “Commission”) 
issued an Order suspending on an emergency basis the 
medical license of Albert Chalom MD (“Respondent”) 
to the extent that it permits prescribing of controlled 
dangerous substances on August 10, 1987 and charged 
Respondent with violation of §14-504(4) of the Mary¬ 
land Medical Practice Act, (the “Act”) Health Occu¬ 
pations Article §14-101 et seq., Annotated Code of 
Maryland, which provides 

Subject to the hearing provision of §14-505 of this subtitle, the 
Commission on the affirmative vote of a majority of its full 
authorized membership, may reprimand any licensee, place any 
licensee on probation, or suspend or revoke a license if the 
licensee: 

(4) Is professionally, physically, or mentally incompetent. 

Respondent was notified of the charges by letter 
dated August 10, 1987. In the letter, a hearing was 
scheduled for November 17, 1987. On September 9, 
1987, a prehearing conference was held. As a result of 
discussions and negotiations at the prehearing confer- 
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ence, Respondent agreed to enter into the following 
Consent Order. 

Findings of Fact 

1. The Respondent is a physician licensed and prac¬ 
ticing in Maryland both currently and at all times 
material to the allegations relating to this matter; 

2. An investigation was made into the medical prac¬ 
tice of Respondent by the Committee on Drugs of Med- 
Chi in response to a complaint from the Division of 
Drug Control of the Maryland Department of Health 
and Mental Hygiene. 

3. Respondent was trained as an obstetrician/gyne¬ 
cologist, Respondent practices general medicine, but 
Respondent received no training in general medicine 
beyond his internship and continuing medical educa¬ 
tion conferences he has attended. 

4. As a result of the findings and recommendations 
from the Committee on Drugs of Med-Chi, the Com¬ 
mission has determined that: 

a. Respondent prescribed controlled dangerous 
substance to at least one patient, patient #1,* 
known to be addicted to drugs. 

b. Respondent prescribed controlled dangerous 
substances to general patient #2 to #5 who com¬ 
plained of anxiety and/or depression without not¬ 
ing an adequate physical examination or obtaining 
a psychiatric consultation. 

c. Respondent prescribed inappropriate 
amounts of penicillin to a child, patient #6. 

d. Respondent’s medical records for patients #1 
to #7 contain dates of visits, chief complaints, 
diagnosis, and medication prescribed without not¬ 
ing an adequate physical examination, histories, 
treatment plans, referrals, or consultations. 

5. The acts and omissions listed in paragraph 4(a)- 
(d) of these Findings of Fact demonstrate a lack of 
knowledge or skill necessary for the proper practice of 
medicine in Maryland. 

Conclusions of Law 

Based on the foregoing Findings of Fact, the Com¬ 
mission on Medical Discipline, by unanimous vote of a 
quorum of its members, concludes as a matter of law 
that Respondent violated §14-504(4) of the Maryland 
Medical Practice Act, Health Occupations Article, An¬ 
notated Code of Maryland, and finds Respondent 
GUILTY of that charge. 

Order 

Based upon the foregoing Findings of Facts and Con¬ 
clusions of Law, it is this 6th day of October 1987 by 
unanimous vote of a quorum of the members of the 
Commission on Medical Discipline, hereby 


* The names of patients are attached to a list that is kept with the 
Commission, but is not a part of this Order. 


ORDERED, that the license of Respondent, Albert 
Chalom MD, an individual licensed to practice medicine 
generally in the State of Maryland, is hereby SUS¬ 
PENDED; and be it further 
ORDERED, that the suspension of Respondent’s 
license to practice medicine generally shall be immedi¬ 
ately STAYED, and Respondent placed on PROBA¬ 
TION subject to the following terms and conditions but 
that Respondent’s license to practice medicine remains 
SUSPENDED to the extent that it permits Respondent 
to prescribe controlled dangerous substances: 

1. That Respondent agrees not to contest the emer¬ 
gency suspension of Respondent’s license to the extent 
that it permit him to prescribe controlled dangerous 
substances; 

2. That Respondent shall enter into a program of 
remedial training in family practice that is approved by 
the Commission; 

3. That Respondent shall have his practice reviewed 
quarterly by the appropriate Peer Review Committee 
on Med-Chi during the term of his Order; the first such 
review to be made three months after Respondent has 
begun the remedial training program. 

4. That suspension of Respondent’s license to prac¬ 
tice medicine to the extent of permitting Respondent 
to prescribe controlled dangerous substances will be 
removed on petition from Respondent, after Respond¬ 
ent has demonstrated to the satisfaction of the Com¬ 
mission that he has both: 

a. successfully completed the program of reme¬ 
dial training as set forth in paragraph (2) of this 
Order; and 

b. sent to the Commission, and the Commission 
accepts, a finding by the Respondent’s mentor(s) 
in this remedial training program that Respondent 
should be permitted to prescribe controlled dan¬ 
gerous substances; 

5. That Respondent shall not violate any other pro¬ 
visions of the Act; and 

6. That Respondent shall practice fully in accord¬ 
ance with those standards expected of a competent 
practitioner of medicine in the State of Maryland; and 
be it further 

ORDERED that after expiration of three (3) years 
from the date of this Order, the Commission will enter¬ 
tain a petition for termination of Respondent’s proba¬ 
tionary status and for restoration of his license to 
practice medicine without condition or restriction, upon 
Respondent’s demonstrating to the satisfaction of the 
Commission that he has complied with the terms and 
conditions of his probation. If the Commission deter¬ 
mines that he has not complied with the terms and 
conditions of his probation, the Commission may mod¬ 
ify one or more of the conditions of his probation; and 
be it further 

ORDERED that if Respondent violates any of the 
foregoing conditions of probation, the stay of the sus¬ 
pension may be removed and the Commission, after 
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notification, a hearing, and determination of violation, 
may impose any additional disciplinary sanctions it 
deems appropriate. 

HILARY T. O'HERLIHY MU, Chairman 
Commission on Medical Discipline 

Consent 

By this Consent, without admitting the truth of the 
above noted Findings of Fact, I nonetheless accept and 
submit to the foregoing Order and its conditions. I have 
read and acknowledge the validity of the Order as if 
made after a hearing in which I would have had the 
right to counsel, to confront witnesses, to give testi¬ 
mony and to call witnesses on my behalf, and to all 
other substantive and procedural protections provided 
by law. I also recognize that I am waiving my right to 
appeal any adverse ruling of the Commission that might 
have followed any such hearing. By this Consent, I 
understand that I am waiving all such rights and ac¬ 
knowledge that by my failure to abide by the conditions 
of the Order, I may suffer disciplinary action against 
my license to practice medicine in the State of Mary¬ 
land. I sign this Consent without reservation and after 
conferring with counsel. I fully understand its meaning. 

ALBERT CHALOM MD 

• • • 

In the Matter of 
Francesco B. Di Leo MD 
Before the 

Commission on Medical Discipline 

Amendment of Agreement Staying 
Order for Emergency Suspension 

This Order amends the Conditions contained in par¬ 
agraphs 5 and 7 of the previous Agreement entered into 
by the Commission on Medical Discipline (the “Com¬ 
mission”) and Francesco B. Di Leo MD (“Respond¬ 
ent”). Only Conditions 5 and 7 are revised. The remain¬ 
ing statements and conditions in the Order remain in 
full force and effect. 

Order for Revised Conditions 

IT IS HEREBY ORDERED this 22nd day of Sep¬ 
tember 1987 by the Commission on Medical Discipline, 
that the following conditions be substituted for the 
conditions 5 and 7, in the Agreement. 

5. Respondent may only practice psychiatry at 
Springfield State Hospital, Sykesville, MD under the 
supervision of Bruce Hershfield MD, superintendent of 
Springfield Hospital. 

a. Dr. Hershfield may delegate his supervisory 
responsibilities to a Board certified psychiatrist on 
his staff, but shall be responsible for assuring that 
the supervision, mandated by this Order, occurs. 

b. The supervisor shall review all underlying 
information forwarded to him/her by the Commis¬ 
sion or by Peer Review. 


c. The supervisor shall notify Peer Review, of 
the Maryland Psychiatric Association (“Peer Re¬ 
view”) that the supervisory relationship has com¬ 
menced, and that he/she understands all terms of 
the Agreement and Amendment and has reviewed 
the underlying documents. 

d. The supervisor shall arrange for, at minimum, 
weekly supervisory sessions with Respondent. 
However, the supervisor shall determine how much 
time each week is needed to assess Respondent’s 
competence to practice psychiatry. 

e. The supervisor shall make monthly written 
reports to Peer Review assessing Respondent’s 
practice, the reports being due on the fifteenth 
(15th) of each month, and will meet with Peer 
Review if requested. 

f. In the event that the supervisor believes that 
the Respondent is a danger to his patients, himself, 
is not competent to practice psychiatry, or is in 
violation of the Agreement, the supervisor shall 
immediately report this fact to Peer Review. 

g. The supervisor will determine what prescrip¬ 
tion drugs Respondent may prescribe without a 
countersignature and will so inform Peer Review. 

7. Paragraph 7 is deleted. 

HILARY T. O’HERLIHY MD, Chairman 
Commission on Medical Discipline 


Doctor, Planning to Relocate? 

If you are moving or planning to, please let us 
know so that you won’t miss a single issue of the 
Journal. Just fill out the form below and mail it to: 
Doris Cicchini, Journal, 1211 Cathedral St., Balto., 
MD 21201. 

Old Address: 

Name: . 

Address: . 

City/Town: . 

State: . Zip Code: . 

New Address: 


Name: . 

Address: ... 

City/Town: . 

State:. Zip Code: . 

Telephone: . 

IMPORTANT: Date Effective: . 

Signature: . Date: 
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Drs. Copeland, Hyman and Shackman, PA. 
in association with Pablo Dibos, M.D. 
are pleased to announce 
the addition of 

Nuclear Medicine 
including 
SPECT Imaging 

and 

Stress Cardiac Thallium Scans 

to their 

Pomona Square Office 
1700 Reisterstown Road, Suite 119 
Baltimore, Maryland 21208 
(301) 486-8830 



De Ville 


Picture This In 
Your Driveway. 

Thanks to Auto Village, owning a 
new Cadillac is easier tnan you think. 


-Catch the Spirit! 



Were building a reputation, 
not resting on one. 

AutoVUIageMSs 


716 Bel Air Rd., Bel Air 

838-8787 • 879-0668 



ARAFATE* 


(sucralfate) 

BRIEF SUMMARY 

CONTRAINDICATIONS 

There are no known contraindications to the use of sucralfate. 

PRECAUTIONS 

Duodenal ulcer is a chronic, recurrent disease. While short-term treatment 
with sucralfate can result in complete healing of the ulcer, a successful 
course of treatment with sucralfate should not be expected to alter the 
post-healing frequency or severity of duodenal ulceration. 

Drug Interactions: Animal studies have shown that the simultaneous 
administration of CARAFATE with tetracycline, phenytoin, or cimetidine will 
result in a statistically significant reduction in the bioavailability of these 
agents. This interaction appears to be nonsystemic in origin, presumably 
resulting from these agents being bound by CARAFATE in the gastrointesti¬ 
nal tract. The bioavailability of these agents may be restored simply by 
separating the administration of these agents from that of CARAFATE by 
two hours. The clinical significance of these animal studies is yet to be 
defined. 

Carcinogenesis, Mutagenesis, Impairment of Fertility: No evi¬ 
dence of drug-related tumorigenicity was found in chronic oral toxicity 
studies of 24 months' duration conducted in mice and rats at doses up to 1 
gm/kg (12 times the human dose). A reproduction study in rats at doses up 
to 38 times the human dose did not reveal any indication of fertility impair¬ 
ment. Mutagenicity studies have not been conducted. 

Pregnancy: Pregnancy Category B. Teratogenicity studies have been 
performed in mice, rats, and rabbits at doses up to 50 times the human dose 
and have revealed no evidence of harm to the fetus due to sucralfate. There 
are, however, no adequate and well-controlled studies in pregnant women. 
Because animal reproduction studies are not always predictive of human 
response, this drug should be used during pregnancy only if clearly needed. 

Nursing Mothers: It is not known whether this drug is excreted in 
human milk. Because many drugs are excreted in human milk, caution 
should be exercised when sucralfate is administered to a nursing woman. 

Pediatric Use: Safety and effectiveness in children have not been 
established. 

ADVERSE REACTIONS 

Adverse reactions to sucralfate in clinical trials were minor and only rarely led 
to discontinuation of the drug. In studies involving over 2,500 patients, 
adverse effects were reported in 121 (4.7%). Constipation was the most 
frequent complaint (2.2%). Other adverse effects, reported in no more than 
one of every 350 patients, were diarrhea, nausea, gastric discomfort, indi¬ 
gestion, dry mouth, rash, pruritus, back pain, dizziness, sleepiness, and vertigo. 

DOSAGE AND ADMINISTRATION 

The recommended adult oral dosage for duodenal ulcer is 1 gm four times a 
day on an empty stomach. 

Antacids may be prescribed as needed for relief of pain but should not 
be taken within one-half hour before or after sucralfate. 

While healing with sucralfate may occur during the first week or two, 
treatment should be continued for 4 to 8 weeks unless healing has been 
demonstrated by x-ray or endoscopic examination. 

HOW SUPPLIED 

CARAFATE (sucralfate) 1-gm pink tablets are supplied in bottles of 100 and 
in Unit Dose Identification Paks of 100. The tablets are embossed with 
MARION/1712. Issued 3/84 

References: 

1. Korman MG, Shaw RG, Hansky J, et al: Gastroenterology 80:1451-1453, 
1981. 

2. Korman MG, Hansky J, Merrett AC, et al: Dig Dis Sci 27:712-715,1982. 

3. Brandstaetter G, Kratochvil P: Am J Med 79(suppl 2C):36-38,1985. 

4. Marks IN, Wright JR Gilinsky NH, et al: J Clin Gastroenterol 8:419-423, 
1986. 

5. Lam SK, Hui WM, Lau WY, et al: Gastroenterology 92:1193-1201,1987. 
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Ulcer therapy 
that won’t yield, 
even to smoking 



What do you do for duodenal ulcer patients who should 
stop smoking, but won't? Both cimetidine 1 and ranitidine 2 
have been shown less effective in smokers than 
nonsmokers. 

Choose CARAFATE® (sucralfate/Marion). Two recent 
studies show Carafate to be as effective in smokers as 
nonsmokers. 34 A difference further illustrated in a 
283-patient study comparing sucralfate to cimetidine 5 : 


Ulcer healing rates: 

(at four weeks of therapy) 5 

Sucralfate: 


All patients 
Smokers 

All patients 
Smokers 


Carafate has a unique, nonsystemic mode of action 
that enhances the body's own ulcer healing ability and 
protects the damaged mucosa from further injury. 

When your ulcer patient is a smoker, prescribe the 
ulcer medication that won't go up in smoke: safe, 
nonsystemic Carafate. 


Nothing works like 


Cimetidine: 


79.4% 

81.6%* 

763% 




62.5% 


ARAFATE 

sucralfate/Marion 

Please see adjoining page for references and brief summary of prescribing information. 


‘Significantly greater than cimetidine smoker group (P<. 05). 


1594H7 
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Motrin800mg 

ibuprofen 





Upjohn 


A Century 
of Caring 


©1986 The Upjohn Company 
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MEDICAL and CHIRURGICAL FACULTY 


1211 Cathedral Street 


of the STATE OF MARYLAND 


Telephone 539-0872 (Area Code 301) 


Baltimore, Maryland 21201 


January 1988 


Dear Doctor: 

The 1988 Maryland General Assembly promises to be an 
extremely active legislative session. Medicine will face 
challenges on a wide range of concerns and issues. To meet 
the challenges that lie ahead and to guarantee the citizens 
of Maryland the highest quality of health care, individual 
physicians must take a more active role in the legislative 
process. Many physicians volunteer endless hours of time 
working on the Legislative Committee. However, these selfless 
practitioners represent only a fraction of the physicians in 
this state. 

It is necessary that all physicians in Maryland share the 
responsibility for preserving and enhancing the finest medical 
system in the world. Any physician who cares about the fate 
of physicians and the practice of medicine should join the 
Maryland Medical Political Action Committee. 

It is imperative that you work through your local Component 
and Specialty Medical Societies as well as through the Faculty’s 
Legislative Committee. Please call the Government Relations 
Department at 1-800-492-1056 or in the Baltimore area 539-0872 
to offer your assistance. 


Sincerely, 



Leon E. Kassel MD 
President 
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HOW ABOUT IT? 



Is it fair that only some Maryland physicians support the political activity 

that benefits all physicians? 


JOIN THE CAUSE! GET INVOLVED! GET POLITICAL! 


Join Maryland Medical Political Action Committee 


Send your $100 check to: 
Harold Bob, M.D. 
Chairman MMPAC 
1211 Cathedral Street, 
Baltimore, MD 21201 


















The Medical and Chirurgical Faculty 
of the State of Maryland 
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J. David Nagel MD, Council Vice-Chairman 

Director of Government Relations 

Gerard E. Evans, Esquire Donald T. Lewers MD, Immediate Past President 

1-800-492-1056 

301-539-0872 
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Lobbying the Legislature: A Practitioner’s Guide 

GERARD E. EVANS, ESQUIRE 


The art of skillful lobbying is largely communication tempered with tact, diplomacy, 
and most importantly, common sense. The job of the physician lobbyist is to make the 
most of those precious few moments when a legislator’s attention is focused on the 
issues of the medical profession. 


Mr. Evans is Director of Government Relations of the Medical 
and Chirurgical Faculty of the State of Maryland. 

Members of the General Assembly are bombarded 
daily with countless pieces of correspondence and 
hounded endlessly by dozens of lobbyists vying for their 
time and attention. There is simply not enough time in 
the day for any legislator to read and digest all the 
information received. It follows then, that when the 
opportunity to present information to a legislator oc¬ 
curs, whether it is in person or before a committee, the 
opportunity must be maximized. 

During the course of the 1987 Maryland General 
Assembly 2,668 bills were introduced for consideration 
by the legislature. The sheer numbers alone preclude 
an in-depth analysis of each bill by every legislator. For 
this reason, legislators rely on various mechanisms for 
receiving input about legislation. 

The first and certainly the most beneficial filtering 
mechanism is the standing committee system. The six 
committees of the House of Delegates and the four 
committees of the Senate review and pass judgment on 
legislation assigned to their respective jurisdiction by 
the President of the Senate and the Speaker of the 
House. With few exceptions, the judgment of a partic¬ 
ular committee about a particular piece of legislation 
determines the ultimate fate of the legislation. The 
members of the General Assembly give much deference 
to the committee study and determination. Conse¬ 
quently, great trust is placed in the committee system. 

Another source of information legislators rely on is 
legislative agents or lobbyists. Lobbyists more often 
than not work within the committee system. However, 
because legislators sit on only one standing committee 
they do not always receive all information about legis¬ 
lation not considered by their particular committee. 
Gaps in information often can be filled by lobbyists. 
Members of the public also supply legislators with 
information about matters before the General Assembly 
and can be a quite potent lobbying force. 

The great majority of members of the Legislature can 
be persuaded about a legislative issue by an issue- 
oriented approach to a lobbying campaign. Very few 
Delegates and Senators are predisposed toward an idea 
before it is drafted and introduced as legislation. How¬ 
ever there are exceptions to this rule. The reaction of 
some legislators can be predicted by analysis of activi¬ 
ties such as past voting history, involvement with com¬ 
ponent and specialty societies, and general political 
background. 


The fact that legislators are generally issue oriented 
does not mean that pure politics does not have a legit¬ 
imate role to play in the formation and execution of an 
effective lobbying effort. But the role of politics must 
be appropriate. The short- or long-range ramifications 
of a particular legislator’s actions or inactions should 
be a facet of the lobbying program. These ramifications 
should be discussed and understood by both the lobby¬ 
ing effort and the legislator. The mobilized political 
force of an interest group can demonstrate to a legis¬ 
lator the genuine concern and depth of commitment a 
group has toward an issue. Concern and commitment 
should be directed at the issue itself and what it repre¬ 
sents to medicine rather than toward a legislator per¬ 
sonally. We have nothing to gain and everything to lose 
by waging personal attacks and battles against members 
of the General Assembly. 

A Lobbying Program 

In the interest of organization, the following sug¬ 
gested lobbying program is divided into three subcat¬ 
egories, each addressing an important factor in the 
lobbying equation. It is called an equation because each 
element is interrelated, and the desired effort cannot 
be achieved without equal attention to each subcate¬ 
gory. These are the major elements of a successful 
lobbying effort: 


The Presenter: The task of presenting 
testimony to a committee or speaking in per¬ 
son to a member of the legislature must be 
undertaken by the right person. 


A medical organization should take ample time in 
choosing the best person for the presentation. The 
physician/presenter can make a lasting impact on the 
consideration of an issue, either positive or negative. 
When making a presentation, in the eyes of the legis¬ 
lator, the physician represents all physicians whether 
or not the physician actually occupies a position within 
a medical society. 

Common sense dictates there are certain physical 
attributes necessary for the most appropriate presenter. 
However, attention to every detail will make the differ¬ 
ence between success and failure in Annapolis. 

The presenter should have the requisite speaking 
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voice. A person with a high-pitched nasal resonance 
could have a difficult time communicating. Such a voice 
could be distracting or perhaps irritating. An entire 
message or presentation could be lost if given by the 
wrong person. Legislators cannot understand what they 
cannot hear, and therefore it is essential to speak slowly 
with a loud, clear voice. 

Physicians, because of their stature in the commu¬ 
nity, are generally afforded some degree of credibility 
as witnesses. Legislators are genuinely impressed when 
physicians take time off from their demanding practices 
to volunteer time in Annapolis to speak on issues of 
concern. It is even more powerful for legislators to see 
and hear from physicians from their own district. Phy¬ 
sicians are vital members of the community, and legis¬ 
lators generally appreciate their reaction to matters of 
concern in the local legislative district. They believe 
physicians have a valuable perception of events and 
issues in the community. Therefore, the most effective 
presenter is the physician who has a real interest in the 
matter under consideration. Legislators can quickly 
assess the relative interest of presenters. They know 
whether a presenter is merely reciting a text or speaking 
from interest and concern. 

Similarly, questioning legislators can quickly probe 
the depth of a physician’s preparation on a given issue 
through poignant interrogations. For these reasons it 
may be preferable for the physician/presenter to be in 
a specialty or to occupy a position bearing some direct 
relationship to the matter being presented. For exam¬ 
ple, a pediatrician may not be the most appropriate 
presenter to speak on mandated medicare assignment 
because, in all likelihood, such a practitioner would 
rarely (if ever) see a medicare patient. Likewise a neu¬ 
rosurgeon may not be involved enough in pediatric 
inoculations to act as the right spokesperson on Health 
Department Regulations affecting DPT vaccines. The 
best physician spokesperson is the one involved in the 
matter under consideration and sufficiently versed 
about the public policy and the medical aspects of the 
issue to communicate effectively to a nonmedically 
oriented audience. 

Local component medical societies and specialty 
medical societies are well aware of the attributes of 
their members and are excellent in matching the appro¬ 
priate physician/presenter to the issue presentation at 
hand. They should be used as a resource whenever 
possible. 


The Presentation: The presentation ele¬ 
ment of the equation examines the style and 
substance of offering positions and issues 
before the members of the General Assem¬ 
bly. 


A threshold question needs to be examined in order 
to properly prepare the presentation. Does the audience 
need to be informed or persuaded, or do they need a 
combination of these things? Each presentation should 
be tailored to the audience being addressed. 

Likewise, if the lobbying is conducted on a one-to- 
one basis, the individual legislator’s background should 
be reviewed to determine the most appropriate course 
of action in presenting an issue to him or her. The most 
productive course of action would include relating a 
particular issue to the legislator’s concerns. Legislators 
are interested in the individual physician’s perspective, 
but a presentation has more relevance and is more 
powerful if the topic is described in terms that bring 
the situation home to the legislator. The broader the 
appeal, the more likely an issue will catch the attention 
and concern of the legislator. 

Relate the issue using ancedotes of real-life incidents 
that occurred to citizens in the legislator’s district. 
Make the legislator understand that the problem you 
address is a problem for the people of his or her legis¬ 
lative district. 

To further evaluate the legislator, the presenter 
should ask what the issue under consideration has in 
common with the legislator and his or her constituency. 
Most issues of concern to physicians can be presented 
so as to have relevance to patients; these patients are 
the constituents of the elected representative. The pre¬ 
senter needs to gear the presentation to aspects that 
will concern the average citizen. Presenting an issue in 
this light is much more likely to catch the attention 
(and, consequently, concern) of the legislator. 

Next, the presentation should incorporate any recent 
events that may affect the perspective of the legislator. 
What information needs to be presented to explain the 
recent media stories or reports? It is important not to 
be apologetic or defensive if medicine has been criticized 
in the reported events but rather to offer reasonable 
explanations for critical questions if you have such 
answers. It is not uncommon to see the press biased 
against the interests of physicians. The media often 
views physicians with an unsympathetic perspective. In 
dealing with the press remember that anything you say 
can and may be used against you in a newspaper story. 
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Be prepared to see anything you say to a reporter on 
the front page of the Washington Post in block head¬ 
lines. Many a naive physician has been used by the 
press to slant a story in a predetermined way. 

The presentation should include not more than two 
or three key messages designed to make an impression 
on the legislator. The messages should be based on 
what you need to tell the legislator to persuade him or 
her about a given issue. Remember that legislators 
simply cannot retain everything they hear, so repeat 
the key messages several times in different words 
throughout the presentation. People rarely recognize 
points are being repeated or reinforced in a speech. 

Again, your primary goal is to convince and inform 
legislators; to do that the presenter must prove how the 
issue being presented affects the lives of the legislators 
and their constituents. This means emphasizing aspects 
of the issue that touch their lives. 

We recommend that you prepare a speech or at least 
an outline when preparing for a committee appearance. 
If you use a speech, give at least 30 copies to the 
committee secretary a half hour before the hearing. 
Remember, all witnesses must “sign in” before the 
hearing begins in order to testify. No one will be allowed 
to testify if they have not placed their name on the 
sign-in sheet. 

Organize your speech carefully. Most committees al¬ 
low five minutes for a witness to make a presentation, 
and some chairmen will cut you off after the alloted 
time has elapsed whether or not you are finished. The 
preset time does not include the question-and-answer 
period, which can continue long past the initial pre¬ 
pared speech. 

In organizing your presentation, develop opening re¬ 
marks that will establish a common bond with your 
audience. In this way you can capture the legislators’ 
attention. One particularly effective method mentioned 
earlier is referring to personal experiences using a com¬ 
pelling fact or statistic. Do not open your presentation 
with a joke unless you are very good. Make sure your 
opening contains a clear statement of position, for 
example, “I am here today to testify in favor of HB 1.” 
Tell the legislators what you are going to cover and why 
you are going to cover it. In the interest of time, keep 
your opening short. 

To the opening, attach a smooth transition phrase 
that will bring the presentation directly to the problem 
or issue at hand. Next, outline why the issue relates to 
the legislation in question and again inform the legis¬ 
lators how the problem affects your patients, their 
constituents. Persuade them that your position on the 
issue will result in benefits to your patients. Legislators 
are not particularly concerned about how individual 
physicians are affected; rather they are much more 


concerned with a broader constituency. 

Do not overburden the legislators with facts and 
statistics. Include in your presentation only those facts 
necessary to relate your message. Information and facts 
from impartial third parties usually are received well. 
The sentences you employ should be brief, using col¬ 
orful language. Stay away from medical jargon or tech¬ 
nical terms: your scientific knowledge generally will not 
impress the legislators and may alienate them. Do not 
try to explain every aspect of the issue because you will 
run out of time and you will fragment your presentation. 

I cannot overemphasize the importance of keeping a 
calm, even disposition throughout your presentation. 
Never threaten, frighten, or try to intimidate members 
of the legislature. The legislators need to be reassured 
by you that the physicians of Maryland are working in 
partnership with them to solve common problems and 
to achieve common goals. 

If at all possible, try to maintain eye contact with the 
legislators. If this is distracting, it is best to focus your 
attention on the Chairman and the Vice-Chairman of 
the committee before which you are appearing. 

In practicing for your presentation, do not memorize 
your speech; use an outline. Memorization puts far too 
much pressure on you, and the slightest slip may throw 
your entire delivery off. If you tend to gesture when you 
speak, then by all means gesture naturally. If you do 
not gesture, do not try to add this to your presentation, 
it will look awkward. A minor point, although one that 
has created problems in Annapolis, is not to staple your 
outline or speech (it will look awkward when you turn 
the pages) but rather to move the pages from side to 
side as you finish them. 

Perhaps the most important aspect of your presen¬ 
tation before any legislative committee or before any 
individual legislator is the question-and-answer period. 
Effectively done, the question-and-answer time can 
provide legislators with great amounts of information 
and allow you the opportunity to engage in actual 
dialogue. Never be intimidated by questions from leg¬ 
islators. They are genuinely interested in the topic and 
are generally seeking information about the issue before 
them. Consider each question an opportunity to provide 
more information and to make additional points to the 
legislators. Beside providing additional information 
while addressing specific points, it is important that 
you answer the question asked during the course of your 
response. 

If you find the question takes you off guard and you 
need a few seconds to collect your thoughts, try to use 
the following stall techniques. One response that may 
be useful in this case is “I am glad you asked that 
question, Delegate Smith, because it is a very important 
one,” or “Let me put my thoughts together properly 
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because you have asked an important question that I 
can best answer in this way.” The following is a gener¬ 
ally used structure in answering a question. 

• Restate the question in your own words. 

• Give a statement of position. 

• Support your position with appropriate 
evidence. 

• Move from the evidence to a key message. 

• End on a positive note. 

If you perceive the legislator is hostile, don’t repeat 
inflammatory words used by the questioner. It is also 
important not to patronize the legislator by answering 
with phrases such as “As I said in my speech.” An 
alternative response could be “I am glad to have the 
opportunity to reinforce an important point.” Again, 
don’t evade the question with a rambling, nonsensical 
answer just to make a response. Don’t ever be embar¬ 
rassed to answer a question with “I don’t know Delegate 
Smith. I will get back to you with an answer as soon as 
I possibly can.” This is much safer than trying to finesse 
an answer. If you are ever asked personal questions 
about individual physicians or patients, merely tell the 
legislator you would be happy to discuss individuals 
with him or her privately. 

If you have never testified in Annapolis, it is a good 
idea to visit the Capitol before your presentation. In 
this way you can familiarize yourself with the travel to 
Annapolis. Parking is always at a premium and there¬ 
fore, extra time should be allowed in your estimated 
schedule. 

Even more important is the need to acquaint yourself 
with the environment of testifying in a committee hear¬ 
ing room. Some find the room arrangement intimidat¬ 
ing as the legislators’ chairs and the witness table are 
placed to focus the full attention of each committee 
member directly at the testimony table. By acquainting 
yourself with the room size, seating arrangements, and 
general layout prior to your testimony some of the 
uncertainty surrounding the event will be eliminated. 
Comprehensive planning is essential in carrying out an 
informative, impressive appearance in Annapolis. 

The Process 

The entire legislative session takes place in a span of 
90 calendar days, beginning the second Tuesday in 
January. It is essential to understand and appreciate 
the legislative puzzle in order to know how your partic¬ 
ular piece fits into the greater picture. 


The legislative process is a labyrinth of 
stringent rules, regulations, and protocol. 
Traditions play a major role in guiding the 
work of the General Assembly; some have 
not changed over the two hundred year his¬ 
tory of the Legislature. 


Regardless of how pressing an issue is or how desper¬ 
ately a solution is needed, nothing can happen legisla¬ 
tively without the sponsorship of a bill by a Senator or 
a Delegate. Even the Governor himself must display his 
legislative agenda items to members of the General 
Assembly and request them to sponsor the legislation. 
Generally, the President of the Senate and the Speaker 
of the House will sponsor the Governor’s legislative 
package out of courtesy, but they are not required to. 

Books have been written about the mechanics of the 
legislative process, and space does not permit an in- 
depth dissertation. However, a brief sketch of the flow 
of legislation and certain aspects of the informal process 
should be reviewed. A thorough understanding of the 
informal process is more useful than knowing the inti¬ 
mate details of bill drafting or Robert’s Rules of Order. 

A piece of legislation or bill, as it is commonly called, 
starts out as an idea. Ideas or programs are drafted into 
the necessary legal form, assigned a bill number, and 
read across the desk of the presiding officer of the house 
in which the sponsor sits. As it is read across the desk, 
the bill is assigned to an appropriate committee for 
review, hearing, and discussion. Assignment of each bill 
to a committee is solely within the discretion of the 
Speaker of the House and the President of the Senate. 
However, within broad parameters one can usually 
predict which committee will deal with certain pieces 
of legislation. 

Once a bill has been assigned to a committee, the 
committee chairman may appoint a subcommittee to 
study the bill, schedule the bill for a public hearing, or 
simply hold the bill until other like bills reach the 
committee for consideration. In this way, a committee 
may consider a group of bills that deal with similar 
subjects in one hearing. As a derivative power of the 
Speaker and the President, the Chairmen of committees 
have broad discretion in deciding the course of the 
legislation assigned to their committee. 

Once a bill has been voted on in committee it is 
reported to the floor of the chamber of origination. The 
report of the committee most often determines the fate 
of the legislation. Rarely does a bill that received an 
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unfavorable report ever become law. Conversely, a bill 
with a favorable report from a committee’s deliberation 
stands an excellent chance for passage. A bill can be 
amended at any time along this process, although most 
amendments occur at the committee level. 

Once a bill passes second reader and is printed for 
third reader, no amendments may be presented in the 
chamber of its origin. The third reader vote is actually 
a vote on the final passage of a bill. To pass, a bill must 
receive a majority vote of the membership of the cham¬ 
ber. After a bill passes favorably from the house of 
origin, the bill travels across the hall to the other elected 
chamber. At that time the bill goes through roughly the 
same legislative process. One major difference is that 
bills of opposite chambers may be amended in either 
the second or third reader form. 

If the House and Senate cannot agree on the course 
of action for a bill, the President and Speaker may 
appoint a conference committee. Generally, the repre¬ 
sentatives of the President and the Speaker on the 
conference committee have great discretion and latitude 
in determining the fate of bills assigned to the confer¬ 
ence committee. Many times the decision of the legis¬ 
lative conferees will direct the rest of the legislators. 

Many times the legislative process will seem cumber¬ 
some and awkward. However, it is essential to follow a 
bill through each stage. Even after a bill has passed 
both houses, legislation can be vetoed by the Governor. 
For these and myriad other reasons the pressure in 
lobbying a particular piece of legislation can never ease 
until it is signed into law by the Governor. 


Summary 

The members of the Maryland General Assembly are 
as diverse as the citizens of Maryland. Each elected 
representative holds, in the power of his or her vote, 


the future of the medical profession in this state. As 
each year passes, the legislature enmeshes itself deeper 
and deeper into the regulation of the healing arts, and 
there is no end in sight. No longer do the legislators 
take as fact everything physicians enunciate. No longer 
do they comply with each legislative request as a matter 
of course. 

Since 1799 the Medical and Chirurgical Faculty of 
Maryland has been charged with preserving the highest 
standards of health care for the citizens of this state. 
With that charge comes an equally solemn duty to 
monitor the changes in the practice of medicine, to help 
promote change when change is necessary, and to defeat 
change when change is not in the best interest of 
medicine. The members of the Maryland Legislature 
have a direct and continuing effect on the manner and 
climate in which medicine is practiced. Only by getting 
to know their individual legislators and learning how 
best to lobby them individually and as a group, can 
physicians hope to meet the challenge facing medicine 
in the forthcoming legislative sessions. Entire baccalau¬ 
reate curriculums are offered on lobbying, and it would 
be irresponsible to offer this article as the last word on 
the subject. It is, rather, for physicians and others 
interested in the medical profession, an initial exposi¬ 
tion to the labyrinth of rules, regulations, and rituals 
surrounding the legislative process in Annapolis. To be 
comfortable and confident in Annapolis takes years of 
work. The face of medicine is changing rapidly, and in 
order to guarantee that the practice of medicine pre¬ 
serves an appropriate profile, each and every physician 
in Maryland must be prepared to join the fray. 

A particular quote comes to mind when analyzing the 
state of physician participation in the legislative proc¬ 
ess. On July 4, 1776 at the signing of the Declaration 
of Independence, Benjamin Franklin remarked to John 
Hancock “We must indeed all hang together, or, most 
assuredly, we shall all hang separately.” 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


Discipline Commission Actions 
appear regularly in MM/ 


We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MMI, 1211 Cathedral St, Baltimore, MD 21201 
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Referrals with many 
happy returns 


If alcohol or other drug addiction is part 
of your patient’s profile.. .let Oakview 
become part of your treatment team. 

At Oakview we are committed to 
immediate and continuing 
recovery from addiction. 


Our treatment plans reflect 
the involvement of the 
primary physicians in the 
continuum of recovery. 



Oakview 

Treatment Center 
an in-patient 
facility for 
adolescents 
and adults. 
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Outside Maryland 1-800-223-7770 
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MARYLAND-383 bed level II Regional 
Trauma Center with 45,000 ED visits seeks 
BC/Prepared EM physician or FP, IM, GS 
with experience. Five member private fee-for- 
service EM group in 24-bed ED with EMS 
regional service base. Located in eastern 
coastal community of 40,000 with central 
access to Baltimore, DC, Annapolis, 
Chesapeake Bay, and Maryland/Delaware 
coastline. Excellent financial package. 


Remit CV in confidence or contact: 

Walt Downing, Consultant 
John Downing Associates, Inc. 
50 W. Welsh Pool Road 
Lionville, PA 19353 

( 215 ) 363-5600 
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BALLENTINE & SHUB 
MEDICAL LABS 


Quality and Service 
for over 40 years 

Specializing in home care 


Federal and State Approved 


Main Office: 

1111 Park Avenue 5900 York Road 

523-0043 435-6777 
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Malpractice in Maryland—The Legislative Outlook 

ISRAEL H. WEINER MD 


Medical practice in Maryland, as in other parts of the country, has been changed 
profoundly by the explosion of professional negligence litigation over the past 13 
years. In the view of physicians this change has had a corrosive effect on the practice 
of medicine, seriously interfering with their ability to provide optimal care. 


Dr. Weiner is Chairman of the Legislative Committee of the 
Medical and Chirurgical Faculty of Maryland. 

Over the past 13 years, malpractice insurance pre¬ 
mium rates for the higher risk specialties have risen 
over 30 percent per year, compounded annually. An 
equivalent general inflation rate over the same period 
would have resulted in political and social chaos in this 
country, and the ability of physicians to maintain any 
semblence of reasonable medical practice in the face of 
this enormous economic pressure is worthy of some 
pride on their part. Malpractice actions continue to be 
filed at an appalling rate. I estimate that approximately 
one of every three Maryland physicians currently is 
defending himself or herself in a malpractice suit, and 
average awards have also increased year by year. 

This escalation of litigation has resulted in two prob¬ 
lems for medicine. Most obvious is the sharply increas¬ 
ing premium cost for higher risk specialties. This in¬ 
crease has reached levels some doctors simply could not 
afford and has resulted in terminations of practice, 
causing isolated (but growing) access problems across 
the state, particularly in Obstetrics. A second and more 
serious problem has been the development of “defensive 
medicine” as the primary method of coping with the 
pervasive threat of malpractice accusation. 

Defensive medicine includes not only excessive test¬ 
ing, consultations, procedures, and resulting costs but 
also a change in the behavior of physicians toward 
patients. A fear now prevails that every patient encoun¬ 
ter can lead to an adversary action in court. Thus, 
physicians are driven to view patients as potential 
adversaries, certainly not the best basis for a caring and 
sensitive doctor/patient relationship. Excessive preoc¬ 
cupation with informed consent considerations is lead¬ 
ing to patients’ rejection of desirable and necessary 
procedures. Patients are being denied potentially ben¬ 
eficial new procedures because of the doctor’s percep¬ 
tion of excessive legal risk. 

The cost problem has attracted the most attention, 
but I believe it is the less important of the two problems. 
Society must provide an environment where medical 
decisions can be made objectively and honestly; defen¬ 
sive medicine intrusion can only degrade the quality of 
medical care. 

Cause of the Problem 

There is no general agreement as to the basic cause 
of the malpractice problem. The insurance industry has 


been labeled the culprit, but I do not believe this can 
be justified. Insurance premium rates certainly reflect 
the severity of the problem but are a result rather than 
a cause. Insurance companies, pressured by overseas 
reinsurers and falling interest rates on invested re¬ 
serves, have been forced to raise rates sharply in order 
to remain solvent. It should not be considered an in¬ 
dictment of the insurance industry to recognize that it 
can offer lower rates during periods of higher invest¬ 
ment return and must raise rates when investment 
return falls. We have heard much about this “insurance 
cycle” in the last few years, but it is a strange cycle that 
only cycles upward and only affects negligence liability. 

In Maryland, the predominant supplier of malprac¬ 
tice insurance is the Medical Mutual Liability Insur¬ 
ance Society. The mutual character of this company 
obviates any serious accusation of profiteering; the 
strongest accusation that can be made is that of exces¬ 
sive conservatism. If future events prove the present 
premiums to have indeed been unwarranted, the exces¬ 
sive profits will not flow into the pockets of gleeful 
stockholders, but will be returned to the policyholders 
who paid those premiums. In addition, if present rates 
yield unconscionable windfall profits, as the trial attor¬ 
neys and their allied consumer groups claim, one must 
wonder about the almost complete absence of any com¬ 
petition to Med Mutual in the Maryland scene. I have 
a healthy cynicism about insurance companies: if there 
were an easy profit to be made in malpractice insurance, 
the for-profit companies would not be conspicuous by 
their absence. 

Insurance rates are a result of the problem, not its 
cause. 

Doctors at Fault? 

It is alleged frequently that the basic problem is lack 
of competence in the medical profession and deficiency 
in peer review and disciplinary activity. The facts belie 
this allegation. Never in the history of American med¬ 
icine and nowhere else in the world have doctors been 
subject to more scrutiny, review, and oversight. The 
performance of American doctors has never been 
higher. Physicians are more highly trained and medical 
procedures more sophisticated and effective than ever 
before. Indeed, the most competent doctors and pres¬ 
tigious medical centers are no strangers to malpractice 
litigation. Increased and more efficient peer review is 
certainly a goal worth pursuing, but it will not signifi- 
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cantly affect the malpractice problem. 

The basic cause of the malpractice explosion lies in 
the nature of medicine itself. Medicine deals with a 
predamaged population and with disabilities that be¬ 
come the entire responsibility of the doctor when mal¬ 
practice is alleged. These serious disabilities (such as 
pain, paralysis, and loss of vision) are viewed by juries 
as justifying virtually unlimited dollar awards. In ad¬ 
dition, medicine is an inexact science, with each patient 
encounter requiring a complex series of decisions, any 
one of which can be retrospectively challenged as a 
basis for an allegation of malpractice. Thus doctor error 
has become equated with malpractice and has led to a 
standard of perfect care in judicial practice, rather than 
the standard of ordinary care desired by judicial theory. 

What we have proved over the past ten years is that 
the present system is economically unfeasible. What 
doctors deal with on a day-to-day basis is simply too 
dear to indemnify. The system that values a paraplegia 
in the few thousands of dollars when it is prevented or 
relieved, values the same paraplegia in the millions 
when it is “proved” to result from intervention or failure 
to intervene. The predictable result is that paraplegia 
will become an unacceptable risk for doctors to attempt 
to deal with. Economics will triumph over medicine. 

In addition, the tort system functions best in situa¬ 
tions in which the parties have had no pre-existing 
relationship. When such a relationship does exist, it 
cannot help being increasingly distorted by the increas¬ 
ing perception of the threat of tort action. 

Is There A Solution? 

There have been many suggestions for change by a 
wide variety of interested persons. The most superficial 
approaches are attempts to modify insurance mecha¬ 
nisms in an effort to improve accessibility and afford¬ 
ability of malpractice insurance. These include schemes 
to lower premiums to high-risk specialties by raising 
the premium rates to lower-risk doctors, to establish 
excess awards funds, and to place arbitrary freezes on 
premiums by insurance regulation. These measures are 
economically unsound and, at best, temporary stopgaps. 

A more basic approach is tort reform. Such measures 
as modification of the collateral source rule, mandated 
structured settlements and periodic payments, caps on 
awards, and other alterations of tort law are being 
offered as methods of preserving fair compensation 
while reducing dollar costs. Such measures, some of 
which have been adopted in Maryland, have been the 
most practical approach to date. Nevertheless, the po¬ 
tential dollar savings fade when compared to the 30 
percent annual inflation in premium rates that have 
occurred and that show no signs of leveling off. We 


should remember that tort reform originated in the 
insurance industry and is designed to make the mal¬ 
practice problem more manageable from the insurance 
standpoint. It cannot solve the problem from the med¬ 
ical practice standpoint. 

Ultimately society will have to face the issue that 
effective, sympathetic medical care is not possible in 
the context of the present tort system. Medicine will 
require some sort of immunity from malpractice accu¬ 
sation, complete or limited, if excellence in medical 
practice is to be restored. 

There is ample precedent for such immunity. Judges, 
for example, cannot be sued for judicial negligence. A 
judge who releases an accused criminal on bond cannot 
be held liable if the person commits murder after his 
release. A psychiatrist is, of course, not so protected in 
the clearly analagous situation of the release of a psy¬ 
chiatric patient from custody. Another example that 
readily comes to mind is the immunity that covers 
legislators. Several years ago, the Maryland Legislature 
lowered the legal age for drinking to 18 years, and the 
result was a sharp increase in motor vehicle deaths 
among teenagers. The change was promptly reversed, 
but no legislator was sued for what was obviously a 
serious error in legislative judgment. It seems clear that 
society recognizes some vital societal functions cannot 
be maintained in the face of tort threat. Judges could 
not judge, and legislators could not legislate if they were 
not immune from suit. The function of physicians in 
society is no less important or delicate. 

A limited immunity could take the form of a higher 
standard of proof in malpractice cases, perhaps a clear 
and convincing standard to replace the present prepon¬ 
derance of evidence. There are other areas of law in 
which a similar standard is required. Adoption of a 
more stringent standard of proof implies a presumption 
of correctness of the action in dispute. Recall that 
physicians are already examined and licensed as com¬ 
petent by the State. It does not seem unreasonable to 
assume the physician at the scene and at the time acted 
correctly and that a clear and convincing case be re¬ 
quired to prove that he or she did not. 

Another possibility is limiting medical malpractice to 
some statutory gross negligence definition. This would 
encompass physician behavior that is reckless and in 
conscious disregard for patient safety. This concept 
more closely fits our intuitive definition of malpractice 
than does the present vaguely applied standard. Doctors 
who operate under the influence of alcohol or drugs or 
who attempt procedures beyond their experience should 
be sued. Doctors who are doing what they are trained 
to do, in a sincere effort to help a patient, should not 
be sued. Doctors must be free to make decisions in an 
atmosphere of objectivity and compassion rather than 
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one of adversity and fear. 

These proposals represent a revolutionary change in 
the approach to the malpractice problem. We have no 
illusions that such recommendations will be immedi¬ 
ately acceptable to the legal profession. The crisis will 
continue to worsen, however, and medical practice can 
no longer be treated like automobile driving. The treat¬ 
ment of sick and injured human beings is something 
special, and the special nature of medicine must be 
recognized before the malpractice problem can be 
solved. 
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FOR ALMOST 
NOTHING. 
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YOCON' 

YOHIMBINE HCI 


Description: Yohimbine is a 3a-15a-20B-17a-hydroxy Yohimbine-16a-car- 
boxylic acid methyl ester. The alkaloid is found in Rubaceae and related trees. 
Also in Rauwolfia Serpentina (L) Benth. Yohimbine is an indolalkylamine 
alkaloid with chemical similarity to reserpine. It is a crystalline powder, 
odorless. Each compressed tablet contains (1/12 gr.) 5.4 mg of Yohimbine 
Hydrochloride. 

Action: Yohimbine blocks presynaptic alpha-2 adrenergic receptors. Its 
action on peripheral blood vessels resembles that of reserpine, though it is 
weaker and of short duration. Yohimbine's peripheral autonomic nervous 
system effect is to increase parasympathetic (cholinergic) and decrease 
sympathetic (adrenergic) activity. It is to be noted that in male sexual 
performance, erection is linked to cholinergic activity and to alpha-2 ad¬ 
renergic blockade which may theoretically result in increased penile inflow, 
decreased penile outflow or both. 

Yohimbine exerts a stimulating action on the mood and may increase 
anxiety. Such actions have not been adequately studied or related to dosage 
although they appear to require high doses of the drug. Yohimbine has a mild 
anti-diuretic action, probably via stimulation of hypothalmic centers and 
release of posterior pituitary hormone. 

Reportedly, Yohimbine exerts no significant influence on cardiac stimula¬ 
tion and other effects mediated by B-adrenergic receptors, its effect on blood 
pressure, if any, would be to lower it; however no adequate studies are at hand 
to quantitate this effect in terms of Yohimbine dosage. 

Indications: Yocon* is indicated as a sympathicolytic and mydriatric. It may 
have activity as an aphrodisiac. 

Contraindications: Renal diseases, and patient's sensitive to the drug. In 
view of the limited and inadequate information at hand, no precise tabulation 
can be offered of additional contraindications. 

Warning: Generally, this drug is not proposed for use in females and certainly 
must not be used during pregnancy. Neither is this drug proposed for use in 
pediatric, geriatric or cardio-renal patients with gastric or duodenal ulcer 
history. Nor should it be used in conjunction with mood-modifying drugs 
such as antidepressants, or in psychiatric patients in general. 

Adverse Reactions: Yohimbine readily penetrates the (CNS) and produces a 
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eral a-adrenergic blockade. These include, anti-diuresis, a general picture of 
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are common after parenteral administration of the drug. 12 Also dizziness, 
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times a day, followed by gradual increases to 1 tablet 3 times a day. Reported 
therapy not more than 10 weeks. 3 
How Supplied: Oral tablets of Yocon" 1/12 gr. 5.4 mg in 
bottles of 100's NDC 53159-001-01 and 1000’s 
53159-001-10. 
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CONTRAINDICATIONS 

CARDIZEM is contraindicated in (1) patients with sick 
sinus syndrome except in the presence of a functioning 
ventricular pacemaker, (2) patients with second- or 
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ventricular pacemaker, and (3) patients with hypotension 
(less than 90 mm Hg systolic). 

WARNINGS 
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with sick sinus syndrome) or second- or third-degree 
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Experience with the use of CARDIZEM alone or in 
combination with beta-blockers inpatients with 
impaired ventricular function is very limited. Caution 
should be exercised when using the drug in such 
patients. 

3. Hypotension. Decreases in blood pressure associated 
with CARDIZEM therapy may occasionally result in 
symptomatic hypotension. 

4. Acute Hepatic Injury. In rare instances, significant 
elevations in enzymes such as alkaline phosphatase, 
CPK, LDH, SGOT, SGPT, and other symptoms 
consistent with acute hepatic injury have been noted. 
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State Mandated Medicare Assignment 

J. LEONARD LICHTENFELD MD 


Mandated assignment legislation comes at a time when physicians are faced with 
increased scrutiny by Medicare-contracted professional review organizations. They 
also must deal with a DRG-based philosophy of shortening acute care hospital stays as 
much as possible. Mandated assignment threatens to place even more pressure on 
providers, especially those involved in primary care who depend on out-patient visits 
and cognitive services as primary sources of revenue. 


Dr. Lichtenfeld is Co-chairman of the Legislative Committee of 
the Medical and Chirurgical Faculty of Maryland. Reprints: 2435 
W. Belvedere Ave.—Ste 42, Baltimore, MD 21215. 

In April 1986, Massachusetts became the first state 
to require physicians to accept the Medicare reasonable 
charge as payment in full for all services provided 
Medicare beneficiaries. The Medicare Balance Billing 
law (frequently called “Mandatory Assignment”) also 
linked compliance with medical licensures raising the 
specter that issues other than the competence of the 
practitioner may dictate whether a physician can con¬ 
tinue to practice medicine. 1 

Subsequently many states, including Maryland, in¬ 
troduced legislation with similar intent. Mandatory as¬ 
signment became law in three other states besides Mas¬ 
sachusetts. In Maryland, the bill failed in committee, 
but it is certain to be reintroduced in the current 
legislative session. 

From a consumer’s viewpoint, the legislation has 
broad appeal. Health care costs continue to escalate, 
and (so the argument goes) if mandatory assignment 
were the rule there would be considerable savings for 
Medicare beneficiaries. Further, the passage of this 
legislation would force all doctors to accept assignment 
and to become “participating physicians,” theoretically 
increasing the affordability and access to health care. 

Representatives of senior citizen groups indicate that 
nothing less than 100 percent assignment is acceptable. 
However, as a group, senior citizens have the largest 
amount of disposable income compared with other seg¬ 
ments of the population. 2 They refuse to consider means 
testing as a compromise to ensure those who are truly 
needy benefit from any possible legislation. 

The Legislation 

The Massachusetts legislation, formally designated 
Chapter 475 of the Acts of 1985, requires Massachusetts 
physicians to accept Medicare’s reasonable charge as 
payment in full. Failure to comply would result in action 
taken against the physician that could jeopardize the 
physician’s license and right to practice medicine. The 
law is compulsory, involving all services, and makes no 
distinction regarding the income or resources of the 
patient. Thus, wealthy and poor patients are treated 
equally. 

Several court challenges have been initiated as a 


defense against the legislation, citing the intrusion of 
state government into a federally mandated program. 
The Supreme Court has decided not to review the case, 
and the law remains in effect. 

It is important to note that Massachusetts previously 
prohibited balanced billing on Blue Shield, Medical 
Assistance, or Worker’s Compensation. Forty eight per¬ 
cent of the physicians in the state were participating in 
the Medicare program and accepting Medicare assign¬ 
ment 100 percent of the time. Because of these prece¬ 
dents, the situation in Massachusetts was considerably 
different than that existing in Maryland, and it became 
difficult for legislators to resist mandatory assignment. 

Hard evidence regarding the impact of the legislation 
remains elusive although various anecdotes have been 
provided. Articles describing the hardships facing Mas¬ 
sachusetts physicians have appeared prominently. 3 The 
Massachusetts Medical Society recently made public 
pronouncements advising physicians of the difficulties 
in that state and suggesting they seek to practice else¬ 
where. It may take several years until the real impact 
is felt, reflecting the time it takes to make decisions 
regarding alterations in practice patterns, early retire¬ 
ment, or where a new physician will start a practice. 

Vermont has passed legislation prohibiting physi¬ 
cians from billing a patient more than the reasonable 
charge allowed by Medicare. A means test is applied, in 
that the beneficiary is not subject to the legislation if 
he or she is taxed on Social Security or Railroad Re¬ 
tirement benefits. Office and home visits are excluded, 
recognizing the increased cost of providing primary care 
services. Additional regulations apply, but of note is the 
requirement that physicians must prepare claims forms 
for beneficiaries. Penalties are not as onerous as under 
Massachusetts legislation, and there is no formal rela¬ 
tionship to medical licensure. 

The Connecticut legislation differs in that it is vol¬ 
untary, with an escape clause where the state may 
mandate assignment if certain quotas are not met by 
1988. Income limits are $19,950 for single individuals, 
and $24,000 for married couples. Established goals in¬ 
clude 85 percent of claims taken on assignment, 85 
percent of physicians participating in a courtesy card 
program, 80 percent of physicians in each of four des¬ 
ignated specialties participating in the courtesy card 
program, and enrollment of 50,000 patients in the pro¬ 
gram. Civil penalties are levied if mandated legislation 
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takes effect because the preestablished goals are not 
met. 

Rhode Island also has passed a similar proposal. In 
this state’s legislation, physicians must accept assign¬ 
ment if a patient is eligible for the state’s pharmacy 
assistance program, which establishes limits of $12,000 
for an individual and $15,000 for a married couple. 
Penalties for violators are uncertain, and further study 
has been requested. 

Legislation introduced in the Maryland House of 
Delegates in 1986 (Bill #892) was simple and to the 
point: “A physician who agrees to treat a Medicare 
beneficiary in this state may not charge the Medicare 
beneficiary any amount in excess of the charge for that 
service as determined by the United States Secretary 
of Health and Human Services.” The proposed legisla¬ 
tion made no distinction regarding income limits and 
benefits, and it mandated a fine not to exceed $5,000 
or five years imprisonment or both for violators of the 
law. This bill was defeated in Committee, but undoubt¬ 
edly will be submitted in some similar format in the 
forthcoming legislative session. 

Facts against Mandated Assignment 

Mandated assignment legislation comes at a time 
when physicians are faced with increased scrutiny by 
Medicare-contracted professional review organizations 
(PROs). They also must deal with a DRG-based philos¬ 
ophy of shortening acute care hospital stays as much 
as possible. Mandated assignment threatens to place 
even more pressure on providers, especially those in¬ 
volved in primary care who depend on outpatient visits 
and cognitive services as primary sources of revenue. 

Proponents of mandated assignment dismiss the sub¬ 
stantial increases in the costs of the practice of medi¬ 
cine, such as malpractice, office rent, and employee 
expenses, which have escalated over the past several 
years in excess of the increases allowed by the Medicare 
program. They also fail to recognize the corresponding 
increase in frequency and intensity of outpatient pro¬ 
cedures and primary care office activities resulting from 
the decreasing number of hospital admissions and 
lengths of stay. This shift in patterns of care puts 
greater burdens on primary care practices. 

Several facts must be considered in assessing the 
need for this type of legislation: 

1. Maryland Blue Cross/Blue Shield has indicated 
85 percent of claims are submitted to this carrier as 
assigned claims, despite the low percentage of partici¬ 
pating physicians in Maryland. 4 Consumers are con¬ 
fused regarding the meaning of participating and non¬ 
participating physicians, and many are not aware that 
nonparticipating physicians can (and do) accept assign¬ 


ment in many cases. Many doctors also accept Medicare 
allowances as payment in full in nonassigned cases. The 
percentage of claims accepted indicates physicians are 
acting responsibly, taking patient circumstances into 
account on a case-by-case basis. 

2. The Health Care Finance Administration (HCFA) 
data indicates national assignment rates have increased 
significantly over the past five years from 52.2 percent 
of claims received in fiscal year 1981 to 68 percent of 
claims received in fiscal year 1986. 5 The covered charges 
on these claims is somewhat greater (52.9 percent and 
69.5 percent respectively), consistent with the under¬ 
standing that the greater the fee for a service, the more 
apt it is to be accepted on assignment by the physician. 

3. The quality of care and access to care quite pos¬ 
sibly will decrease if mandated assignment takes effect. 
Data compiled by the American Society of Internal 
Medicine suggests that limits on internists’ fees may 
result in 27 percent of internists refusing to accept new 
Medicare patients, 52 percent of the physicians charg¬ 
ing for services such as telephone calls (now generally 
provided at no cost), 44 percent of internists reducing 
time spent with Medicare patients, and 22 percent of 
internists increasing the frequency of visits for Medi¬ 
care patients. Thirty three percent of internists indi¬ 
cated that they would either stop practicing medicine 
or retire early. 6 These measures would result in Medi¬ 
care beneficiaries receiving a lower quality of care in a 
multitiered system with most physician resource time 
spent with those patients who bear a greater portion of 
the expense. 

4. There will be considerable pressure to shift costs 
to other patient groups, notably working people and 
their spouses under age 65. The enactment of the 
MAAC legislation, which already caps the maximum 
amount a physician may charge a Medicare beneficiary, 
has resulted in dual fee schedules with non-Medicare 
patients paying more for the same service. Mandatory 
assignment will further exacerbate this differential re¬ 
sulting in significant increases in charges made to pa¬ 
tients who pay the physicians’ usual fee, particularly in 
the office setting. 

5. Mandatory assignment will further emphasize the 
historic imbalance in reimbursement for cognitive and 
procedural services. Alterations in house staff training 
selections are occurring in internal medicine. Several 
nationally regarded programs did not reach a full com¬ 
plement of house staff this past year. One reason cited 
for this disturbing event was the perception that in¬ 
ternists are not adequately reimbursed for their time or 
effort in providing primary care cognitive services. 

6. According to the American Society of Internal 
Medicine, citing data from HCFA’s Division of Infor- 
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mation and Analysis, Medicare beneficiaries’ out-of- 
pocket expenses for unassigned claims are relatively 
modest.' Much of this expense relates to legislatively 
mandated copayments and deductibles in addition to 
other expenditures for supplemental health insurance 
premiums. In 1980, beneficiaries paid an average of 
$137 in copayment and deductibles. They paid $56 on 
average for physician charges above the Medicare ap¬ 
proved amount. In 1986, the corresponding figures for 
copayments and deductibles were $265 and $93 for 
charges above the approved amounts. 

Substantial out-of-pocket costs for supplemental 
health insurance also must be considered. There is no 
reason to believe these charges for Medigap policies will 
decrease since they are related to Medicare required 
copayments and deductibles that still must be paid if a 
claim is accepted on assignment. 

7. Elderly patients face real dilemmas in meeting the 
cost of prescription drugs, nursing home care, and cat¬ 
astrophic illness. Currently, federal legislation is pend¬ 
ing that addresses two of these issues; it is unlikely that 
a solution to the cost of nursing home care will be 
forthcoming soon, given the mood of fiscal restraint at 
the federal level. 

8. The relationship between a patient and physician 
remains a contract entered into freely and individually, 
where each party remains responsible to the other. 
Mandatory assignment alters this contract, and the 
bond between patients and doctors may suffer the con¬ 
sequences. 

Medical Community Response to Mandated 
Assignment Legislation 

How physicians respond to proposed mandated as¬ 
signment legislation can influence whether such laws 
are enacted. Although vastly outnumbered by propo¬ 
nents of the legislation, almost every doctor would be 
affected. It is the responsibility of each practitioner to 
let his or her elected delegates and senators know the 
potential impact of this law on his/her practice. Many 
actions can be taken on an individual basis: 

Direct contact with legislators is the most effective 
effort. Meeting in person with your delegates and sen¬ 
ators is best; telephone and letter contacts are also 
helpful. As a group, doctors are generally reluctant to 
press their cause. No one can replace a doctor in explain¬ 
ing the current problems with Medicare reimbursement 
or how mandatory assignment would change the quality 
and access of care provided Medicare beneficiaries. The 
costs of providing care are significant. Senior citizens 
complain about the “excess” gross incomes of physicians 
but do not consider the high cost of maintaining a 
practice. Doctors know the true figures. 


Individual practice policies regarding Medicare assign¬ 
ment must he easily and generally available to patients. 
Patients’ questions and concerns must be addressed 
directly so there are no misunderstandings or surprises; 
there must be a sympathetic ear to those truly in need. 
Failure to respond to patients’ needs is poor practice. 
It is improper to refuse an itemized statement for 
submission to Medicare on unassigned cases until the 
charge is paid in full. Physicians may not bill the 
difference between the customary charge and the ap¬ 
proved amount when assignment is accepted. Seniors 
are particularly concerned that many physicians have 
not posted signs indicating their policy on Medicare 
assignment as required by state law. 

Senior citizens and consumer advocates need to pro¬ 
vide their constituency with the information needed to 
make intelligent decisions regarding their op¬ 
tions. Information is available regarding physician 
participating or nonparticipating status. Guides have 
been published that list the charges physicians make 
for common procedures. Seniors must realize they have 
the right to seek care from whomever they wish, and 
their decision may be based on many factors, including 
whether a doctor accepts Medicare assignment. They 
must discuss their preference and their problems with 
their physician. For too long, questions of this nature 
have been avoided by physicians and patients alike. 
Consumer education is a very important part of the 
health care system. 

Physicians must continue to act as advocates for their 
patients in an increasingly technical and impersonal 
health care system. It is this advocacy that is so im¬ 
portant to the patient-physician relationship and may 
suffer the most if mandatory assignment is enacted. 

Physicians must be knowledgeable regarding the is¬ 
sues. They must become educated and be willing to 
speak out in support of their positions. The recently 
announced increase in Part B premiums was an oppor¬ 
tunity for many in Congress to make statements bear¬ 
ing no relationship to the facts as to why the increase 
was so substantial. Much of the increase was outside 
the control of physicians, since our fees had been frozen 
for the previous three years. Critics of physicians did 
not recognize the burden of increasing the number of 
practitioners participating in the Part B program; they 
failed to recognize the costs of shifting patient care 
from the hospital to the doctor’s office. The medical 
community must reply responsibly when confronted 
with similar allegations. 

Conclusion 

Both patients and physicians are confronting the 
failed expectations of the Medicare program. The fed- 
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eral government continues to seek ways of reducing 
Medicare expenditures in the face of large budget defi¬ 
cits. Medical care today is increasingly sophisticated 
and expensive. More elderly beneficiaries are living 
longer and more productive lives. More sophisticated 
procedures are available for them in their later years. 
All of us must be willing to bear the expense if we do 
not want to make decisions limiting the use of dialysis, 
intensive care units, cancer chemotherapy, coronary 
catheterization, and bypass and angioplasty procedures, 
for example. Otherwise, the burden will be shifted un¬ 
fairly and unwisely to the shoulders of others. 

Every effort must be made to assure that the Medi¬ 
care program remains equitable to all involved, pro¬ 
viders and patients alike. Mandatory assignment un¬ 
fairly singles out providers as the basis for correcting 
the problems of the Medicare program and its benefi¬ 
ciaries. 
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The Importance of Physician-Patient Communication 
in Reducing Medical Liability 

CARMINE M. VALENTE PhD, ALBERT M. ANTLITZ MD, MARLYN D. BOYD PhD, 

and ANGELO J. TROISI MHA 

The issue of professional liability poses a critical problem for the medical profession 
and the public. The costs of buying protection and the growing threat of suits are of 
great concern. Our approach to medical liability looks beyond tort and judicial reforms, 
defense coordination, and quality review into the area of physician-patient commu¬ 
nication. 


Dr. Valente is Executive Director, Dr. Antlitz is Board Chairman, 
and Dr. Boyd is affiliated with the Center for Health Education, Inc. 
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the State of Maryland. 

In 1986 the Medical Mutual Liability Insurance So¬ 
ciety of Maryland (Medical Mutual) 1 reported paying 
$29.7 million in claims payments on behalf of physician 
policyholders. For those claims closed with payment, 
average indemnity to claimants stood at 

$185,185 in 1986 
$139,787 in 1985 
$128,242 in 1984 
$81,730 in 1982 

In 1985, the American Medical Association designed 
a plan to alleviate the crisis developing in medical 
professional liability. 2 The plan suggests ways to reduce 
the number of liability suits and to redesign the existing 
system for resolving claims. These areas were targeted: 
(1) education and community action; (2) legislation to 
achieve state and federal tort and judicial reforms; (3) 
defense coordination for physicians being sued; and (4) 
expanded risk control and quality review programs to 
minimize causes of action. Admittedly, heaviest atten¬ 
tion was directed to the enactment of a wide array of 
tort and judicial reforms that would ease the liability 
burden for physicians and hospitals and discourage 
suites without merit. 

Looking beyond legal solutions, we address the prob¬ 
lem via the role of communication in reducing liability 
and strategies for improving physician-patient com¬ 
munication and decreasing medical liability. 

What has contributed to the medical liability crisis? 
Why has the physician-patient relationship become a 
potential plaintiff-defendant relationship? Medical 
Mutual’s 1986 Annual Report* on the “Art of Doctor¬ 
ing” 1 provides some insight. The report claims 

changes in the delivery of health care have challenged the 
very foundation of the relationship between doctors and 
patients. The current crisis in medical malpractice is, more 
than anything, a crisis of trust. In a society that is constantly 
on the move, and in an era of increasing medical speciali¬ 
zation, patients do not have time to develop lasting, trusting 
relationships with primary physicians. And physicians who 
have watched many of their peers-other good doctors-strug- 


* Reprinted with permission from the 1986 Annual Report of the 
Medical Mutual Liability Insurance Society of Maryland. 


gle through the trauma of a lawsuit are more and more 
hesistant to trust their patients. 

Those who have pointed fingers at doctors, blaming bad 
medicine for the malpractice crisis, are finally realizing that 
it does not always take bad medicine to make a malpractice 
suit, but it often does take anger on the part of the patient. 
When physicians and patients approach each other with 
suspicion, an important therapeutic interaction is lost, and 
patients, as well as doctors suffer. 

The report also claims 

doctors have had to change their style, and often place of 
practice in order to meet the complex, contradictory, and 
sometimes frustrating demands of the “health care market¬ 
place.” Increasingly, doctors, trained to practice medicine 
and not to compete in the world of business, are finding that 
individual practice may be impractical. 

And while patients are wondering what happened to the 
“good old doctor,” doctors are wondering what happened to 
the “good old patient.” Many patients now seem to be 
consumers, demanding not only individualized and humane 
care, but also low cost, convenience, and perfect results. 
Physicians find themselves caught up in a storm of expec¬ 
tations through which they must single-handedly navigate 
in order to achieve and maintain quality patient care. 

Technological breakthroughs in diagnosis and treat¬ 
ment of many diseases, is another facet identified in 
Medical Mutual’s report. 

The doctor’s challenge today is to balance scientific so¬ 
lutions to the treatment of disease processes with humane 
and caring approaches to the treatment of human illness. 

The number of nonmeritorious lawsuits filed against physi¬ 
cians—especially those physicians in the more technical 
specialties and those in which highly invasive procedures 
are part of everyday practice—indicate that patients are not 
satisfied with the answers that science alone offers. Yet the 
realities of modern medicine are such that physicians can 
no longer pack r.ll the essential tools of their practice into a 
little black bag. More centralized and more specialized health 
care is inevitable, and can be better medicine. However, even 
practicing the best medicine will not guarantee that a doctor 
will not be sued. 

Physicians who are not sued may not necessarily be the 
best doctors, but they do share certain characteristics. They 
place value on knowing each patient as a person; they 
understand that healing is only possible when the patient is 
a partner in the process; and they listen. 


Prevalence of Malpractice Liability 
and the Role of Communication 

According to a March 1986 report in Medical 
Economics 1 one out of every four physicians will be sued 
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sometime in his or her career. 4 Speciality areas such as 
neurosurgery, cardiovascular surgery, orthopedics, and 
anesthesiology are at particularly high risk. Other spe¬ 
cialists however, are not immune from liability suits. 
For example, internal medicine, the largest single spe¬ 
cialty insured by Medical Mutual, accounts for 8.2 
percent of total claims ;nd 5.4 percent of total paid 
indemnity. 5 One area of significance for internal medi¬ 
cine is the type of outcome occasioning claims. Com¬ 
pared to other medical specialties, internal medicine 
differs in that 45 percent of the claims are triggered by 
the death of the patient. Although in many cases the 
patient’s condition was the primary contributing factor 
in the cause of death, the family or the patients them¬ 
selves indicated the condition was allowed to reach a 
crisis stage before definitive medical treatment was 
rendered. Failure to communicate the reasons for spe¬ 
cific treatments, choice of treatment settings, and 
transfer to another facility often resulted in anxiety 
and anger of the patient and the families. Notably, the 
major risk factors associated with claims against in¬ 
ternists related to some aspect of communication be¬ 
tween physician and patient: 5 

• Failure or breakdown in physician-patient communication 

• Inadequate history and physical exam 

• Poor medical record documentation 

Absence of written treatment plan 

Inadequate description of clinical problems 

Failure to specify and document medication dosages and 

possible side effects 

• Lack of or inadequate informed consent regarding plan 
of treatment, alternatives, and potential risks and compli¬ 
cations 

• Delay in consultation 

Among all specialties, obstetricians are first in fre¬ 
quency of claims. According to the American College of 
Obstetricians and Gynecologists, 60 percent of all ob¬ 
stetricians in the United States have been sued. Of 
these, 20 percent have been sued three or more times. 6 
In Maryland, Medical Mutual reported that obstetri¬ 
cians accounted for 15.6 percent of all claims and 25.7 
percent of total paid indemnity. 5 For a significant num¬ 
ber of obstetric-related incidents the outcomes were 
attributed to the patient’s condition. In some incidents, 
mothers with documented alcohol, drug, or tobacco use 
during pregnancy or failure to adhere to dietary restric¬ 
tions went to encounter problems at delivery. 7 A de¬ 
tailed review of the factors relating to pregnancy out¬ 
come and the role of the physician in reducing the 
mother’s risk can be found in the November 1987 issue 
of the Maryland Medical Journal , 8 

As early as 1973, 37 percent of malpractice suits in 
the United States were the result of poor communica¬ 
tion between physician and patient. It was the single 


most common cause of such suits. 9 Clearly, the quality 
of the physician-patient relationship is the most impor¬ 
tant factor in decreasing medical liability. 10 Through 
an analysis of malpractice cases, Robertson 11 has iden¬ 
tified eight major areas that lead to high-risk litigation; 
the breakdown of physician-patient communication is 
one of these areas. 

Other common communication problems leading to 
medical liability include: 12 

• Patients perceive the physician as generally uncaring 

• Patients perceive they have not been clearly informed 

• The physician-patient relationship has not been a good one 

• Patients perceive the physician is not sincerely remorseful for 
any negative outcome 

Improving Physician-Patient Communication 

Many of these guidelines (Table) may seem obvious, 
but all of them are documented by research. You may 
be surprised by how well these guidelines work with 
patients. 

Focus comments on the patient, not the disease 12 
Being treated as a condition or disease entity is dehu¬ 
manizing. Opening comments such as “How’s the heart 
today,” versus “How have you been feeling, any prob¬ 
lems with your heart?” can make a difference in how 
patients view their physician. 

Avoid use of medical jargon. 13,14 Even common phys¬ 
iological and anatomical terms are meaningless to some 
patients. For example, use “heart attack” and “stroke” 
rather than “myocardial infarction” and “cerebral hem¬ 
orrhage.” Using analogies is one good way of helping 
conceptualize abstractions: “hardened arteries are like 
old stiff radiator hoses.” 

Use open-ended questions , 15 Posed in a nonthrea¬ 
tening manner, a series of open-ended questions can be 
useful. For example, “Tell me about the medicine that 
you take.” “How did you take it?” 

Avoid a businesslike approach . lb Patients reporting 
their physician had a business-like relationship rather 
than a personal relationship with them were less likely 
to be compliant with physician advice. Avoid talking 
about the patient in the third person, “When cases like 
these,” talking across a desk, and refraining from per¬ 
sonal, caring statements and facial expressions. 

Develop and maintain communication at the patient’s 
level of vocabulary and cognitive abilities . 17 Physicians 
often assume the patient is more knowledgeable than 
he or she really is and use inappropriate language. 
Again, keep vocabulary simple and basic, expressing 
yourself in terms the patient can understand. 

Provide the patient with reassurance and positive 
feedback . 18,19 This may give the patient a heightened 
sense of self-esteem and satisfaction. Telling a patient 
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Table. Guidelines for Improving Physician- 
Patient Communication and Decreasing 
Liability 

• Focus comments on the patient, not the disease 

• Avoid use of medical jargon 

• Use open-ended questions 

• Avoid a businesslike approach 

• Communicate at the patient’s level of understanding 

• Provide the patient with reassurance and positive feedback 

• Use social statements and questions to establish rapport 

• Clearly state your expectations of the patient 

• Avoid threatening the patient’s self-esteem or sense of control 

• Summarize pertinent information 

• Give the patient a sense of accomplishment or satisfaction 

• Provide the patient with support for the task to be done 

• Communicate caring and concern through nonverbal channels 

• Follow-up on broken appointments 

• Take all threats of litigation seriously 

• Keep accurate and complete records 

• Use a variety of methods to get information across to patients 

• Discuss diagnosis, treatment, and prognosis with family members 

how pleased you are that he or she has lost weight and 
that you are confident that he/she will continue to lose 
weight can make or break a dieting effort. 

Use social statements and questions to establish rap¬ 
port , 13 A short discussion of other subjects besides the 
medical history can go a long way in helping you get to 
know the patient. The patient will be impressed with 
the care you take in inquiring about more than the 
immediate problem. 

Clearly state your expectations of the pa¬ 
tient . 19,20 Offer instructions that clarify what you ex¬ 
pect and give suggestions as to how the patient can 
accomplish them. For example, “I expect you to cut 
down on the amount of sodium (salt) you use on your 
food,” and “Do not salt food at the table.” 

Avoid threatening the patient’s self-esteem or sense of 
control when questioning.' 2 ' It is important to be ac¬ 
cepting and matter-of-fact in questioning patients. En¬ 
abling patients to feel comfortable in discussing prob¬ 
lems with you is also important. For example, “Many 
people find it difficult to take medicines. Do you ever 
miss or forget to take your pills?” If the answer is yes, 
ask how often doses are missed and why. 

Summarize information. 2 " Office visits can be brief 
and it may seem to the physician that there isn’t all 
that much to remember. However, the information is 
all new to your patients. They may be frightened, 
confused, angry, or concerned that they have a medical 
problem. Patients are also often intimidated when they 
are in a physician’s office. Do not let them leave without 
repeating your main message. 

Give the patient a sense of accomplishment or satisfac¬ 
tion. 20 For many patients following medical advice is 


not always easy. It is important to let patients know 
they are doing a good job. For example a simple state¬ 
ment from you, “I know it’s been difficult, but I am 
pleased with your progress, keep up the good work,” 
can be very helpful. 

Give the patient psychological support for the task to 
be done. 20 Just as it is important to praise tasks well 
done, it is equally important to let your patient know 
that you have confidence in his or her ability to perform 
a task. You might say, “Stopping smoking may not be 
easy, but I know you can do it if you only try.” 

Communicate caring and concern through nonverbal 
channels. Sitting during conversations with the pa¬ 
tient, 13 maintaining frequent eye contact, 21 and leaning 
toward the patient 16 demonstrate your interest in com¬ 
municating and signals the patient that you are listen¬ 
ing. Avoiding distracting mannerisms 15 such as doo¬ 
dling or tapping reassures the patient that you are 
taking his or her problem seriously. 

Follow-up on broken appointments. 19 Be aware of 
patients whose attendance is erratic or who may have 
dropped out of treatment entirely. Make the next ap¬ 
pointment before the patient leaves the office and im¬ 
mediately follow up missed appointments by phone to 
set up another time. This has been shown to affect 
drop-out rates. It may surprise physicians that 50 per¬ 
cent of hypertensive patients under traditional treat¬ 
ment conditions drop out during the first year of treat¬ 
ment and an additional 25 percent drop out during the 
next four years. 

Take all threats of litigation seriously. Obviously, 
prevention and early detection of problems is the best 
course of action. However, if a threat is made, you 
might be wise to schedule a conference with the pa¬ 
tient. 22 A calm, open, frank discussion should be carried 
out. You should also report the matter to your liability 
carrier. 1 ' 

Keep accurate and complete records 12,23 not only of 
physical findings, lab work, and so forth but also of 
information given and patient response. “A systematic, 
detailed, uniform, and continuous record of each pa¬ 
tient’s treatment and progress is a crucial element of 
good medical care. A complete medical record protects 
the hospital and the physician if the patient does poorly 
and a suit is instituted.” Keeping a copy of the exact 
instructions you gave to the patient will serve as a 
reminder for you of what material you covered and will 
emphasize their importance to the patient. A physician 
is on shaky ground if his or her defense, regarding 
documentation, is based on the following. “I counsel all 
my patients to... .” Information presented and recorded 
in the medical record must be individualized. 

Use a variety of methods to get information across to 
patients: 1 ' 1 ' 20 oral, written, audiovisual. Using printed 
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materials with patients can foster feelings that physi¬ 
cians are too busy for them or that physicians are 
indeed involved and interested, depending on how the 
materials are used. The materials are more likely to be 
perceived as an adjunct to your oral instructions if they 
are well chosen for the patient in terms of reading level 
and subjects and are presented to the patient with 
discussion of at least part of the material. Printed 
materials can reinforce and augment verbal counseling. 
It can be comforting as well as instructive for patients 
to take away something from a physician’s office that 
repeats, explains, or enlarges on information the phy¬ 
sician has discussed. For example, “I know it may be 
difficult to remember all that I have said today. This 
brochure summarizes the major points. I’d particularly 
like you to read this section (point to it, mark it off, or 
circle it). Share it with your spouse and write down any 
questions that come up so we can discuss them next 
time.” 

Discuss diagnosis, treatment, and prognosis with fam¬ 
ily members so they can reinforce your comments with 
the patient . 24,25 Family support is important because 
the family expresses opinions that can encourage or 
inhibit treatment success, and some patients depend on 
family members to be responsible for their adherence 
to the treatment program. 

The importance of physician-patient communication 
in reducing medical liability is echoed time and time 
again in publications and risk-management courses. 
The majority of complaints filed against physicians by 
patients include allegations of failure of communication. 
It comes as no surprise that many of the communication 
guidelines presented herein are a fundamental compo¬ 
nent of medical practice. While our emphasis has been 
on communication approaches that may impact on 
medical liability, many of the same approaches have 
been found also to effect patient satisfaction, compli¬ 
ance, doctor-shopping, and fee collection. 2 '’ 

Acknowledgment 

We appreciate the assistance and cooperation of the Medical 
Mutual Liability Insurance Society of Maryland. 

References 

1. Medical Mutual Liability Insurance Society of Maryland, The 
Art of Doctoring, Annual Report 1986. Reprinted with permission. 

2. Malpractice Lifeline, Inc. Medical Liability Monitor 10 (Feb 
28, 1985). 

3. Medical Economics (March 31, 1986):70-73. 

4. Edwards, K.S. “Defensive Medicine: Health Care With a Price 
Tag.” Ohio State Med J 81(1985):38-42. 

5. Medical Mutual Liability Insurance Society of Maryland, 
“Risk Factors and Loss Control in Internal Medicine.” Doctors 4 (Sep 
1986). 

6. American College of Obstetricians and Gynecologists. Report 


to Congress, 1984. 

7. Medical Mutual Liability Insurance Society of Maryland. 
“Risk Factors and Loss Control in Obstetrics.” Doctors 5 (March 
1987). 

8. Martin, L. and Valente, C.M. “Life-style and Pregnancy Out¬ 
come in Adolescents.” MMJ 36(1987):943-50. 

9. U.S. Department of Health, Education and Welfare. Report of 
the Secretary’s Commission on Medical Malpractice. Pub. #78-88, 
Washington, DC, January 16, 1973. 

10. Brown, S.W. “Consumer Attitudes Toward Medical Malprac¬ 
tice.” Ariz Med 37(1980):93-96. 

11. Robertson, W.O. Medical Malpractice: A Preventive Approach. 
University of Washington Press, 1985. 

12. American Bar Association, Gregory, D.R. “Medical Malprac¬ 
tice Prevention.” Report to Young Lawyers Division Institute on Law 
and Medicine, November 13, 1980. 

13. Markus, T. “10 Ways to Profit from Patient Feedback.” Phy¬ 
sician’s Management (1983):23-29. 

14. Fletcher, C. “Listening and Talking to Patients.” Br Med J 
281(1980):994-96. 

15. Fletcher, C. “Listening and Talking to Patients: The Problem.” 
Br Med J 281(1980):845-47. 

16. Larsen, K.M. and Smith, C.K. “Assessment of Nonverbal 
Communication in the Physician-Patient Interview.” J Fam Pract 
12(1981):481-88. 

17. Roberts, D.K.; Shane, J.A.; and Roberts, M.L. Confronting the 
Malpractice Crisis: Guidelines for the Obstetrician-Gynecologist. Eagle 
Press, Inc., 1985. 

18. Wolraich, M. et al. “Teaching Pediatric Residents to Provide 
Emotion-Ladened Information.” J Med Educ 56(1981):438-40. 

19. DiMatteo, M.R. and DiNicola, D.D. Achieving Patient Com¬ 
pliance. Pergamon Press Inc. 1982. 

20. Whitman, N.; Graham, B.; Gliet, C.; and Boyd, M.D. Teaching 
in Nursing Practice: A Professional Model. Appelton-Century Crofts, 
1986:161-63. 

21. Wertheimer, M.D. et al. “Ethics and Communication in the 
Surgeon-Patient Relationship.” J Med Educ 60(1985):804-806. 

22. Stabenow, D.L. “Avoiding Patient Complaints? Communicate, 
Communicate.” Iowa Med 75(1985):492-93. 

23. Rubin, B. “Medical Malpractice Suits Can Be Avoided.” Hos¬ 
pitals 52(1978):86-88. 

24. Griffith, R.L. “Malpractice Avoidance Techniques.” Tex Med 
81(1985):50-66. 

25. Becker, M.H. and Green, L.W. “A Family Approach to Com¬ 
pliance With Medical Treatment.” Int J Health Educ 18(1975):173- 
82. 

26. Md State Med J “Physician Involvement in Health Educa¬ 
tion.” 32(1983). 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 
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Private Duty and 
Home Nursing Care 

When you need home health care... 
call Staff Builders. Our RNs, LPNs, PTs, 
OTs, STs, MSWs, Nurses' Aides, Home 
Health/Personal Care Aides, and live- 
in Home Companions are all carefully 
screened. Also, bonded and insured. 
Professional—yet personal—care is as 
close as your phone. 24 hours a day. 
Seven days a week. 


BALTIMORE CITY 

BALTIMORE COUNTY 

HARFORD 

HOWARD 

ANNE ARUNDEL 

CARROLL 


752-0062 


625-0222 

561-1595 

838-7110 

730-2311 

544-0588 

549-2121 


staff builders 

Health Care Services 



The “Full Service" service. 

The nursing service hospitals nationwide use and trust 

Licensed by the State of Maryland and Federally Certified 
for Medicare/Medical Assistance/Blue Cross—Home Care 


mm 


SPENDING YOUR VACATION 
IN THE CARIBBEAN? 

Why pay for 
accommodations, 
meals, beverages 
and entertainment, 
when you could 
Charter a yacht and 
get all these for one 
affordable price? 

• Luxury crewed yachts for those who like to be 

pampered. Boats from 30' to 120', fully 
provisioned with snorkeling gear, sailboard. 

• Bareboats for the experienced sailor. 

• Sailing schools for the beginner. 

It's fun, it's easy. Call Sophie Now. 

Sophie has 10 years experience in chartering. 

She knows the boats, crews and islands. 

HARBOR CHARTERS, INC. 

SOPHIE P. STEPHENS 
(301) 962-1171 




You Should Be Taking 
Care Of Your Patients 
... Not Your Billing! 



Management Systems, Inc. 

Will Speed Up Your Billing 
And “Cure” Ailing Accounts 

MSI implements new methods, designs new programs, and 
enhances existing systems to help physicians improve financial 
controls. 

^ Our system provides the doctor with fast turnaround time. 

^ Medicare & Blue Shield claim dispositions occur on a weekly 
basis. 

Statements reach patients shortly after services have been 
rendered and your expert care is still fresh in their minds. 

^ Insurance rejections are easily resolved. 

Self-pay statements are generated as required with clear 
explanations. 


Management Systems, Inc.’s 
“Computer-Side Manner” Is 
The Best 

MSI can provide the level of participation 
each customer requires with a full range of 
services, using a batch system, an online system, or a 
comprehensive turnkey system. 

^ Insurance forms are completed and submitted, and self-pay 
statements are mailed. 

^ Receipts, deposits, and patient inquiries are handled by MSI. 
^ We manage your accounts receivable 

Our turnkey systems are comprehensive in handling all a 
physician's billing needs. « 

MSI can help physicians structure their office procedures. Our 
years of experience allow us to serve you in an efficient and 
individualized manner. 

Call MS! to find out how we can help you 

( 301 ) 825-5626 


Management V^^/Systems, Inc. 

7215 York Road, Baltimore, Maryland 21212 
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MEDICAL and CHIRURGICAL FACULTY 


1211 Cathedral Street 


of the STATE OF MARYLAND 


(301) 539-0872 • Toll Free 1-800-492-1056 


Baltimore, Maryland 21201 


RESOLUTION ON PEER REVIEW 


Adopted by the Council of the 
Medical and Chirurgical Faculty of Maryland, 
November 21, 1987 


Whereas, Recent articles in the news media suggest that physician peer review in 
Maryland is failing to adequately protect Maryland citizens; 

Whereas, The process of reviewing and disciplining physicians in Maryland involves 
multiple agencies including the DHMH Board of Medical Examiners, the Commission on 
Medical Discipline and the Medical and Chirurgical Faculty and its component 
medical societies; 

Whereas, The Faculty is enhancing its almost 200 years of involvement in the peer 
review process by the development of a computerized system which the Faculty is 
operating for the State of Maryland to insure that hospitals, nursing homes and 
other physician practice settings are immediately notified of all investigations 
and disciplinary actions affecting individual physicians; 

Whereas, The Faculty has received national recognition in the form of two grants 
from the Robert Wood Johnson Foundation to develop a model physician peer review 
protocol and to enhance communications between Maryland's physician disciplinary 
agencies and health care institutions; 

Whereas, Physician members of the Medical and Chirurgical Faculty volunteer more 
than 16,000 man hours per year to the peer review process; 

Whereas, The Faculty actively supports the establishment of the nationwide phy¬ 
sician discipline data bank called for by the Omnibus Health Bill (PL 99-660) 
signed by President Reagan last year, and will share its unique experience and 
expertise in operating such a system within Maryland with the agencies which will 
implement the national data bank; and 

Whereas, By act of the Maryland legislature in 1799, the Medical and Chirurgical 
Faculty was perpetually and irrevocably charged with the task of protecting the 
health of Maryland citizens; therefore, be it 

Resolved , That the Council of the Medical and Chirurgical Faculty of the State 
of Maryland continues to dedicate itself to carrying out its responsibilities as 
defined by its charter by collecting and coordinating information on the activities 
of all Maryland organizations associated with physician discipline, by analyzing 
this information, and by reporting it in a comprehensive and understandable manner; 
be it further 

Resolved , That the Council of the Faculty continues to dedicate itself to the 
special effort of improving communication and insuring the rapid due process of all 
actions within the peer review system with the ultimate goal of protecting the 
public and enhancing the profession of medicine. 
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MEDICAL and CHIRURGICAL FACULTY 

of the STATE OF MARYLAND 


1211 Cathedral Street Baltimore, Maryland 21201 

(301) 539-0872 • Toll Free 1-800-492-1056 


RESOLUTION ON THE DELIVERY OF QUALITY HEALTH CARE 

FOR THE ELDERLY 

Adopted by the House of Delegates of the 
Medical and Chirurgical Faculty of Maryland, 

September 26, 1987 

Whereas, The United States Government promised to provide a broad range 
of health care services to all elderly Americans through the creation 
of the Medicare Program in 1966; 

Whereas, The Federal Government is now reducing payments and curtailing 
benefits within the Medicare Program with plans to further reduce the 
1966 Medicare Program; 

Whereas, The need for expanded benefits in both catastrophic and long¬ 
term care in the Medicare Program is widely accepted; 

Whereas, There exists an increasing need for additional funds to cover 
the health care requirements of new Medicare enrollees, currently 
estimated at a rate of 5,000 beneficiaries per day; 

Whereas, Current and proposed financing of such expansion is both 
inadequate and i11-conceived; 

Whereas, Like all Americans, the elderly population in this country 
have a compelling moral claim to dignified, high quality health care 
and were promised in 1945 that they had "the right to adequate medical 
care...the opportunity to achieve and enjoy good health...and the right 
to adequate protection from the economic fears of sickness"; and 

Whereas, The financial burdens placed on the elderly due to 
unreimbursed medications and long-term care can be catastrophic; 
therefore, be it 

Resolved . That all members of the Medical and Chirurgical Faculty of 
Maryland will demonstrate a continuing interest in providing quality 
care for the elderly by actively studying the issues, opposing policies 
detrimental to quality, accessibi1ity and availability of appropriate 
care for all Americans and constantly evaluating the health care needs 
of the elderly citizens of Maryland; 

Resolved . That the standards of treatment for elderly citizens as well 
as all Marylanders shall not be compromised due to political concerns 
not in the best interests of the individual patient's well-being or 
their continued high quality of life; and 

Resolved . That all members of the Medical and Chirurgical Faculty will 
continue to exhibit sensitivity and responsiveness to the financial 
status of the elderly population and will consider the patient's 
financial situation when making a determination whether or not to 
accept Medicare assignment. 
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Up-To-Date Financial and Tax Planning Strategies for 1988 


WHY GOOD 
MEDICINE ALONE 



WON'T BRING YOU 
FINANCIAL SECURITY 



A SEMINAR PROGRAM DEVELOPED 
SPECIFICALLY FOR PRIVATE PRACTICE 
PHYSICIANS 

— 

This seminar is a must for any physician who asks: 

n Which practice structure is best — S-corporation, 
professional corporation, or un-incorporation? 

□ How effective is my CPA? Attorney? Pension 
Consultant? 

□ What are the pros and cons of qualified pension 
plans versus non-qualified deferred compensation 
(money purchase plans and profit sharing plans?) 
Which is best for me? 

□ Are my wills, trusts, insurance, and pension plans 
structured to the best tax advantage for my heirs? 

□ What investment strategies can I use to achieve 
personal and practice financial growth? 

□ How should I allocate "fee dollars" for effective 
practice management? 

□ What do I need to know to make informed decisions 
about my insurance contracts — life, health, disability? 

SEMINAR DATES AND LOCATIONS 

March 3 March 22 

Bethesda Marriott Holiday Inn 

5151 Pooks Hill Road Timonium Plaza 

Bethesda, MD 2004 Green Spring Drive 

Timonium, MD 

FOR MORE INFORMATION, PLEASE CONTACT: 

Health Care Program Development Office 

The Pennsylvania State University 

209 J. Orvis Keller Building 

University Park, PA 16802 

(814) 865-0287 

pennState 

A CONTINUING EDUCATION SERVICE OF THE PENN STATE COLLEGE OF BUSINESS ADMINISTRATION 



Doctors Take Note 


Miscellaneous Meetings 

Feb 1-5 Fifth Annual Winter Symposium: Se¬ 
lected Topics in Internal Medicine, Snowshoe, WV. 
Info: C. Easterling, Office of Continuing Medical Edu¬ 
cation, Box 3108 DUMC, Durham, NC 27710 (800-222- 
9984). 

Feb 26-28 Health Promotion, Disease Preven¬ 
tion—The Expanding Pediatric Role, Omni Hotel, 
Richmond, VA. Virginia Chap., American Academy of 
Pediatrics and the Virginia Pediatric Society, 1001 E. 
Main St., Ste 301, Richmond, VA 23219 (804-643-8130). 

Mar 28—30 NIH Consensus Development Con¬ 
ference: Kidney Stones—Prevention and Treat¬ 
ment, Masur Auditorium, Warren Grant Magnuson 
Clinical Center, NIH, Bethesda. Info: Conference Re¬ 
gistrar, Prospect Assoc., Ste 500, 1801 Rockville Pike, 
Rockville, MD 20852 (301-468-MEET between 8:30 
a.m. and 5 p.m.). 

Apr 14-16 Common Hand Problems and Acute 
Injuries of the Hand and Upper Extremity- 
Chronic Wrist Pain, Park Hyatt Hotel, Washington, 
DC, sponsored by the National Hand Research and 
Rehabilitation Fund, Inc. Fee: $300, 19 Cat I credits. 
Info: M. Sorenson, The Hand Surgery & Rehabilitation 
Center, 622 Massachusetts Ave. NE, Washington, DC 
20002 (202-829-1000). 

Apr 20-24 Second Annual Review and Update 
in Critical Care Medicine, cosponsored by the Center 
for Bio-Medical Communication and George Washing¬ 
ton University School of Medicine, to take place in the 
Washington, DC area. Fee: $595 before Feb 1; $675 
thereafter. Info: Svetlana Lisanti 201-385-1808. 

Apr 22-24. Twenty-third Annual Pediatric 
Springfest: Adolescent Medicine, Infectious Dis¬ 
ease, and Office Pediatrics. 11.5 AMA Cat I credits, 
11.5 AAP PREP credits, and 1.2 CEU credits by Vir¬ 
ginia Commonwealth University. Info: Ann Potter 804- 
786-0494. 

May 11—15 Maryland Academy of Family Phy¬ 
sicians Annual Meeting and Scientific Session, 

Sheraton Fountainebleau Inn & Spa, Ocean City. Info: 
E. Barr 301-747-1980. 

Shady Grove Adventist Hospital, 9901 Medical 
Center Drive, Rockville, MD 20850. Grand Rounds: 

Feb 4 Update: Inflammatory Bowel Disease 

Feb 11 Legislative Update 

Feb 18 The New GI Infections 

Feb 25 Heart Transplantation 

Mar 24 Clinical Approach in Evaluating Male 
Reproductive Disorders 


The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium Building unless 
otherwise indicated. Sponsored Continued Education 
Activities for 1987-88. Info: Office of Continuing Edu- 
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cation, 720 Rutland Ave., Turner Auditorium, Balti¬ 
more, MD 21205 (301-955-5880). 

Feb 19 Sex Offenders: Focus on Treatment. Fee 

$100; groups of 5 or more may attend for $75/person. 
Info: P. Macedonia 301-955-6085. 

Mar 14-16 Spectrum of Developmental Disa¬ 
bilities X: Issues of Early Intervention. Fee: $300; 
20 AMA Cat I credits; 20 Cat A credits for psychologists; 
2.0 CEUs from ASHA and for nurses. Info: C. Kearney 
301-955-3168. 

Mar 17-18 Imaging Living Brain Chemistry: 
Principles and Practice. Fee $290, residents and 
Fellows $145; 14 AMA Cat I credits. Info: P. Macedonia 
301-955-6085. 

Apr 11—16 Pediatric Trends 1988. Fee: $500, 
residents and fellows $350; 45 AMA Cat I credits, 45 
PREP AAP credits. Info: P. Macedonia 301-955-6085. 

Diagnostic Cytopathology for Pathologists, 
1988 Postgraduate Institute: February to May 
1988, subspecialty residency in Clinical Cytopathol¬ 
ogy, compressed into two courses, both of which must 
be taken: 

Feb—Apr Home Study Course A —personal read¬ 
ing and microscopic study at own laboratory in prepa¬ 
ration for Course B. 

April 25—May 6 In-residence Course B —lecture 
series, laboratory study, and clinical experience at the 
Johns Hopkins Medical Institutions, Baltimore, MD, 
USA. Application and completed preregistration is ad¬ 
vised ASAP: Preregistration must be completed before 
March 25, 1988, unless by special arrangement. Info: 
John K. Frost MD, 604 Pathology Bldg, The Johns 
Hopkins Hospital, Baltimore, MD 21205, USA. 

Ophthalmic Electrophysiology Technician 
Training Course (on-going 1-week course by appoint¬ 
ment), The Wilmer Eye Institute, Baltimore. Info: C. 
M. Kearney. 

The Department of Radiology and Radiological 
Sciences offers several courses in abdominal and ob¬ 
stetrical ultrasound: Courses scheduled 1/11/88-12/5/ 
88. Info: Celia Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer 
5/9-13, 8/8-12, 11/14-18. Fee $460; 40 AMA Cat I 
credits. 

Advanced Obstetrics & Gynecology 4/6-8. Fee: 
$325; 24 AMA Cat I credits. 

Advanced Practicum in Ultrasound 12/5-9. Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians is offered throughout the year 
for experience in the lab and participation in read-in 
sessions; by appointment only. Fee: $460; 40 AMA Cat 
I credits. 

Johns Hopkins Medical Grand Rounds: Ac¬ 
credited audiovisual continuing education series of case 
discussion for clinicians: 30 topics/year in 5 bimonthly 


A 


tradition of 
home care 
excellence 
for over 
years. 



Providing a comprehensive 
range of home care services. 

Skilled Nursing 

IV Therapy 

Hospice Care 

Home Health Aides 

Physical Therapy 

Occupational Therapy 

Speech Therapy 

Medical-Social Work 

Additional Services Available 

Nutrition Services 

Enterostomal Therapy Consultation 

Clinical Pharmacy Consultation 

539-3961 


VISITING NURSE 
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programs. Individual and group subscriptions; 40 AMA 
Cat I credits. Info: 301-955-3988. 

• • • 

University of Maryland School of Medicine 

CME Courses: For each course additional informa¬ 
tion may be obtained by contacting Program of Contin¬ 
uing Education, University of Maryland School of Med¬ 
icine, Room 300, MSTF, 10 South Pine St., Baltimore, 
MD 21201 (301-328-3956). 


Feb 25 Geriatric Care. Fee: $25; 5.5 AMA credits. 
Cat I. 

Feb 27, 1988 Neurology and Music at Mary¬ 
land. Fee: $150: 9.75 AMA Cat I credits. Info: Dr. 
Kenneth Johnson, Department of Neurology, Univer¬ 
sity of Maryland Hospital, 22 S. Green St., Baltimore, 
MD 21201 (301-328-6484). 

Mar 14-15 Second Annual Department of 
Family Medicine Weight Disorders Symposium, 
International Hotel at BWI Airport. Fee: $135; 9+ 
AMA Cat I credits. 

Mar 24-25 Fourth National Traumatic Brain 
Injury Symposium “The Neglected Disease,” 

sponsored by the Speech-Communication Disorders 
Program, MIEMSS, Shock Trauma Center, Baltimore. 
Info: R. Schwartz 301-328-6101. 

Mar 25—26 Symposium on Urologic Cancer, 
Omni International Hotel, Baltimore. Fee: $175; 10+ 
AMA Cat I credits. 


Visiting Professor Program —Directory of speak¬ 
ers and topics available for area hospitals and other 
health care organizations. No administrative fee is 
charged. Info: 301-328-3956. 

Visiting Practitioner Preceptorships —Oppor¬ 
tunity for physicians to participate in clinical situations 
in the University of Maryland Medical Systems. Re¬ 
quires approval from clinical department/division 
heads. Direct inquiries to CME. AMA Cat I credits 
available. 

Departmental Rounds and Conferences—Sep¬ 
tember through June —Hands-on opportunities for 
practicing physicians including weekly lectures and dis¬ 
cussions by sponsoring departments/divisions. Hour- 
for-hour AMA Cat I credits. Brochure available. 

Advanced Trauma Life Support Provider/In¬ 
structor Programs, sponsored by University of Mary- 
land/MIEMSS. Fee: $350-500; 16-22 CME Cat I cred¬ 
its. Info: Melody Nelson 301-328-2919. 

Feb 18, 19—Provider 
Mar 16-18—Provider 
Apr 14, 15—Provider 
May 19, 20—Provider 
Jun 16, 17—Provider 
Jun 27, 28—Provider 
Jul 14, 15—Provider 
Aug 18, 19—Provider 
Sep 14-16—Instructor 
Oct 13, 14—Provider 
Nov 17, 18—Provider 
Dec 15, 16—Provider 


Future issues of MMJ: 

February •Will Your Prescribing Habits Cost Your License? 

•Eosinophilic Meningitis 

•Maryland's Regulation of Physician Office Laboratories 
•Elective Repeat Cesarean Section 

March •Tenth Anniversary of the Committee on Physician Rehabilitation 

Articles will range from recovery stories, patterns of substance 
abuse, drugs of abuse, politics of impairment, to an overview of 
nationwide programs as well as program statistics. 
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PHYSICIANS 

Full-time & Part-time 

JOHNS HOPKINS HEALTH PLAN needs 
additional physicians in Internal Medicine, 
Pediatrics, Family Practice, and OB/GYN, 
for full-time and part-time positions for 
Johns Hopkins Health System sites through¬ 
out greater Baltimore area. Applicants must 
be clinically strong, and have excellent 
interpersonal skills. 

Physicians must be board certified or board 
eligible, and have current Maryland license 
and DEA certificate. Send CV's or contact: 

Charles R. Mock, M.D. 

Medical Director 
Office of Regional Programs 
3100 Wyman Park Drive 
Baltimore, Maryland 21211 
(301) 338-3493 

An Equal Employment Opportunity Employer 




•THE QUALITY CHOICE- 


Quality 

Inn 


In 

Westminster 

Quality Inn College Conference Center 

Discover the Quality place to hold a meeting. The Quality Inn 
College Conference Center in Westminster. 

We’re conveniently located in a retreat setting only 30 minutes 
outside of Baltimore off routes 97 and 140. 

Features include McDaniels restaurant, open air hot tub and pool, 
in-room movies, complimentary "Eye Opener” coffee and "Sunset" 
cider. 

Our meeting facilities arc an exceptional value, an ideal setting for 
your next conference. Ask us about all your meeting needs. 



Quality Inn College Conference Center 
451 WMC Drive 
Westminster, MD 21157 
For reservations call 301-857-1900, 
from Baltimore 876-0010 or toll-free 

800 - 228-5151 


Dx: recurrent 





HeRpecin- 
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es labialis 


“HERPECIN-L is my treatment of choice for 

perioral herpes.” GP, NY 

“HERPECIN-L appears to actually prevent the 
blisters ... used soon enough.” DDS, MN 

“HERPECIN-Lf. . . a conservative approach 
with low risk/high benefits.” MD, FL 

“Used at prodromal symptoms . . . blisters 
never formed . .. remarkable.” DH, MA 

“(In clinical trials),.. response was dramatic. 
HERPECIN-L . .proven far superior.” DDS, PA 

“All patients claimed shorter duration ... at 
prodromal symptoms . . . HERPECIN-L 
averted the attacks.” MD, AK 


OTC. See P.D.R. for information. For samples to make 
your own clinical evaluation, write: Campbell Laboratories, 
Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y. 
10150 



In Maryland, HERPECIN-L is available at all Revco, 
RiteAid and other select pharmacies. 










WANTED 

Family Practitioner 

Outstanding career opportunity now available in new 
medical office facility, located in growing Baltimore 
neighborhood and supported by a major hospital. This is 
the ideal place to start a family practice. 


To reply, please send curriculum vitae to: Richard F. Cioffi, 
M.D., Chairman, Department of Medicine, Bon Secours 
Hospital, 2000 West Baltimore Street, Baltimore, MD 21223, 
or call (301) 362-3027. 




BON SECOURS HOSPITAL 


2000 West Baltimore Street 
Baltimore, MD 21223 


OCCUPATIONAL/MEDICINE 

DIRECTOR 

The Medical Center of Delaware, an 1100 bed multi-hospital 
teaching system is seeking a seasoned M.D. or D.O. to join us in 
this "ground floor" opportunity to upgrade our Occupational and 
Employee Health Services. 

The ideal candidate will possess substantial work experience in the 
following areas: 

• occupational/employee health programs 

• workers compensation evaluation 

• pre-employment physical examination 

• hazardous exposure programs 

• injury prevention and management 

• staff supervision 

Board certification in Preventative or Occupational Medicine or 
related specialty a plus. 

For consideration send your resume along with salary history to: 

THE MEDICAL CENTER OF DELAWARE 

P.O. BOX 1668 

WILMINGTON, DELAWARE 19899 
ATTENTION: SEARCH COMMITTEE 


WANTED 


Medical House Officers 
General Medicine/ICU-CCU 
Nights and Weekends 

REQUIREMENTS: 

MD license, completion of accredited Internal Medicine 
residency program, ACLS and ICU/CCU experience 
preferred. 


BENEFITS: 

Free meals, malpractice coverage, competitive salaiy, 
attractive bonus package, pleasant working conditions. 


To reply, please call Ms. Lu Alt, 362-3027. 




BON SECOURS HOSPITAL 


2000 West Baltimore Street 
Baltimore, MD 21223 


INTERNISTS 

Baltimore, Maryland - 2 full time BC/BE 
Internists wanted. 

Sought by rapidly expanding established 
multi-specialty-ambulatory care group with 
6 satellite sites. Prepaid, grant funded and 
FFS for large adult/geriatric population. 

Candidate must be personable and well 
qualified, emphasis on high quality care. 
Flexible scheduling and paid malpractice. 
Competitive salary with excellent benefits 
including bonuses. One position open 
immediately, one open July 1st. 

Send resume to: 

W.A. Riley, M.D. 

Medical Director 
Baltimore Medical System, Inc. 
3001 E. Biddle Street 
Baltimore, MD 21213 

EHO 
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Classified Ads 

INTERNIST for medical clinic: Board Eligible/Board 
Certified. Excellent salary. Please call 301-768-1431 be¬ 
tween 9 and 5. 


NEUROLOGIST SEEKS COLLEAGUE in Washing¬ 
ton DC area. Established practiced weighted toward pe¬ 
ripheral NS, EMG, and occupational medicine. Need 
experienced, hard-working, BC colleague with similar 
interests. Excellent financial arrangement. Reply with 
CV to Box 26 MMJ, 1211 Cathedral St., Baltimore, MD 
21201. 


CARDIOLOGY: INVASIVE/NONINVASIVE POSI¬ 
TION AVAILABLE IMMEDIATELY for BE/BC car¬ 
diologists) to join BC cardiologists in group practice in 
suburban Washington. Base salary and incentives de¬ 
pending on experience. Potential for partnership. Ad¬ 
vanced Heart Care, P.O. Box 1129, W. Bethesda, MD 
20917. 


PSYCHIATRIST URGENTLY NEEDED for Salisbury 
area. Private practice and salary combination opportu¬ 
nities (301-742-2577). 


PHYSICIAN WANTED IMMEDIATELY: general sur¬ 
gery, minor trauma, or industrial medicine background 
helpful. Write: P.O. Box 23664, Baltimore, MD 21203. 


OFFICE SPACE AVAILABLE in Annapolis to share 
or sublease. Excellent location, free parking, suitable for 
psychiatrist or neurologist. Call 301-997-4142. 


PHYSICIAN TO SHARE OFFICE SPACE with Inter¬ 
nist. Near St. Agnes Hospital. For more information call 
301-465-6555. 


NEW MEDICAL OFFICE SPACE TO SHARE part- 
time or full-time in Towson, fully equipped, free parking 
(301-337-6800). 


MEDICAL OFFICE SPACE to share or sublease in the 
Washington Medical Scientific Building, 916 19th St. 
NW, Washington, DC. Excellent location: convenient to 
the Metro, 202-857-0343 between 9 a.m. and 3 p.m.; 
202-460-4307 after 9 p.m. 


OFFICE SPACE AVAILABLE TO SHARE—in St. 
Joseph Professional Building, Towson: very attractive, 
Paul A. Mullan, MD, 301-821-6222. 


MEDICAL SURGEONS OFFICE TO SHARE— 
Pikesville Office to sublease with private consultation 
room; X-ray and lab available. Parking lot; near public 
transportation; immediate occupancy. Dr. Abeshouse, 
116 Slade Ave., Baltimore, MD 21208 or call 301-484- 
8066 except on Tuesday. 


CLASSIFIED ADVERTISING 
(for Med-Chi members only) 

$3.50 per line per insertion 

Members of the Medical and Chirurgical Faculty shall be entitled 
to one complimentary ad insertion for personal, noncommercial 
use in any consecutive 12-month period. (PAs count as one mem¬ 
ber.) Items will be related to the practice of medicine. Widows of 
members shall be entitled to two complimentary insertions for the 
disposal of the deceased physician’s practice or equipment. 

MARYLAND MEDICAL JOURNAL 
1211 Cathedral St., Baltimore, MD 21201 


NEW MEDICAL OFFICE SPACE TO SHARE in 
Towson part-time or evenings: excellent parking. Call 9 
to 5 (301-828-5151). 

ARNOLD DOCTOR’S OFFICE FOR SUBLEASE: ap¬ 
prox 1500 sq ft, 3 consulting, and 4 treatment rooms, 
lab area, large waiting room; available approx May 6, 
1988. Call 301-757-7612 and ask for Mary Lou. 

FOR SALE: Electrocardiograph—Hewlett-Packard, 
Model 1500B. Excellent condition, reasonable. 301-486- 
7775. 

FOR SALE: waiting room furniture, beige formica exam 
table, free-standing cabinetry. For details call 301-363- 
1853. 


MEDICAL DIRECTOR WANTED 

Full or part time physician to serve as a Medical Director 
of large, statewide Planned Parenthood affiliate. Adminis¬ 
trative duties plus direct patient care (if full time). Salary 
negotiable, excellent benefits, full liability insurance 
provided. 

Contact: Diana M. Gurieva 
Executive Director 
Planned Parenthood of MD 
610 N. Howard Street 
Baltimore, MD 21201 


Montessori 

CELEBRATING 25 YEARS OF COMMITMENT TO CHILDREN 

♦ Programs for ages Yh to 11 years. 

♦ Lutherville—Towson—Inner Harbor—Ellicott City 

♦ Montessori welcomes all students regardless of color, 
national origin, religion, or sex. 

♦ Call the Montessori Society of Central Maryland for 
information— Toddlers' Programs, Parenting Seminars, 
Summer Programs, and Extra Time Programs. 

321-8555 
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ad dict \ s-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

- excessively 2 : to cause (a person) to ""— 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 


■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 



Call us. We can help. 

OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, P.O. Box E, Emmitsburg, Md. 21727 / 301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 



REISTERSTOWN FEDERAL 
SAVINGS BANK 


UP TO $750,000.00 





in 

i 



N 


JL 


D 

D 


LOANS 




call 833-2226 


Reisterstown 
tiii Federal 
1—lili—I Savings Bank 

Baltimore County Office: 11817 Reisterstown Road at Chestnut Hill Lane, Reisterstown 
Carroll County Office: Ridge Road at Liberty Road, Eldersburg 
Reisterstown: 833-2226 Eldersburg: 795-5000 
24-Hour Interest Rate Line: 833-2227 

* A very limited offer 


L=r 

EQUAL HOUSING 
LENDER 


■ CONSTRUCTION 

■ RESIDENTIAL 
FINANCING 

■ INVESTOR LOANS 
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1988 Gold Key Club Season Tickets 



CONCERTS 


Merriweather 
^7 Post Pavilion 



Get your 1988 GOLD KEY CLUB Season Tickets Now And SAVE! 
Gold Key Club Memberships Include: 

© Guaranteed Minimum of 50 Shows © Prime Center Seat Locations 

© Brass Plaque Permanently Reserves Your Seats © Express Concession Window 
© VIP Parking and Press Gate Access © Season Kick-Off Party 

© And More! 

Club Membership Discount Offer Expires March 1, 1988 • For further information contact 

Richard Diamond at 301-730-7719 • Additional Discount for MED-CHI Members 
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People who have nothing to prove 
tend to prove it by buying a Mercedes-Benz. 


Case in Point: 


THE MERCEDES-BENZ 
420 SEL 

Exempting the flagship 560 SEL, the 1987 420 SEL 
ranks as the most powerful Mercedes-Benz sedan 
currently built for sale. Propelled by its 4.2-liter, 
light-alloy V-8, it charges from zero to 55 mph in 7.3 
seconds on the way to its 130 mph-plus top test-track 
speed. Yet this burlv, 121-inch wheelbase sedan 
provides its occupants with near limousine levels of 
comfort. Affording three full feet of rear seat legroom 
and a total interior volume of 100 cubic feet. Fitted 
with leather seats, Zebrano wood trim, and virtually 
every conceivable convenience. Test-drive the 
420SEL: high performance in highly civilized form. 

Walleu motor/ 

^ Mercedes-Benz 


9800 YORK ROAD 

SALES‘LEASING«SERVICE*PARTS«BODY SHOP 
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See the improvement in the first week 1 


• Sleep improvement in 74% of patients 
after first h.s. dose 2 

• Significantly faster relief-62% of 
total four-week improvement 
evident in first week versus 44% 
with amitriptyline alone 1 

• Dramatic first-week reduction 
in somatic complaints 2 

% Reduction in Somatic Symptoms 2 


Vomiting | Nausea | Headache | Anorexia | Constipation I 



• Only Vz the dropout rate due to side 
effects of amitriptyline alone, although 
the incidence of side effects is similar 1 


Caution patients about the combined effects of Limbitrol with alcohol or 
other CNS depressants and about activities requiring complete mental 
alertness, such as operating machinery or driving a car. In general, limit 
dosage to the lowest effective amount in elderly patients. 


Copyright f©1987 by Roche Products Inc. All rights reserved. 



Protect your decision. 
Write "Do not substitute!' 


In moderate depression 
and anxiety 

Limbitror 

Each tablet contains 5 mg chlordiazepoxide and /jw* 

12.5 mg amitriptyline (as the hydrocnloride salt) 

Limbitror DS 

Each tablet contains 10 mg chlordiazepoxide and /jw' 

25 mg amitriptyline (as the hydrochloride salt) 


References: 1. Feighner JR etal: Psychopharmacology 61 217-225, Mar 22, 1979 2. Data on file, 
Hoffmann-La Roche Inc., Nutley, NJ. 


Limbitrol ■ (w 

Tranquilizer-Antidepressant 

Before prescribing, please consult complete product information, a summary of which follows: 
Indications: Relief of moderate to severe depression associated with moderate to severe anxiety 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not use 
with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO inhibitors 
since hyperpyretic crises, severe convulsions and deaths have occurred with concomitant use, then 
initiate cautiously, gradually increasing dosage until optimal response is achieved Contraindicated 
during acute recovery phase following myocardial Infarction 

Warnings: Use with great care in patients with history of urinary retention or angle-closure glaucoma 
Severe constipation may occur in patients taking tricyclic antidepressants and anticholinerglc-type 
drugs Closely supervise cardiovascular patients (Arrhythmias, sinus tachycardia and prolongation of 
conduction time reported with use of tricyclic antidepressants, especially high doses Myocardial 
infarction and stroke reported with use of this class of drugs.) Caution patients about possible combined 
effects with alcohol and other CNS depressants and against hazardous occupations requiring complete 
mental alertness (e g., operating machinery, driving) 

Usage in Pregnancy: Use of minor tranquilizers during the first trimester should almost 
always be avoided because of increased risk of congenital malformations as suggested 
in several studies. Consider possibility of pregnancy when instituting therapy; advise 
patients to discuss therapy if they intend to or do become pregnant. 

Since physical and psychological dependence to chlordiazepoxide have been reported rarely use 
caution in administering Limbitrol to addiction-prone individuals or those who might increase dosage, 
withdrawal symptoms following discontinuation of either component alone have been reported 
(nausea, headache and malaise for amitriptyline; symptoms [including convulsions] similar to those 
of barbiturate withdrawal for chlordiazepoxide). 

Precautions; Use with caution In patients with a history of seizures, In hyperthyroid patients or those 
on thyroid medication, and In patients with impaired renal or hepatic function Because of the possibility 
of suicide in depressed patients, do not permit easy access to large quantities in these patients Periodic 
liver function tests and blood counts are recommended during prolonged treatment Amitriptyline 
component may block action of guanethldlne or similar antihypertensives When tricyclic antidepres¬ 
sants are used concomitantly with cimetidine (Tagamet), clinically significant effects have been reported 
Involving delayed elimination and Increasing steady state concentrations of the tricyclic drugs 
Concomitant use ot Limbitrol with other psychotropic drugs has not been evaluated, sedative effects 
may be additive Discontinue several days before surgery Limit concomitant administration of ECT to 
essential treatment See Warnings for precautions about pregnancy Limbitrol should not be taken 
during the nursing period Not recommended in children under 12 In the elderly and debilitated, limit to 
smallest effective dosage to preclude ataxia, oversedation, confusion or anticholinergic effects 
Adverse Reactions: Most frequently reported are those associated with either component alone: 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating Less frequently occurring 


reactions include vivid dreams, impotence, tremor, confusion and nasal congestion. Many depressive 
symptoms including anorexia, fatigue, weakness, restlessness and lethargy have been reported as 
side effects of both Limbitrol and amitriptyline. Granulocytopenia, jaundice and hepatic dysfunction 
have been observed rarely 

The following list includes adverse reactions not reported with Limbitrol but requiring consideration 
because they have been reported with one or both components or closely related drugs 
Cardiovascular Hypotension, hypertension, tachycardia, palpitations, myocardial Infarction, 
arrhythmias, heart block, stroke 

Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania and 
increased or decreased libido. 

Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns 

Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation of urinary 
tract. 

Allergic Skin rash, urticaria, photosensitization, edema ot face and tongue, pruritus. 

Hematologic Bone marrow depression including agranulocytosis, eosmophilia, purpura, thrombocy¬ 
topenia 

Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, 
black tongue. 

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorrhea and 
minor menstrual Irregularities In the female, elevation and lowering of blood sugar levels, and syndrome 
of Inappropriate ADH (antidiuretic hormone) secretion 

Other: Headache, weight gain or loss. Increased perspiration, urinary frequency, mydriasis, jaundice, 
alopecia, parotid swelling. 

Overdosage: immediately hospitalize patient suspected of having taken an overdose. Treatment is 
symptomatic and supportive I V administration ot 1 to 3 mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning See complete product information for 
manifestation and treatment. 

Dosage: Individualize according to symptom severity and patient response Reduce to smallest effective 
dosage when satisfactory response is obtained Larger portion of daily dose may be taken at bedtime 
Single h.s dose may suffice for some patients Lower dosages are recommended for the elderly 
Limbitrol DS (double strength) Tablets, initial dosage of three or (our tablets dally in divided doses, 
increased up to six tablets or decreased to two tablets dally as required Limbitrol Tablets, initial dosage 
ot three or four tablets daily in divided doses, for patients who do not tolerate higher doses 
How Supplied: Double strength (DS) Tablets, white, tilm-coated, each containing 10 mg chlordiaze¬ 
poxide and 25 mg amitriptyline (as the hydrochloride salt), and Tablets, blue, film-coated, each 
containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt). Available in 
bottles of 100 and 500; Tel-E-Dose® packages of 100, Prescription Paks of 50. 



ROCHE PRODUCTS INC 
Manati, Puerto Rico 00701 


PI 0585 






The rewards of Limbitrol 



’re both smiling again! 




See the improvement 
in the first week 1 

In depressed and anxious 
patients, you can see the dif¬ 
ference sooner— 62% of total 
four-week improvement j 

achieved in the first week with 
Limbitrol versus 44% with ami¬ 
triptyline. 1 


In moderate 
depression 
and anxiety 


ich tablet contains 5 mg chlordiazepoxide and 
.5 mg amitriptyline (as the hydrocnloride salt) 


h tablet contains 10 mg chlordiazepoxide and 
mg amitriptyline (as the hydrochloride salt) 


Please see summary of product information on adjacent page 
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THE ART OF DOCTORING 


Bedside manner. In it lies the art of doc¬ 
toring. It is the relationship which develops 
between physician and patient. More than just 
a comforting touch, a sympathetic ear, it is, at 
its best, a bond sealed by compassion and con¬ 
fidence, a relationship both professional and 
humane. 

Although the methods and technology of 
medicine have evolved over the years, the es¬ 
sence of this relationship remains the same 
today as it was when the first physician be¬ 
gan to live and practice medicine according to 
the principles set forth by Hippocrates: To 
follow that "method of treatment which, ac¬ 


cording to my ability and judgment, I consider 
for the benefit of my patients...." 

Medical Mutual Liability Insurance Socie¬ 
ty of Maryland works to make it possible for 
the physicians of Maryland to continue putting 
patients first, to practice the art, as well as 
the science, of medicine -- at a time when the 
good faith between doctor and patient is 
strained to its limit. 

We are proud to be able to serve the pro¬ 
fessional liability needs of our policyholders, 
physicians who hold fast to the best values of 
medicine, whose practice is at the very heart 
of medicine. 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle*Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 























The MML Network 
Quality and Accessibility... 



24 hours a day, 7days a week! 


The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 
Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides a 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 



Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 

Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY, INC. 


1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301) 247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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Madiemk 



Mackenzie and Associates is pleased to announce the 
construction of a 75,000 square foot 

Medical Office Building 

containing a 12,000 square foot ambulatory surgical center 
in the McDonogh Crossroads Office Park 
Owings Mills, Maryland 

We are proud to welcome the following group of doctors 
who will have offices in the building and utilize the 
ambulatory facilities: 

Stanley Brull, M.D. 

Lionel Glassman, M.D. 

Sheldon Glusman, M.D. 

Lawrence D. Pinkner, M.D. 

Marvin Sager, M.D. 

Michael Weiss, M.D. 

Larry Becker, M.D. 

Gerald Feldman, M.D. 

Marc Lowen, M.D. 

Michael Shultz, M.D. 

Stephen P. Cohen, M.D. 

For more information about this or any 
Mackenzie & Associates, Inc. development, 
please call 821-8585. 



MACKENZIE 
& ASSOCIATES 


I \ C O R I' O R \ T L D 


2328 West Joppa Road, Suite 200, Lutherville, Maryland 21093 
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ADVERTISEMENT 


Lithotripsy Center 

Now Open 

At AMI Doctors’ Hospital 



Finally, a physician owned 
and operated hospital based 
lithotripsy center is now 
open to all trained urologists 
at AMI Doctors’ Hospital. 
The center is conveniently 
located with easy access 
from the Washington Belt- 
way and the Baltimore 
Washington Parkway. 

A Domier HM3 Litho- 
tripter is utilized. This sys¬ 
tem is approved by the FDA 
and recognized by major in¬ 
surance companies. It has an 
outstanding safety record 
and has proved effective 
in treating over 300,000 
patients. 

In addition to featuring 
the Dornier HM3 Litho- 
tripter, AMI Doctors’ 
Hospital, an acute care in¬ 
stitution, offers a full range 
of diagnostic and thera¬ 
peutic services including 
state-of-the-art endoscopic 
equipment, technology for 
percutaneous treatment of 
upper and lower urinary 
tract calculi and agents for 
chemolysis of upper tract 
stones. 

Our staff will be glad to ar¬ 


range for all pre-admission 
testing for your patient and 
assist in patient education. 

A nurse practitioner is avail¬ 
able for patient education, 
performance of history and 
physical exam, and if re¬ 
quested will assist in the 
post-ESWL care and dis¬ 
charge of your patient. This 
will greatly reduce the in- 
hospital time of the treating 
urologist. Our experienced 
personnel were instrumen¬ 
tal in establishing the area’s 
first lithotripsy unit at the 
University of Virginia and 
can easily assist with your 
most difficult cases, in- 

Bring or send your patients to: 


eluding lower ureteral stones. 

Urologists who have been 
certified at one of the desig¬ 
nated training centers by the 
American Urological Asso¬ 
ciation in the use of a Dor¬ 
nier Lithotripter unit, will 
be credentialed to admit 
patients for ESWL treat¬ 
ment. Other physicians may 
also arrange for a urologist 
to treat their patients 
through the Lithotripsy 
Center at AMI Doctors’ 
Hospital. For more informa¬ 
tion, or if you would like a 
tour of our facility, please 
phone (301) 552-9409. 


Metropolitan Lithotripsy Center, Inc. 

8118 Good Luck Road, Lanham, Maryland 20706 

ADVERTISEMENT 
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DIAGNOSTIC 
ASSAY SERVICES 



Radio Immuno Assay 
Specialists In: 

Fertility Testing 
Early Pregnancy Detection 
Esoteric Steroid Metabolism Studies 
CEA-Roche r ™ Monitoring 

9108 Gaither Road 
Gaithersburg, MD 20877 

D.C. Area 840-9220 
Balt. 792-9460 

Toll Free - Nationwide - 800-638-4000 


Vol 37, No 2 MMJ 95 


Members in the News 


Gregorio Koss MD has been elected chairman of 
the department of medicine of Montgomery General 
Hospital. A member of the hospital’s medical staff since 
1973, Dr. Koss has been in private practice as a car¬ 
diologist for 19 years. 

Dr. Koss graduated from the University of Buenos 
Aires; interned at Mt. Sinai Hospital in Miami Beach, 
FL; and completed a residency in internal medicine at 
St. Peter’s Hospital in Albany, NY. 

• • • 

Harold H. Kraft MD has been elected chairman of 
the department of anesthesiology at Montgomery Gen¬ 
eral Hospital. Dr. Kraft received a BS degree in Bioen¬ 
gineering from the University of Pennsylvania and 
graduated from Georgetown University School of Med¬ 
icine. He completed an anesthesia residency at George¬ 
town University Hospital and is a Diplomate of the 
American Board of Anesthesiology. 

• • • 

John G. Lavin MD was honored as the Maryland 
Society of Internal Medicine Young Internist for 1987. 
Dr. Lavin graduated from the University of Maryland 
Medical School in 1976, trained at Mercy Hospital, and 
is board certified in internal medicine. He is on a 
number of area hospital staffs including Greater Balti¬ 
more Medical Center, St. Joseph and Mercy Hospitals. 

• • • 

J. Leonard Lichtenfeld MD has been named 
Maryland’s first Distinguished Internist, an award 
made recently by the Maryland Society of Internal 
Medicine. Dr. Lichtenfeld, an attending physician at 
Sinai Hospital and Johns Hopkins Hospital, was hon¬ 
ored for his activities on behalf of the Society and as 
chairman of its Legislative Committee. He also was 
cited for his ability to clearly communicate the concerns 
and needs of internists and their patients to state and 
federal legislators. Dr. Lichtenfeld is a member of the 
Health Advisory Committee to Congressman Benjamin 
Cardin. 

Dr. Lichtenfeld, a 1971 graduate of the Hahnemann 
Medical College, trained at the Temple University Hos¬ 
pital, US Public Health Service Hospital, Baltimore 
Cancer Research Center, and the Johns Hopkins Hos¬ 
pital. Dr. Lichtenfeld is board certified in internal med¬ 
icine and oncology. 

• • • 

Frank J. Mayo MD recently was elected to the 
board of directors of Montgomery General Hospital. A 
member of the hospital’s medical staff since 1979, Dr. 
Mayo is director of the pulmonary function laboratory. 
He received a BA degree in chemistry from Denison 
University in Granville, OH, and his medical degree 
from Ohio State University. 

• • • 


Michael D. Sulkin MD has been elected chairman 
of the department of surgery of Montgomery General 
Hospital. An active member of the hospital’s medical 
staff since 1976, Dr. Sulkin received his bachelor’s 
degree from the University of Pennsylvania and medi¬ 
cal degree from the Boston University School of Med¬ 
icine. He served a surgical internship and residency at 
the Medical College of Virginia and was chief resident. 

A diplomate of the American Board of Surgery and 
the National Board of Medical Examiners, Dr. Sulkin 
is an instructor in surgery at the George Washington 
University Medical School. 

• • • 

Israel H. Weiner MD was installed as President of 
the Baltimore City Medical Society at its annual 
meeting in December. 

After receiving his MD degree from the University of 
Maryland in 1953, Dr. Weiner served an internship 
from 1953 to 1954 and a residency from 1954 to 1955 
at the University of Maryland Hospital. Dr. Weiner 
was on active duty in the US Air Force from 1955 to 
1957. From 1957 until 1960, he served as a resident in 
Neurosurgery and entered private practice in Neuro¬ 
surgery in 1960. 

Dr. Weiner is active in both state and city medical 
society affairs. He is Co-chairman of the Legislative 
Committee of Med-Chi and a BCMS representative to 
the Med-Chi Council. 

Other officers elected by the BCMS in December 
were Hiroshi Nakazawa MD, President-elect; Susan 
R. Guarnieri MD, Vice-President; Joseph H. 
Hooper MD, Secretary; and Albert Nahum MD, 
Treasurer. 

• • • 

At the Dorchester County Medical Society An¬ 
nual Meeting held in November, the following members 
were elected to serve starting January 1, 1988: Morris 
Z. Effron MD, President; William L. Montague, 
Jr., MD, Vice-President; Edmund J. MacLaughlin 
MD, Secretary-Treasurer; and Hubert L. Fiery MD, 
Council Member. 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 
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Letter to the Editor 


Breast Cancer Booklet: 

A Backward Step in Therapy 


The State of Maryland added “Part IV, Breast Can¬ 
cer, Paragraph 20-113, Alternative Methods of Treat¬ 
ment” to its Health General Code on July 1, 1987. In 
essence, the surgeon is required by the obligation of this 
law to educate his or her patient about the several 
methods of treatment of breast cancer that may be 
medically practical. The instruction consists of provid¬ 
ing the patient with a standardized written summary 
describing surgical, radiological, chemotherapeutic, and 
combinations of these forms of therapy. The patient 
signs a statement of receipt (provided by the Depart¬ 
ment of Mental Health and Hygiene) that is added to 
the medical record. 

The booklet provides sound information, but the 
effort to educate will not be successful if the patient 
cannot comprehend, cannot read, cannot read because 
of poor eyesight, or if she signs the statement without 
reading the information. Transfer of this material can¬ 
not be legislated; it must be given directly to the patient 
by the surgeon, and this event must be documented in 
the Medical Record. 

Most good surgeons have such a plan in operation. 
Giving the patient a booklet does not guarantee the 
desired end result. Only after a painstaking explanation 
will the patient be able to participate in “planning the 
most effective course.” The booklet really will not save 
a life because many therapeutic failures will follow 
treatment by excellent surgeons and their colleagues in 
therapy. 

A drop in the death rate from carcinoma of the 
stomach and uterus and to a lesser degree of the colon 
and rectum have been witnessed in the last three dec¬ 
ades. Carcinoma of the breast, unfortunately, has had 
the same rate with a lowered rate only being seen in 
the early Stage I carcinomas. 

The possible substitution of the booklet about cancer 
of the breast for the thoughtful explanation provided 
by the reputable surgeon would be a backward step in 
therapy. I am distressed that the Legislature of Mary¬ 
land has seen fit to concern itself with strictly medical 
business. In the future, will the medical profession be 
given other manifestos in different areas of therapeutic 
endeavor? 

JOSEPH M. MILLER MD 

Interim Acting Chairman, Department of Surgery 
Liberty Medical Center, Inc. 

Baltimore 


We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MMI , 1211 Cathedral St, Baltimore, MD 21201 


N eed $1,000,000 
of life insurance? 

Afraid of the cost? 

Don't Be! You can own big life insurance 
for small dollars with . .. 


Tt 


Male, Non-Tobacco User* With $1,000,000 
Death Benefit 


Age 

First-Year Annual Premium 

35 

$ 670.00 

40 

$ 760.00 

45 

$1,020.00 

50 

$1,250.00 


*Based on no tobacco of any kind in last 12 months. 
**Premiums increase each year, subject to guarantees in the 
policy. 


Your premiums for TL + 500 could be lower or higher, depending 
on your age, desired death benefit, and satisfactory health. But 
with sample premiums like these, isn't it worth a minute of your 
time to find out?! 

TL + 500 (policy form series S-3203) is term life insurance to age 
90. 



7H€ m€DCHI AGCOCY 


I'm interested in the premium 
you can quote me on that: 

□ $500,000 □ $750,000 

for the following death benefit, and 

□ $1,000,000 Other: 

Name 


Birthdate 

Address 

City 


State Zip 

Home Phone 


Office Phone 


The Med Chi Agency 
1204 Maryland Avenue 
Baltimore, Maryland 21201-5583 
(301) 539-6642 


Kempei? 
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ANNOUNCING 


NEW 





Dista Products Company 

Division of Eli Lilly and Company 
Indianapolis, Indiana 46285 
Mfd by Eli Lilly Industries, Inc 
Carolina, Puerto Rico 00630 


Computer-generated molecular 
structure of cephalexin 
hydrochloride monohydrate 








Convenient 500-mg b.i.d. 
dosage and demonstrated 
effectiveness for 
treatment of: 

□ skin and skin structure infections* 

□ uncomplicated cystitis 1 

□ pharyngitis* 


• New hydrochloride salt form of cephalexin— 
requires no conversion in the stomach before 
absorption 

• Well-tolerated therapy 

• May be taken without regard to meals 

For other indicated infections, 250-mg tablets available 
forq.i.d. dosage 



Priced less than Keflex ’cephalexin) 


Keftab is contraindicated in patients with known allergy to the 
cephalosporins and should be given cautiously to penicillin- 
sensitive patients. 

Penicillin is the drug of choice in the treatment and prevention 
of streptococcal infections, including the prophylaxis 
of rheumatic fever. 


KEFTAB™ 

(cephalexin hydrochloride monohydrate) 

Summary: Consult the package literature for 
prescribing information. 

Indications and Usage: 

Respiratory tract infections caused by susceptible 
strains of Streptococcus pneumoniae and group A 
(3-hemolytic streptococci. 

Skin and skin structure infections caused by sus¬ 
ceptible strains of Staphylococcus aureus and/or 
(3-hemolytic streptococci. 

Bone infections caused by susceptible strains of 
S aureus and/or Proteus mirabilis. 

Genitourinary tract infections, including acute pros¬ 
tatitis, caused by susceptible strains of Escherichia 
coli, P mirabilis, and Klebsiella sp. 

Contraindication: Known allergy to cephalosporins. 

Warnings: KEFTAB SHOULD BE ADMINISTERED 
CAUTIOUSLY TO PENICILLIN-SENSITIVE PA¬ 
TIENTS. PENICILLINS AND CEPHALOSPORINS 
SHOW PARTIAL CROSS-ALLERGENICITY. POSSI¬ 
BLE REACTIONS INCLUDE ANAPHYLAXIS. 
Administer cautiously to allergic patients. 
Pseudomembranous colitis has been reported with 
virtually all broad-spectrum antibiotics. It must be 
considered in differential diagnosis of antibiotic- 
associated diarrhea. Colon flora is altered by broad- 
spectrum antibiotic treatment, possibly resulting in 
antibiotic-associated colitis. 

Precautions: 

• Discontinue Keftab in the event of allergic reac¬ 
tions to it. 

• Prolonged use may result in overgrowth of nonsus- 
ceptible organisms. 

• Positive direct Coombs’ tests have been reported 
during treatment with cephalosporins. 

• Keftab should be administered cautiously in the 
presence of markedly impaired renal function. Al¬ 
though dosage adjustments in moderate to severe 
renal impairment are usually not required, careful 
clinical observation and laboratory studies should 
be made. 

• Broad-spectrum antibiotics should be prescribed 
with caution in individuals with a history of gas¬ 
trointestinal disease, particularly colitis. 

• Safety and effectiveness have not been determined 
in pregnancy and lactation. Cephalexin is excreted 
in mother’s milk. Exercise caution in prescribing 
Keftab for these patients. 

• Safety and effectiveness in children have not been 
established. 

Adverse Reactions: 

• Gastrointestinal, including diarrhea and, rarely, nau¬ 
sea and vomiting. Transient hepatitis and chole¬ 
static jaundice have been reported rarely. 

• Hypersensitivity in the form of rash, urticaria, angio- 
edema, and, rarely, erythema multiforme, Stevens- 
Johnson syndrome, or toxic epidermal necrolysis. 

• Anaphylaxis has been reported. 

• Other reactions have included genital/anal pruri¬ 
tus, genital moniliasis, vaginitis/vaginal discharge, 
dizziness, fatigue, headache, eosinophilia, neutro¬ 
penia, and thrombocytopenia; reversible interstitial 
nephritis has been reported rarely. 

• Cephalosporins have been implicated in trigger¬ 
ing seizures, particularly in patients with renal 
impairment. 

• Abnormalities in laboratory test results included 
slight elevations in aspartate aminotransferase 
(AST, SGOT) and alanine aminotransferase (ALT, 
SGPT). False-positive reactions for glucose in the 
urine may occur with Benedict’s or Fehling’s solu¬ 
tion and Clinitest® tablets but not with Tes-Tape® 
(Glucose Enzymatic Test Strip, USR Lilly). 


*Due to susceptible strains of Staphylococcus aureus and/or 0-hemolytic streptococci. 
' Due to susceptible strains of Escherichia coli, Proteus mirabilis. and Klebsiella sp. 

! Due to susceptible strains of group A /S-hemolytic streptococci. 
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-MR UPDATE-;— 

MRI Advances the Detection of Musculoskeletal Disease 


KNEE EXAMINATION 


HISTORY: This 44-year old female recently sus¬ 
tained a knee injury and has clinical evidence of abnormal 
laxity of the posterior cruciate ligament. 


SCAN: This parasagittal view near the midline clearly 
demonstrates avulsion of the posterior cruciate ligament (large 
arrow). The ligament is normally attached at its femoral origin. 
Total avulsion of the ligament has occured near its tibial 
insertion, the expected position of which is marked by the 
small arrow. The higher intensity (lighter) material at the tip 
of the small arrow represents hemarthrosis consequent to the 
recent injury. 



MRI HIGHLIGHTS l The ligamentous structures of the knee are routinely well demonstrated by surface 
coil MRI. Surface coil imaging is essential for the special resolution needed in this area. Surface coil MRI is also useful 
for demonstrating meniscal injuries. Frank meniscal disruption may be seen and confirmed at arthroscopy. Since 
the articular surfaces, bone detail, and extra-articular structures are also shown by MRI, MRI is highly competitive 
with contrast arthrography. MR requires no painful injection and no ionizing radiation. MRI is also the procedure 
of choice for imaging aseptic necrosis of the hip and other musculoskeletal diseases. 


Maryland 
Magnetic 
Imaging 

900 Tollhouse Avenue 
Frederick, Maryland 21701 

(301) 662-0077 



MMI operates its MRI system with all available upgrades including contiguous slices as thin as 2.5 mm; quadrature 
detection head, body and extremity coils; large field of view spine coil; dedicated cervical coil; partial flip imaging; 
single breath-hold body imaging; and cardiac and respiratory gating. 


Health Images facilities are a community 
resource available to all area physicians. 


A 

'tfmageb, &nc. 

Facility 









Adele YVilzaek, R.N., MS. 

Secretary of Health and Mental Hygiene 

J. Mehsen Joseph, Ph.D., Director, 

Community Health Surveillance Administration 

Ebenezer Israel, M.D., Director, 

Epidemiology and Disease Control Program 

EPIDEMIOLOGY AND DISEASE CONTROL NEWSLETTER 

COMMUNITY HEALTH SURVEILLANCE ADMINISTRATION 
Maryland State Department of Health and Mental Hygiene 

201 W. Preston Street/Baltimore, Maryland 21201/(301) 225-6700 

FEBRUARY 1988 

UPDATE:PREVENTION OF HAEMOPHILUS INFLUENZAE TYPE B DISEASE 

Haemophilus b Conjugate Vaccine (Diphtheria Toxoid-Conjugate) has 
recently been licensed for use in children 18 months of age or older for 
the prevention of Haemophilus influenzae type b (Haemophilus b) disease. 

This vaccine consists of Haemophilus b capsular polysaccharide covalently 
linked to diphtheria toxoid (conjugate vaccine). 

A previously developed vaccine consisting of the Haemophilus b 
capsular polysaccharide alone (polysaccharide vaccine) was shown to be 
effective in Finnish children over 24 months of age, the age group in which 
approximately 20% of all invasive Haemophilus b infections among U.S. 
children less than 5 years of age can be expected to occur. A similar, but 
not identical, polysaccharide vaccine was licensed for use in the United 
States in April 1 985 on the basis of data demonstrating biochemical 
characteristics and immunogen ic ity comparable to the vaccine used in the 
original Finnish trial. In that Finnish trial, polysaccharide vaccine was 
not effective in children less than 18 months of age. Because of the small 
sample size, efficacy could not be demonstrated in children 18 to 23 months 
of age. Polysaccharide vaccine was immunogenic (as measured by antibody 
production) in children 18 to 23 months old, but less so than it was in 
older children. 

Conjugate vaccine was developed with the ultimate goal of providing an 
effective vaccine for infants and younger children. Preliminary data from 
a new Finnish study suggest that conjugate vaccine was 87% effective in 
preventing Haemophilus b disease when administered in a three-dose regimen 
to infants 3 to 6 months of age. However, licensure of conjugate vaccine 
for use in infants in the United States cannot be considered until this and 
other efficacy trials are further evaluated. Since antibody production 
after vaccination with conjugate vaccine in children 18 months of age or 
older is substantially greater than that after vaccination with 
polysaccharide vaccine, conjugate vaccine has been licensed for use in 
these children. 

Safety 

When conjugate vaccine alone was given to over 1,000 adults and 
children, no serious adverse reactions were observed. When conjugate 
vaccine was given with diphtheria and tetanus toxoid and pertussis vaccine 
(DTP) and inactivated polio vaccine (IPV) to 30,000 infants, the rate and 






extent of serious adverse reactions did not differ from those seen when DTP 
was administered alone. In one study of over 500 children 15 to 24 months 
of age, no significant difference in local or systemic side effects 
occurred between groups of children vaccinated with either polysaccharide 
vaccine or conjugate vaccine. Local reactions were noted for 10.3% of 
children receiving polysaccharide vaccine and 12.5% of children receiving 
conjugate vaccine, while moderate fever (temperature >39.0°C [>102.2 F] 
occurred in 1.4% of children vaccinated with polysaccharide vaccine and 
0.7% of children vaccinated with conjugate vaccine. 

Immunization Practices Advisory Committee (ACIP) Recommendations 

1. The ACIP recommends that all children receive conjugate vaccine at 18 
months of age. The efficacy of conjugate vaccine in children 18 months 
of age or older has not been determined in field trials. However, 
studies comparing antibody production in children receiving conjugate 
vaccine with that in children receiving polysaccharide vaccine suggest 
that conjugate vaccine is likely to be more effective than 
polysaccharide vaccine. The ACIP therefore recommends use of conjugate 
vaccine in all children vaccinated against Haemophilus b disease. 

2. While the duration of immunity after a single dose of conjugate vaccine 
is unknown at this time, it is expected to be at least 1.5 to 3 years. 
Until further information is available, revaccination is not 
recommended for children receiving conjugate vaccine at 18 months of 
age or older. 

3. Vaccination of children more than 24 months of age who have not yet 
received Haemophilus b vaccine should be based on risk of disease. 
Children considered at high risk for Haemophilus b disease, including 
those attending day-care centers, those with anatomic or functional 
asplenia (i.e., sickle cell disease or splenectomy), and those with 
malignancies associated with immunosuppression, should receive the 
vaccine. Although risk of disease decreases with increasing age, 
physicians may wish to vaccinate previously healthy children between 2 
and 5 years of age to prevent disease that can occur in this group. 

4. Because many children who received polysaccharide vaccine between the 
ages of 18 and 23 months may have had a less than adequate response to 
the vaccine, they should be revaccinated with a single dose of 
conjugate vaccine. Re va c c i n a t i on should take place a minimum of 2 
months after the initial dose of polysaccharide vaccine. 

5. There is no need to routinely revaccinate children who received 
polysaccharide vaccine at 24 months of age or older. 

6. Children who had invasive Haemophilus b disease when they were less 
than 24 months of age should still receive vaccine according to the 
above recommendations since most children less than 24 months of age 
fail to develop adequate immunity following natural infection. 

7. Although increases in serum diphtheria anti-toxin levels can follow 
administration of conjugate vaccine, this vaccine should not be 
considered an immunizing agent against diphtheria. No changes in the 
schedule for administration of diphtheria toxoid, customarily given as 
DTP, should be made secondary to the use of conjugate vaccine. 


8. Vaccination with either polysaccharide vaccine or conjugate vaccine 
probably does not inhibit asymptomatic carriage of Haemophilus b 
organisms. Although vaccinated children may be protected from invasive 
disease, they may pass the organism on to susceptible children. In 
addition, no vaccine is 100% effective. Therefore, chemoprophylaxis of 
household or day-care contacts of children with Haemophilus b disease 
should be directed at vaccinated as well as unvaccinated contacts. 
Because of the length of time necessary to generate an immunologic 
response to the vaccines, vaccination does not play a major role in the 
management of patients with Haemophilus b disease or their contacts. 
Vaccine may be given to previously unvaccinated children of appropriate 
age to provide protection against future exposure. 

9. Conjugate vaccine and DTP may be given simultaneously at different 
sites. Data are lacking on concomitant administration of conjugate 
vaccine and measles-mumps-rubella (MMR) or oral polio (OPV) vaccines. 
However, if the recipient is unlikely to return for further 
vaccination, simultaneous administration of all vaccines appropriate to 
the recipient's age and previous status is recommended (including DTP, 
OPV, MMR, and conjugate vaccine). 

Adapted from: CDC.MMWR,1987,37,2:13-16. 

References available upon request. 


SEROLOGIC TESTS IN THE DIAGNOSIS OF ACUTE VIRAL HEPATITIS 


The accuracy of diagnosing hepatitis B has greatly increased with the 
use of the hepatitis B core antibody IgM-specific test, which is 95% 
specific for recent hepatitis B virus (HBV) infection. 

A positive hepatitis A IgM-specific antibody test confirms acute or 
recent hepatitis A infection. 

The diagnosis of nonA/nonB hepatitis is made by excluding acute 
hepatitis A and hepatitis B, when both above-mentioned IgM-specific 
antibody test results are negative. 

The relatively sensitive delta antibody test detects delta virus super- 
or co-infection with hepatitis B infection. 

The table on the following page summarizes the interpretation of the 
three basic test results necessary for diagnosing the type of viral 
hepat it is. 

Occasionally combined infections do occur, e.g., hepatitis A in a 
hepatitis B carrier, delta infection in a hepatitis B carrier, etc. 


INTERPRETATION OF SERODIAGNOSTIC TEST RESULTS 
FOR ACUTE SYMPTOMATIC HEPATITIS 


Tests 


HBsAg 

IgM 

Anti-HBc 

Ig M 

Anti-HAV Anti-delta* 

Most likely clinical diagnoses 

- 

- 

+ 

Hepatitis A (HA) 

+ 

+ 


Hepatitis B (HB) 


+ 



- 


- 

Non-A, Non-B hepatitis (NANB)* 

+ 

+ 

+ 

HA and HB 


+ 

+ 


+ 

+ 

+ 

Acute HB/delta coinfection 

— 

+ 

+ 



+ 


+ 


Acute HA in HB carrier 

+ 

- 

- 

+ 

Acute delta infection in 

HB carrier 

+ 

- 

- 

- 

Acute NANB in HB carrier 


Note: HBsAg * hepatitis B surface antigen; Anti-HBc * antibody to hepatitis B 
core antigen; Anti-HAV « antibody to hepatitis A virus; anti-delta « 
antibody to delta virus. 

*Testing should only be done in acute or chronic hepatitis B virus infection. 
**Non-A, non-B (NANB) is a diagnosis of exclusion; it is not possible to 
diagnose coinfections of acute NANB with other acute viruses. 


Adapted from: CDC.Hepatitis Surveillance. Report N.51,issued May 1987. 

















PRACTICE MEDICINE 
NOT PAPERWORK. 


In Navy Medicine the 
emphasis is on patients, 
not paperwork. 

As a Navy doctor, 
you step into an active 
and challenging group 
practice. You work with 
state-of-the-art equip¬ 
ment and the best 
facilities available. 

Highly trained 
physician’s assistants, 
hospital corpsmen, 
nurses and hospital 
administrators not only 
provide medical support, they attend to almost all the paperwork. As a result, you’re 
free to make medical decisions based solely on the needs of your patients. 

Along with your professional development, you’ll enjoy the lifestyle and fringe 
benefits of a Navy officer. Beginning salaries are comparable with hospital staff 
positions for most specialists. 

To learn more about the Navy’s practice made perfect, send your curriculum 
vitae or call: 

Navy Recruiting District Washington 
6525 Belcrest Road, Suite 301 
Hyattsville, MD 20782-2082 
1-800-492-0707 MD or 1-800-638-0730 
VA, DEL 

BE THE DOCTOR YOU WANT TO BE. 

IN THE NAVY. 
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The LifeCard 
Provider Network System 


Available now to all Maryland Health Care Providers.. .an electronic 
communications network that links your office to carriers, other 
physicians, hospitals and extended care facilities statewide. The 
LifeCard Provider Network features: 


• Electronic Claims Submission to Blue 
Shield, Medicare B and most 
commercial carriers. 

• Sub Networks with participating 
hospitals, HMOs and PPOs. 

• An Electronic Mail System for 
transmitting clinical notes and other 
information between Network users. 

• An Electronic Bulletin Board System 
that provides access to a calendar of 
events, health trends, pharmaceutical 
updates, and much more. 

• A Referral Network for transferring 
patients and patients’ clinical 
information to other providers on the 
Network. 

• Information Exchange allows 
predefined electronic forms such as 


Blue Shield and Medicare request 
forms to be transmitted between 
Network subscribers, Blue Cross and 
Blue Shield and Medicare. Response 
can be received within hours. 

• Medical and Commercial Data Bases 
that allow you to take CME courses 
right in your office, obtain a complete 
drug reference file, and subscribe to 
over 700 data bases ranging from the 
Dow Jones Report to Medline. 

• A Word Processing Package to 
simplify correspondence needs. 

• An IBM/AT Compatible Computer 
System that includes modem, printer 
and all telephone toll-call costs. 

• Complete Installation, On-Site 
Hardware Maintenance, Training and 
24-hour Support. 


For complete information call: 
494-4800 


LifeCard" 

INTERNATIONAL, INC. 

502 Washington Avenue 
Towson, Maryland 21204 
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Executive Director's Newsletter 


PHYSICIAN 

IDENTIFICATION 

NUMBERS 


PRO 

UPDATE 


IDENTIFICATION 
OF MEDICAL 
SPECIALTY 


February 1988 


Attention: Chiefs of Medicine at Maryland Hospitals 

Chairs of Maryland Hospital Utilization Review 
Committees 

Physicians and others serving on Maryland Hospital 
Utilization Review Committees 

Maryland law (Health Occupations Article, Section 19-213) protects 
the confidentiality of the identities that go with physicians' 
unique identification numbers. 

With the support of the Maryland Attorney General's Office and the 
Maryland Health Services Cost Review Commission, the Faculty has 
devised a program to better protect against potential abuse of 
these numbers. 

The Chairs of Utilization Review Committees at Maryland hospitals 
may request and receive from the Faculty a physician's identity for 
use in the work of the Committee. However, any disclosure of the 
name that corresponds with a number outside the Utilization Review 
Committee by any individual is a violation of Maryland law. 

Chairs of Utilization Review Committees and individuals serving on 
those committees must take every precaution to protect this con¬ 
fidentiality. The Faculty intends to report all instances of 
breaches of this confidentiality to the Maryland Attorney General's 
Office. 


The PRO Monitoring Committee continues to review the activities of 
the federally designated Professional Review Organization. Many 
physicians have expressed concerns regarding actions of the PRO, 
particularly with respect to denial of hospital stays and overall 
communication problems. 

Faculty members are again encouraged to forward documentation to 
the PRO Monitoring Committee on specific cases where there may 
have been a compromise of quality care due to a PRO action. 

The Faculty has no review power nor legal authority over the PRO 
but does maintain a working relationship with the Delmarva Founda¬ 
tion for Medical Care. 


The Maryland Board of Medical Examiners is processing applications 
for "Medical Specialty Identification." The letters of identifi¬ 
cation are being mailed daily, according to the date the applica¬ 
tion was received by the Board. Plans are to have this process 
completed by June 1988. 


MEDICARE/ 

OBRA-87 


MAAC 

UPDATE 


RESOLUTIONS 

DEADLINE 


1988 

ANNUAL 

MEETING 


MEMBERSHIP 

DEVELOPMENT 


Since the last publication of the Executive Director's Newsletter, 
there have been questions from physicians regarding the proper 
method for billing clinical laboratory services performed in the 
office setting. 

Under present requirements, Medicare will not cover clinical 1 ab- 
oratory tests unless billed on an assigned basis. This applies to 
both participating and nonparticipating physicians, and it is now 
prohibited to bill Medicare beneficiaries directly for 1aboratory 
services. Failure to comply with this requirement could result in 
sanctions including civil monetary penalties. 


Congress has frozen physician reimbursement at 1987 levels for the 
first three months of 1988. Fee increases that were due on 
January 1, 1988 will not occur until April 1, 1988. Medicare Car¬ 
riers will issue a letter to all physicians in February 1988 to 
advise that existing participation agreements are extended to 
April 1, 1988 and to provide the option for new or continued 
participation for the remainder of the 1988 calendar year. 


The deadline for submission of resolutions for consideration at the 
1988 Annual Meeting of the House of Delegates is FRIDAY, MARCH 4. 
Resolutions must be sponsored by a Med-Chi member, a component 
society of the Faculty, the Council, or committees of the Faculty. 

A resolution introduced by an individual member must have the 
endorsement of either one-third of the membership of his/her 
component society or 30 members of his/her component society, 
whichever is smaller. 


The 1988 Annual Meeting will be held Wednesday-Friday, April 27-29 
in Baltimore. The meetings and exhibits will be held at the Balti¬ 
more Convention Center, sleeping rooms will be at the Harbor Court 
Hotel, and the Presidential Banquet will be held on Thursday , 

April 28 at the Hyatt Regency Hotel. 

Preliminary Programs were mailed to all members during the first 
week of February. If you have any questions about the meeting, 
contact Pat Munoz or Joann Cirillo at the Med-Chi offices. 


A review of the Faculty's current membership statistics reveal that 
overall, membership has remained static for the past several years. 
To increase membership, the Faculty's management structure is being 
reorganized to strengthen its marketing orientation and membership 
recruitment activity. Michael A. Murray, Director of Operations, is 
responsible for the development and implementation of this effort. 





QUALITY PRACTICE DIGEST 


Legal and Ethical Concerns of Medical Practice 


Physician Assistant 

All physicians are reminded that a physician who employs a physician assistant may not delegate a 
medical duty to a physician assistant that is inconsistent with the job description filed with the Board 
of Medical Examiners as required under S14.5-302 of the Health Occupations Article. A physician who 
signs the job description may not delegate the supervision of the physician assistant to another 
physician, unless the job description has been amended to include the other physician as a supervisor 
and has been approved by and is on file with the Board of Medical Examiners. 

Please note that a physician assistant may not prescribe drugs; this is not a medical duty that may 
be delegated to a physician assistant. 


Second Opinion 

Ethical Opinion 108 of the Compendium discusses the issue of the consulting physician who treats a 
patient of another physician sent to the consulting physician for a second opinion. 

Ethical Opinion 108 provides that: 

.01 The patient has a right to choose his or her physician unless the patient agrees to limit the 
choice by contract. 

.02 When a second opinion is required by an insurance or similar program, both the treating 
physician and the second physician should explain their respective roles to the patient. The 
second physician should not actively encourage or induce the patient to change physicians. 

.03 Should the patient freely choose to transfer his or her medical care, the second physician 
may accept the patient if he or she so chooses. The treating physician should honor the 
patient’s choice. 


.04 Should the second physician disagree with the treating physician’s opinion, a third opinion 
should be suggested. Whatever the outcome, the second physician should strive to 
communicate with the treating physician (Committee on Professional Ethics 6/27/85). 








Revision Of Amphetamine (Methamphetamine) Management Protocol 

The Executive Committee acted to amend the following Amphetamine (Methamphetamine) Management 
Protocol: 

1. Correspondence related to the prescribing, administering, and dispensing of amphetamine 

(methamphetamine) and received by the Maryland Division of Drug Control shall be referred 
to the Faculty for updating the computer tracking system and further referral to the 
Medical Consultant of that Division who is also Chairman of the Faculty’s Drug Committee. 

2. The Medical Consultant so designated by the Maryland Department of Health and Mental 

Hygiene will evaluate and review all pertinent medical documentation and either approve 
or disapprove amphetamine (methamphetamine) use in accordance with article 27, 285 
(a-2) and (b-1) of the Annotated Code of Maryland. 

3. The Medical Consultant’s decision will be reported to the Faculty for data base update, 

to the Division of Drug Control for information, and to the physician concerned. 

4. In accordance with this law, if there is any doubt as to the validity of the diagnosis for 
which the amphetamines (methamphetamine) are prescribed, the documentation shall 
be submitted to the Faculty’s Committee on Drugs for its review and advice. 

5. Correspondence related to the investigation of prescribing, administering and/or 
dispensing any other drugs or substances are not included in this protocol. These 
complaints must be forwarded to the Commission on Medical Discipline for investigation 
and recommendation. 


New Ethical Opinions 

The following Ethical Opinions were adopted by the Council at its January 23, 1988 meeting: 

Second Surgical Opinion A physician who renders a second surgical opinion may be asked to assist 
in the surgery. While not in and of itself unethical, the situation presents great opportunity for abuse. 
Accordingly, a physician rendering a second surgical opinion should only assist in that surgery if no 
other qualified physician is available. 









Medical Record Requests Involving Alternative Delivery Systems 

When dealing with medical record requests from alternative delivery systems, the physician’s primary 
concern must be the continuity of patient care. In every instance, the physician must supply enough 
information to the alternative delivery system to allow the uninterrupted care of the patient. 

Likewise, requests from physicians to alternative delivery systems for patient records must be honored 
and handled in a similar timely manner. The treating physician or the medical director within the 
system has the ultimate responsibility for providing these records. 

Physicians may charge alternative delivery systems for the transfer of medical records. 

Physician Dispensing Physician dispensing of drugs and other medical devices can be in the patient’s 
best interest. Physicians dispense only to their patients and should make the following disclosures: 

1. That the item is dispensed as a convenience for the patient and that the patient is not 

obligated to purchase the item; 

2. That the item may be purchased from a pharmacy or medical supply store of the patient’s 

choosing; and 

3. The physician’s charge for the item. 

Physicians should include the following information on the label of each medication (excluding samples 
and starter doses) dispensed from their offices: 

* Name and address of the physician; 

* Date the medication was dispensed; 

* Month and year when the medication expires, if known; 

* Special handling instructions for proper storage; 

* Name and strength of the medication; and, 

* Instructions for proper administration of the medication and significant interactions 

with other drugs or substances relevant to that patient. 

The physician should keep the manufacturer’s lot number on record. 













VOICE YOUR OPINION 


The Faculty’s Public Relations Committee is considering whether a logo and standardized title are needed for 
The Medical and Chirurgical Faculty of Maryland, and we would like your opinion. By answering the questions 
below, every member of Med-Chi can participate in the decision-making process. 

Please complete and detach the following questionnaire and mail it to: Med-Chi, Public Relations, 1211 Cathe¬ 
dral Street, Baltimore, MD 21201 no later than March 21, 1988. The results will be published in a forthcoming 
issue of the Maryland Medical Journal . 

We appreciate your help. 


1. Choose one of the following as a standard title for the organization: 

_A. Current title: The Medical and Chirurgical Faculty of Maryland 

_B. The Maryland Medical Association 

_C. Other: 


2. If you agree that Med-Chi needs a logo, please answer the following: 

A. What color combination would you suggest? 

B. What shape should our logo be? 

C. What symbol, if any, should be incorporated in our logo design (for example, 
caduceus or stethoscope)? 


3. Additional comments: 


* If you have a logo design idea, please send a sketch along with your questionnaire. 







NOT FOR 
SALE 



Every year the 
Government 
publishes thousands of BeCGUSG 
books. And every year 
the Government Printing Office sells 
millions of these books to people in the 
know. Now there’s a book that tells you 
about the Government’s “bestsellers”— 
but it’s not for sale . . . it’s free! 

It’s our new catalog of almost 1,000 of 
GPO’s most popular books. Books like 
Infant Care, Merchandising Your Job 
Talents , The Statistical Abstract, 

Starting a Business, The Space Shuttle 
at Work, How to Select a Nursing Home, 
Voyager at Saturn, and Cutting Energy 
Costs. 

This catalog includes books from 
virtually every Government agency. 


So the subjects 
range from 

It’s Free! agriculture, business, 
children, and diet to 
science, space, transportation, and 
vacations. And there are titles on 
military history, education, hobbies, 
physical fitness, gardening, and much, 
much more. There’s even a special 
section for recently published books. 

Find out about the Government’s 
bestsellers. Send today for a copy of 
the book we don’t sell. Write— 


New Catalog 

Post Office Box 37000 
Washington, D.C. 20013 












Looking after your patient 

is a big responsibility* 


We accept it. 


MEDICAL PERSOMMEL POOL® pro¬ 
vides the highest level of private nursing 
care available today. For hospital, medi¬ 
cal office or home care. 

From live-in companions, to RMs, 
MEDICAL PERSOMMEL POOL can pro¬ 
vide the professional care your patient 
needs. In the facility or in the patient's 
home. For short term or extended 
periods, 24 hours a day, seven days a 
week. And your medical orders will be 
carried out to the letter with written prog¬ 
ress reports supplied to you regularly. 

We also have the^ most stringent 
Code of Ethics and Practices in the sup¬ 
plemental nursing field.This gives you 
the highest level of private nursing care 
available today. When you recommend 
MPPsm, you're recommending a service 
that offers accountability, responsibility 


and close supervision of cases. 

Our employees are fully insured and 
experienced, affording complete protec¬ 
tion to our clients. Visits for supervision 
of home care patients and nursing care 
evaluation are made by the Registered 


Murse Home Care Supervisor. Our service 
rates are cost effective and private health 
insurance coverage is gladly accepted. 

And when your own office needs a 
nurse, medical assistant, lab or X-ray 
technician during an illness or vacation, 
MPP can offer prompt, efficient service. 

MPP is at your service. Contact the 
Director of Mursing Services or Home 
Care Supervisor at the office nearest you. 

Medical Personnel Pool® 

Baltimore East 529-3800 
Baltimore West 298-7665 
Silver Spring 587-3136 

D.C. Metro (703) 532-POOL 



Today's Psychiatry 


Hypnosis and Reincarnation Experiences 
JACOB CONN MD 


There are hypnotists who believe that the retrieval 
of reincarnation experiences is possible for almost 
everyone. The technique they use is relatively simple. 
The hypnotist begins by confiding that he can recall 
many of his past lives while under or out of hypnosis 
and by assuring his prospective subjects they also are 
capable of such experiences. The hypnotist tells the 
subject to concentrate on a flickering light or listen to 
a monotonous sound track while he drones “Deeper and 
deeper, deeper asleep, down, very relaxed, deeper, 
deeper....” The subject is instructed to imagine that 
he or she is traveling through time and moving toward 
a faint light at the end of a long tunnel. The hypnotist 
informs the subject that he or she will begin to relive 
an incarnation experience when he or she reaches the 
light or suggests that the pages of a calendar are slowly 
turning backward to a time before the subject was born. 

Hypnosis has also been used to “progress” the hyp¬ 
notic subject into the future where he or she can expe¬ 
rience episodes of what will happen. Hypnosis essen¬ 
tially is a method of creating a wish-fulfilling fantasy 
that is accepted as a reality by a susceptible subject. 

The concept of age progression is scientifically im¬ 
possible because it implies that events that never tran¬ 
spired actually can be envisioned. A more apt explana¬ 
tion is that the process is role playing by a suggestible 
subject. All hypnosis is self-hynosis. The essential fac¬ 
tor is not the power of the hypnotist but the willingness 
of the subject to be hypnotized. 

Spontaneous hypnotic reincarnation experiences are 
rare and usually do not occur without the direct sugges¬ 
tions and the continuous guidance of a biased hypnotist. 
In my series of 4,000 hypnotic subjects, there were no 
examples of spontaneous reincarnations. No such clin¬ 
ical reports have been published in the International 
Journal of Clinical and Experimental Hypnosis during 
the past 30 years. Nevertheless, hypnotists have re¬ 
ported subjects who vividly remember events from past 
lives. The much publicized case of Bridey Murphy has 
been explained as being a form of cryptomnesia: the 
retrieval of forgotton tales heard in childhood that are 
recalled as if they actually happened. 

Psychologists long have been aware of the spurious 
nature of self-reported reincarnation experiences. At 
the fourth International Congress of Psychology in 
1900, Theodore Flournoy, Professor of Psychology at 
the University of Geneva, stated that Catherine Muller, 
a medium who worked as a saleswoman, claimed to be 
the reincarnation of a fifteenth century queen of an¬ 
cient India, Queen Dimandine, and also of Marie An¬ 
toinette. Mrs. Muller reported she had lived on Mars 


Committee on Emotional Health, Gary W. Nyman MD, Chairman; 
Lino Covi MD, Editor. 


and could speak the Martian language. However, when 
these language patterns (glossolalia) were analyzed, 
they were found to be a variant of Hungarian, her 
father’s native language. Professor Flournoy published 
these studies in his book, From India to the Planet 
Mars, and explained Mrs. Muller’s reincarnation ex¬ 
periences in terms of wish-fulfilling dreams and the 
acting out of childhood fantasies. 

Freud, who had practiced hypnosis, was a skeptic. He 
said, “All that we can expect after death is to go on 
living in the recollection of our children.” Adler believed 
that “When we imaging ourselves coming to earth again 
through many incarnations, it is based upon a desire to 
be like God.” Jung, who also practiced hypnosis, said 
“A belief in reincarnation proves to me only the phe¬ 
nomena of belief, not the content of belief. Whether 
what continues to exist is conscious of itself, we do not 
know either. The conception that most people form of 
the hereafter is largely made of wishful thinking and 
prejudices.” Jung also asked “Have I lived before in the 
past as a specific personality? I don’t know.” 

Hypnosis makes it possible to believe in wish-fulfill¬ 
ing fantasies. There is no scientific proof that hypnotic 
subjects can retrieve actual reincarnations. It is a folie 
a deux to believe that a hypnotic subject can relive or 
recreate such reincarnation experiences. 


Doctor, Planning to Relocate? 

If you are moving or planning to, please let us 
know so that you won’t miss a single issue of the 
Journal. Just fill out the form below and mail it to: 
Doris Cicchini, Journal, 1211 Cathedral St., Balto., 
MD 21201. 

Old Address: 

Name: . 

Address: . 

City/Town: . 

State: .Zip Code: . 

New Address: 


Name: . 

Address: ... 

City/Town: . 

State:.Zip Code: . 

Telephone: . 

IMPORTANT: Date Effective: . 

Signature: .. Date: 
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One Minute with Diabetes 


The Diabetic School Child 


Problem: The six-year-old daughter of our neighbor 
was found to have diabetes about two months ago. Since 
then, the whole neighborhood (and especially the school 
the child attends) is in chaos. Some parents want the 
child withdrawn from regular classes because the chil¬ 
dren get frightened when she has hypoglycemic reactions. 
The little girl is losing weight and is very tearful. The 
child’s mother often asks me for advice because my 
husband is a physician. What can I do to help this family 
and the neighborhood? 

The first priority for everyone is education. 

• The school physician or the school nurse should 
advise teachers and parents that there is no chance for 
other children to develop diabetes from contact with 
this diabetic girl. Instructions should be given for her 
to be treated normally at all times except for between 
meal snacks if they are requested by her physician. 
However, these should be given during class breaks so 
as to be least conspicuous and disconcerting to class¬ 
mates; perhaps the whole class could have a snack at 
the same time. Teachers should receive information 
about the symptoms of hypoglycemic reactions and be 
prepared to cope with them should they occur. (Hypo¬ 
glycemic reactions should not occur with an adequate 
diabetic program.) 

• The parents of the child need intensive “diabetes 
education” without the presence of the child, who 
should remain in school. (In the past, this was done 
through hospital admission of the child, and the family 
was educated a little at a time during brief hospital 
visits. Such a system is both expensive and inadequate.) 
Diabetes education is so important that it should take 
priority over employment and other personal plans 
until it is completed. 

If these steps are taken, the child and the community 
will resolve their problems in less than a week in 95 


percent of the cases. Unfortunately, in this instance 
these things should have been done two months ago. 
The emotional trauma caused by the delay will take a 
little longer to overcome. If the parents are not com¬ 
passionate and emotionally mature, they may require 
family counseling. 

• When the opportunity presents itself, this little girl 
should attend one of the camps for diabetic children. 
Camp Glyndon,* operated by the Maryland Affiliate of 
the American Diabetes Association, is an excellent fa¬ 
cility in our area. Camp attendance teaches self-reliance 
in management of diabetes and allows the diabetic child 
to recognize that many other children have the same 
problem. Patients learn to participate in a full camp 
life under excellent supervision. 

When the child is allowed to go to camp, parents 
learn to reduce some of the “overprotectiveness” that 
is natural for all parents having children with health 
problems. 

• Urge the family to work with their physician, the 
school nurse, and the teachers. When another diabetic 
child comes along, the path will be much easier because 
everyone will have gained knowledge from this experi¬ 
ence. 

The local diabetes affiliate will provide many teach¬ 
ing aids and is an excellent source for continuing edu¬ 
cation. 

DeWITTE. DeLAWTER MD 
Editor 


* Information concerning Camp Glyndon may be obtained by con¬ 
tacting the American Diabetes Assoc.; Maryland Affiliate, Inc.; 3701 
Old Court Rd. Ste #19; Baltimore, MD 21208 (301-486-5516). 



CLARK MEDICAL/PROFESSIONAL BUILDING 
998 Edmondson Avenue 
Catonsville, Maryland 21228 
— site location — 


FINANCIAL ANALYSIS 

Do You Want to Lease? □ 

$1600 per month = 1073 sq. ft. 
Do You Want to Invest? □ 

Limited Partnership Available 
Do You Want to Own? □ 

Condominium Conversion 
Reservation 

ALL OF THE ABOVE □ 


A LIFESTYLE CHOICE 
(301) 747-6479 

Written Inquiries: PO. Box 9385 
Catonsville, MD 21228 
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Meridian wants you to know 


What you should know about 
Meridian Healthcare services and 
facilities. 


Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite” care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 



MERIDIAN 



21 West Road 

Baltimore, Maryland 21204 

301-296-1000 


Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians' information and referral guide. 


Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PAs with need for more than one information kit, please 
indicate the number of additional kits needed_. 
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HBP Commentary 


Heart RX: A New Tool for Physicians 
FRANK R. CLAUDY MD 

New educational materials will help the physician to maximize the “teachable mo¬ 
ment” in the patient-physician encounter. 


Dr. Claudy, a Fellow of the American Academy of Family Practice, 
is Assistant Professor of Family Medicine at the University of Mary¬ 
land School of Medicine; co-chairman of the Healthsite Subcommit¬ 
tee of the American Heart Association, Maryland Affiliate; and the 
Affiliate member of this Commission. 

At some point in every patient encounter, physicians 
are presented with a window of opportunity to com¬ 
municate health information effectively. This window 
may open to us just after a diagnosis is made, at the 
hospital bedside, or during the illness of a patient’s 
family member. It is the “teachable moment,” a time 
when our words have special importance and a maximal 
chance to effect healthy change. 

These teachable moments are frustratingly brief, 
however, due to circumstances involving both to our 
patients and the demands of practice. It is critical that 
we marshal our educational talents to make the most 
of the times we have. Good educational materials con¬ 
tinually are made available by different sources, al¬ 
though critical review often is required to assure sci¬ 
entific validity and bias-free presentation. 

The physician’s office (or healthsite) is a largely 
untapped resource. Patients are then a captive audience 
and are likely to associate health messages with the 
illness that brought them in for their appointments. 
Many studies have shown that physicians can invest 
educational materials with considerable importance by 
personally reviewing them with patients 1-2 rather than 
just placing brochures in the waiting area. 

The American Heart Association (AHA) has recently 
developed Heart Rx, a tool for physicians to expediently 
convey to patients information on diet modification 
and nutrition, high blood pressure control, smoking 
cessation, and the early warning signs of heart attack 
and stroke. The AHA’s mission is to reduce the mor¬ 
bidity and mortality due to cardiovascular disease 
(CVD). The fruits of a national effort, in which many 
organizations have participated, include a 33 percent 
decrease in deaths due to CVD over the last 15 years. 
While this is encouraging, more must be done: CVD 
remains the primary cause of death in this country, 
annually costing us approximately one million citizens. 1 

Unhealthy life-styles superimposed over pathoge¬ 
netic factors account for a large share of CVD-related 
disability and death. It is estimated that blood pressures 
remain uncontrolled in almost two thirds of our 25 
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million identified hypertensives. A third of our popu¬ 
lation continues to smoke cigarettes, and obesity con¬ 
tinues to be a prevalent condition. Today, the average 
adult serum cholesterol level, which has been declining, 
is about 210 milligrams percent. 4 If the populace could 
achieve a new average less than 200 mg percent, we 
might see as much as 20 percent decrease in CVD- 
related deaths. Evidence suggests that people are mak¬ 
ing healthier choices, but slowly. The AHA recently 
directed an intensive education campaign in schools, 
work environments, and the mass media, to promote 
“well behaviors.” 

Heart Rx has been extensively field-tested by family 
physicians, internists, and cardiologists in their offices, 
and found to be a valuable addition to their practices. 
Pre- and post-use patient surveys demonstrated that 
patients were becoming more informed about modifia¬ 
ble risk factors for heart disease and stroke; they also 
indicated more motivation to make healthy changes in 
their lives. 5 

Heart Rx is a compact desktop box containing col¬ 
lated materials that can be implemented at three levels. 
Level I provides heightened health awareness in the 
office environment with posters and display brochures. 
(Most doctors currently deploy educational materials 
this way.) At level II, materials are provided for use by 
physicians as a part of the patient visit, which can be a 
strong intervention. 

As an example, let us say that you have a patient 
returning to discuss routine screening labs, and the 
total cholesterol is moderately elevated. During your 
explanation of the risks of unchecked hypercholester¬ 
olemia, you detect in your patient heightened attention 
to your every word (fueled, perhaps, by an understand¬ 
able anxiety). This is the teachable moment. Reaching 
into the Heart Rx nutrition folder you produce the 
American Heart Association Diet. A glimmer of recog¬ 
nition passes over the patient’s countenance. After all, 
AHA developed this diet nearly twenty years ago, and 
most people have seen something of it. It is also the 
same as the Phase I diet for hypercholesterolemia. Now 
is the best chance for the patient to read, understand, 
and make a commitment to implement the material in 
this time-tested pamphlet. 

Three properties of a personal commitment that 
maximize the probability of long-term adherence to a 
treatment plan are that the commitment should be 
active, public, and uncoerced. 6 Heart Rx contains ma¬ 
terials to establish active commitment to change, in¬ 
cluding “agreeing to quit” forms for smokers, and self- 
report diet charts. “Public” indicates that the individ¬ 
ual making a committment will inform important oth- 
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ers about his or her proposed change in habit or life¬ 
style. This kind of information sharing is facilitated by 
good educational materials. Finally, the education strat¬ 
egy espoused by Heart Rx is based upon a model of 
patients as partners in health. By its flexibility, the 
module offers patients a feeling of control over their 
lives. There is no coercion involved. (By contrast, many 
of us, frustrated by recalcitrant individuals, occasion¬ 
ally may have tried punitive or threatening approaches 
to mandate adherence. Intimidation rarely works, and 
it is coercive). 

Level III of Heart Rx offers an additional tier of 
sophistication by providing patient reminder materials, 
follow-up handouts and even congratulatory diplomas 
for patients who successfully quit cigarettes. Included 
are instructions for training office staff in the use of 
“tickler systems,” so that your energy remains focused 
where it should be—on direct patient contact. 

AHA’s imprimatur on every document in Heart Rx 
guarantees that all the information is backed by the 
research community and medical consensus. Included 
are well-referenced scientific statements covering the 
rationale behind all the patient education materials, 
which are helpful in answering patients’ questions and 
may be prompted by brochures or posters on the office 
wall. Components of the module will be updated as new 
information becomes accepted medical practice. (For 
instance, the scientific statement on nutrition is being 
revised to reflect the new standards for blood choles¬ 
terol.) 

Heart Rx is inexpensive. To order Heart Rx, write: 
American Heart Association, MD Affiliate; 415 N. 
Charles St.; Baltimore, MD 21202. Or call 685-7074. 
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Highlights: Executive Committee 
ana Council Actions 


Executive Committee - October 15, 1987 

• Minutes The Executive Committee minutes of 
September 17, 1987 were approved as distributed. 

• Introduction J. David Nagel MD, Vice-Chairman, 
introduced Jean Bienemann, Esquire, who will be work¬ 
ing with Gerard Evans in the Government Relations 
Department of Med-Chi. 

• Accident Awareness Program Correspondence 
from John L. Morgan MD of Kent and Queen Anne’s 
Hospital in which he expressed his concern over the 
high mortality rate in Kent County as a result of 
automobile accidents was discussed. Dr. Morgan has 
proposed that the local medical society form a commit¬ 
tee to enlist the support of educators, public officials, 
emergency physicians, and service organizations to de¬ 
termine a means of educating the public in taking 
precautions to prevent automobile deaths. Executive 
Director Angelo Troisi suggested that Med-Chi become 
involved in this proposal of Dr. Morgan’s; the commit¬ 
tee concurred. 

• Med-Mutual Proxies Discussion of the imple¬ 
mentation of the House of Delegates’ motion con¬ 
cerning the collection of proxies for the election of 
Med-Mutual’s Board Members was discussed at length. 
Gerard Evans advised the committee that legislative 
proposals were being considered that could preempt the 
necessity for gathering the proxies; however, it was 
noted the action called for in the House motion must 
be carried out. 

Dr. Yosuico moved that the proxies should be col¬ 
lected through the component societies, each society 
designating its own representative on the proxies. The 
motion was adopted, and Med-Chi staff will coordinate 
the implementation of this procedure with the compo¬ 
nents. 

Mr. Troisi reported that one of the specialty societies 
had inquired whether Med-Chi had established a pro¬ 
cedure for gathering proxies and wished to be advised 
as to how to proceed. It was agreed that Med-Chi should 
respond that we will work through the component and 
specialty societies to accomplish this. 

• Legislative Update—Peer Review System 
Gerard Evans met with Delegate John G. Gary and 
discussed Delegate Gary’s letter indicating his desire to 
create a Malpractice Board that would delicensure phy¬ 
sicians who have had more than two successful tort 
actions against them. The peer review system was ex¬ 
plained to Delegate Gary, and he has withdrawn the 
legislation; however he indicated he expects a great deal 
from Med-Chi and looks to us for leadership and com¬ 
mitment when dealing with errant physicians. 

• Senior Outreach Program Mr. Evans reported 
the Senior Outreach Program is continuing and, as of 
this date, six meetings have been held with represent¬ 
ative senior groups. Although most seniors remain 
unconvinced and therefore supportive of Mandated 
Medicare Assignment, the program has received ac¬ 


claim from members of the General Assembly. 

• AIDS Education Med-Chi’s letter to Maryland 
legislators supporting AIDS education in the schools 
and an article in the Washington Post reporting an 
emergency regulation had been approved by the Mary¬ 
land legislature requiring AIDS education in Maryland 
schools were distributed to the Committee for infor¬ 
mation. 

• Medical Mutual Leon E. Kassel MD informed the 
Committee that Raymond Yow MD, Acting CEO of 
Med-Mutual, asked to meet with him and Mr. Troisi to 
discuss the future relationship of Med-Mutual and 
Med-Chi and indicated a very positive attitude toward 
improving relations between the two organizations. 

• Maryland Foundation for Health Care As a 
matter of information, Mr. Troisi reported that Judith 
Redding, Executive Director of the Foundation, will be 
on leave for the next three weeks and that Michael 
Murray, Director of Med-Chi’s Operations, will oversee 
the activities of the Foundation in the interim. 

• Maryland Medical Laboratory, Inc. Jose M. 
Yosuico MD briefed the Committee on a recent meeting 
with Selvin Passen MD of the Maryland Medical Lab¬ 
oratory, and Bernard Kleiman MD, President of the 
Baltimore County Medical Association, at which they 
discussed legislation being considered by the Baltimore 
County Council concerning construction of incinerators 
in the county. The Baltimore City Medical Society has 
expressed its opposition to this legislation, taking the 
position that decisions affecting the health and well¬ 
being of the community would be placed with county 
agencies that have no expertise in the health field, and 
has requested Med-Chi support of their position. 

Following discussion, the Committee took no position 
on this issue, indicating it was not within Med-Chi’s 
jurisdiction to do so in that it was not a statewide 
matter but an issue to be decided by the county. 
However, the Committee had no objection to the re¬ 
quest of Dr. Yosuico that a member of the Committee 
attend a meeting of the Baltimore County Council on 
October 28. 

• Nurse Shortage Addressing the present shortage 
of nurses in Maryland, Mr. Troisi advised the Commit¬ 
tee that there is a Governor’s Commission studying the 
issue and that the Center for Nursing is spearheading 
a drive to attract nurses into the state. To lend assist¬ 
ance, Med-Chi will send a communication to all com¬ 
ponent and specialty societies requesting their opinions 
on how this problem can be resolved. 

• Blue Cross/Blue Shield Dr. Kassel gave a brief 
report on a meeting he and Donald T. Lewers MD had 
attended at the personal request of Blue Cross/Blue 
Shield for discussions regarding malpractice insurance 
premiums. 

• Building Acquisition Joseph Harrison reported 
that Med-Chi had been approached regarding possible 
interest in the acquisition of the building located at 
1202 Maryland Avenue, adjacent to the Med-Chi Cog¬ 
gins Building. The owner, Mr. Croker of Albert Gunther 
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Hardware, Inc., purchased the building in 1984, has 
partially renovated it, and has quoted a selling price of 
$250,000, which is negotiable. The building would pro¬ 
vide Med-Chi with much-needed office space and stor¬ 
age space, as well as a garage that would provide four 
parking spaces. 

After discussion, the Committee adopted a motion to 
encourage staff to keep negotiations ongoing with the 
seller until the next Council meeting, November 21, 
and referred the matter to the Building Committee for 
a recommendation to the Council at that meeting. 

Executive Committee—November 12, 1987 

• Committee on Hospital Medical Staffs The Ex¬ 
ecutive Committee accepted the following recommen¬ 
dations of the Committee on Hospital Medical Staffs 
for referral to Council: 

The distribution of AMA model hospital staff bylaws 
to the 52 hospital medical staffs in Maryland with 
the recommendation that individual hospital bylaws 
be reviewed and updated if necessary so as to comply 
with AMA recommendations; 

That all active members of medical staffs, geographic 
and nongeographic, be treated equally in terms of 
qualifications for positions on hospital staff commit¬ 
tees, staff governance bodies (i.e., officers of the 
medical staff), and representation on hospital govern¬ 
ing bodies elected by the general medical staff; and 
That the Faculty develop a centralized legal service 
to advise subscribing medical staffs on legal matters 
of concern. 

• Public Relations Committee The Executive 
Committee reviewed and approved criteria submitted 
by the Public Relations Committee for a Citizenship 
Award for nonhealth professionals. The nominee se¬ 
lected as the most outstanding will receive a plaque at 
Med-Chi’s Semiannual Meeting. The Executive Com¬ 
mittee approved the expenditure of $75 for the plaque. 

• Legislative Update Gerard Evans, Director of 
Government Relations, stated that the malpractice 
problem is going to be a major issue during the 1988 
legislative session and all our activity in Annapolis will 
have bearing on the peer review issue. 

Mr. Evans pointed out that from the legislators’ point 
of view, there is no difference between the Commission 
on Medical Discipline, the Board of Medical Examiners, 
and Med-Chi and from this perspective, Med-Chi is 
seen as responsible. He reported that there appears to 
be a move to institute the Florida system of peer review, 
which has lay people and lawyers who judge the physi¬ 
cians much like a malpractice trial. 

The Committee was informed that the Secretary of 
Health has spoken of creating an organization consist¬ 
ing of the deans of the two medical schools, the Board 
of Medical Examiners, the Commission on Medical 
Discipline, the President of Med-Chi, and the physician 
Deputy Secretary of Health. This group might set policy 
for discipline, licensing, deal with all regulations, set 


standards of care, and so forth. 

• Alliance for Responsible Health Policy The 

Committee reviewed the synopsis on the Alliance as 
presented and agreed that any prefiled legislation con¬ 
cerning the activities of the coalition needs to be fol¬ 
lowed. It is understood that this information has been 
provided to the chairman of the Legislative Committee 
and that committee will continue to follow-up the future 
activities of the Alliance. 

• HCAO/Board of Medical Examiners Mr. Troisi 
updated the Executive Committee regarding an issue 
between the Health Claims Arbitration Office and the 
Board of Medical Examiners that revolved around the 
Board rejecting the request of the HCAO to send a copy 
of its panel data form with the renewal application for 
licensure. The Board’s Secretary, Dr. Arthur Keefe, 
forwarded an Attorney-General’s opinion that stated it 
was not the responsibility of the Board to become 
involved in HCAO mailout. Med-Chi received a call 
from the Governor’s office requesting Med-Chi’s assist¬ 
ance in resolving the problem; Med-Chi complied, and 
the task was accomplished. 

• Historical Exhibit Joseph Jensen announced that 
the Faculty’s Auxiliary had won the grand prize for a 
History of Medicine exhibit at the annual meeting of 
the Southern Medical Association Auxiliary. The ex¬ 
hibit featured items loaned to the Med-Chi Auxiliary 
from the Faculty’s collection of historical articles of Dr. 
John Archer, founder of the Medical and Chirurgical 
Faculty. The Executive Committee suggested that a 
letter be sent to the Auxiliary congratulating them for 
winning the grand prize for the display. 

• Physicians Reliance Association Mr. Troisi 
updated the Committee on the status of the Physicians 
Reliance Association (PRA). The Insurance Commis¬ 
sioner’s office had issued an announcement that the 
PRA group had withdrawn from the State of Maryland 
as of November 5. That matter left some problems 
pending, such as the status of those physicians who 
purchased coverage and what period of time would their 
policies be effective, if at all. Mr. Troisi further stated 
that Dr. Kassel and Dr. Fred Miltenberger met on 
November 8 in Cumberland and that Dr. Miltenberger 
indicated his willingness to do whatever could be done 
from the standpoint of Med-Mutual to be prepared to 
assist these physicians, if possible. Further identifica¬ 
tion of the impact of this matter will be forthcoming. 

• Resolution on Health Care for the Elderly A 
letter to Governor Schaefer enclosing the Faculty’s 
resolution on the delivery of quality health care to the 
elderly together with a resolution adopted by the Mas¬ 
sachusetts Medical Society describing the negative ef¬ 
fects the present environment in Massachusetts is hav¬ 
ing on the practice of medicine in that state were 
distributed to the Committee for information. The let¬ 
ter conveys to the Governor the continued support of 
Maryland physicians in the delivery of quality health 
care to all citizens of Maryland. Individual copies were 
also sent to each legislator. 
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Council—November 21, 1987 


• Minutes The minutes of the Council and Executive 
Committee were acted upon as follows: 

Minutes approved: Council, Saturday, 

September 26, 1987 

Minutes accepted: Executive Committee, 
September 17, 1987 
Executive Committee, 

October 15, 1987 

• Emeritus Membership Council approved Emeri¬ 
tus Membership for the following physicians (all re¬ 
tired): 

Allegany County Ralph Reiter MD 

Cumberland 

Baltimore City Elihu Allinson MD 

Stevenson 

Theodore Kardash MD 
Baltimore 

Garrett County James H. Feaster, Jr., MD 
Oakland 

Affiliate Members Albert B. Esquenazi MD 
Miami, FL 

Walter D. Carver MD 
South Hadley, MA 


These names will be submitted to the House of Dele¬ 
gates for consideration at the 1988 Annual Meeting. 

• Dues Waiver The following physician was granted 
a Dues Waiver for 1988 as requested by the component 
society indicated: 

Charles County Vernon B. Dettor MD, 

La Plata (physical disability) 

• Meeting Date Approved The Council meeting 
date of Saturday, January 23, 1988 was approved. 

• Presentation to Auxiliary Dr. Jose Yosuico, on 
behalf of the Building Committee, presented Mrs. 
Ching Barretta, Auxiliary President, and Mrs. Mildred 
Taylor, Chairman of the Auxiliary’s Building Commit¬ 
tee, with a framed drawing of the Faculty building in 
appreciation of the Auxiliary’s contribution to the Med- 
Chi Building Fund. 

• Building Update Dr. Yosuico, on behalf of the 
Building Committee, reported that the renovations un¬ 
der contract with the architect and general contractor 
have been completed, except for some necessary correc¬ 
tions for which we are withholding payment pending 
final completion. He stated that additional work in 
progress on the upper floors of the old building should 
be entirely completed by June 1988. 

Building Fund Assessment —Dr. Yosuico informed 
the Council that most of the building fund assessments 
have been paid with the exception of 67 delinquents, 
which the component societies have been asked to assist 
in collecting. 

Proposal to Acquisition Property —The Council was 
presented with a proposal of the Building Committee 
to purchase property located at 1202 Maryland Avenue, 
adjacent to the Coggins Building. The building has been 
inspected by staff and Dr. George S. Malouf, Chairman 


of the Building Committee and has been found to be in 
sound condition. If purchased, the building could serve 
as an opportunity to increase the Faculty’s assets 
through rental or other profit-making operations. 
Council discussions of the asking price of $250,000 
resulted in a motion, which after amendment was 
adopted, authorizing staff to conduct negotiations to 
purchase the building for the lowest price possible, up 
to $225,000. 

• Peer Review Resolution A resolution on peer 
review was presented to the Council on behalf of pres¬ 
ident Leon E. Kassel MD. Following discussion in 
which three minor changes were made by amendment, 
the resolution was passed unanimously for distribution 
as appropriate. The resolving clauses read as follows: 

Resolved, That the Council of the Medical and Chirurgical 
Faculty of the State of Maryland continues to dedicate itself to 
carrying out its responsibilities as defined by its charter by 
collecting and coordinating information on the activities of all 
Maryland organizations associated with physician discipline, by 
analyzing this information, and by reporting it in a comprehen¬ 
sive and understandable manner; be it further 
Resolved, That the Council of the Faculty continues to dedicate 
itself to the special effort of improving communication and 
insuring the rapid due process of all actions within the peer 
review system with the ultimate goal of protecting the public 
and enhancing the profession of medicine. 

• Hospital Medical Staffs Committee Upon rec¬ 
ommendation of the Committee on Hospital Medical 
Staffs, the Council adopted the following recommen¬ 
dations: 

That the Executive Committee approve distribution of AMA 
model hospital staff bylaws to the 52 hospital medical staffs in 
Maryland with the recommendation that individual hospital 
bylaws be reviewed and updated if necessary so as to comply 
with AMA recommendations; 

That all active members of medical staffs, geographic and 
nongeographic, be treated equally in terms of qualifications for 
positions on hospital staff committees, staff governance bodies 
(i.e., officers of the medical staff), and representation on hos¬ 
pital governing bodies elected by the general medical staff; and 
That the Faculty develop a centralized legal service to advise 
subscribing medical staffs on legal matters of concern. 

• Maryland Foundation for Health Care Update 

Dr. Raymond M. Atkins, Secretary, presented a report 
on current activities of the Maryland Foundation for 
Health Care. It was reported that the financial situation 
of the Foundation is improving and that a schedule for 
repayment of funds owed to the Faculty is planned. The 
efforts of the Faculty in maintaining the viability of the 
Foundation were reaffirmed. 

• Personnel Policies The Council considered the 
updated personnel policies as presented by Dr. Nagel. 
Following a lengthy discussion, a motion as passed 
endorsing the fact that the Executive Director has the 
authority to set personnel policies within the con¬ 
straints of the Faculty budget. 

• Physicians Reliance Mr. Troisi updated the 
Council relative to the withdrawal from the Maryland 
market of the Physicians Reliance Association (PRA). 
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He stated that 40 physicians had purchased coverage 
for medical liability insurance through PRA. He also 
stated that at least two hospitals had notified some of 
their physicians that the hospital insurer had ques¬ 
tioned the appropriateness of physicians retaining staff 
privileges if they were insured by PRA. This matter 
requires further review; however, it has been the posi¬ 
tion of PRA that those policies issued in good faith in 
the State of Maryland prior to the withdrawal of PRA 
are in force and will remain in force through the full 
recovery period, which is a minimum of 12 months. 
This length of time is important because it had been 
reported previously that some policies were for a 6- 
month period, which would have caused a crisis within 
the medical community in December of 1987. This 
update will be included in the next issue of the Presi¬ 
dent’s Letter to the membership. 

• Legislative Update Mr. Evans briefed the Council 
on the gravity of the anticipated Washington Post news¬ 
paper article due to be released sometime in late Decem¬ 
ber. He assured the Council that every single piece of 
legislation of medical significance will be colored by the 
scathing report expected from not only the Post article 
but also the comcomitant media fallout. Mr. Evans 
noted that Tort Reform and other proactive, aggressive 
legislative measures will be difficult, if not impossible 
to pursue given the crisis in confidence many members 
of the legislature feel toward physicians peer review. 
He has received reliable reports that legislation has 
been drafted that will remove some or all of the peer 
review decision-making process from physicians’ man¬ 
agement and control. 

• Peer Review Update Mr. Troisi informed the 
Council that a Task Force on Peer Review had been 
appointed by Dr. Kassel to implement the tasks as 
outlined in the peer review resolution. He further stated 
that in light of recent negative reviews by the press 
concerning the peer review system in Maryland, staff 
was in the process of developing a position paper on 
peer review for presentation to the press during a news 
conference to be held at Med-Chi in December. This 
information will be distributed to every newspaper in 
Maryland and to the legislators. 

Dr. Hilary O’Herlihy, Chairman of the Commission 
on Medical Discipline, reported on the activities of the 
Commission, the processing of cases, and recent bad 
reviews by the press criticizing the decisions made by 
the Commission in the disciplining of physicians. Dr. 
O’Herlihy defended the actions of the Commission, 
stating that each case is judged on its own merit. 


Area meetings and course announcements 
are listed each month under 
Doctors Take Note 
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Cover Story 


The More Things Change ..., 


Eighty years ago this month, G. Milton Linthicum 
MD, Chairman of Med-Chi’s legislative committee, was 
in Annapolis testifying before the 1908 legislature on 
behalf of a Public Health Building to house Maryland’s 
health related agencies. The State Board of Medical 
Examiners, established fifteen years earlier in 1892 at 
the Faculty’s encouragement, was still without state 
funding and without an office. The same was true of 
other state health agencies, the Maryland Board of 
Health, the Tuberculosis Commission, and the Mary¬ 
land Lunacy Board. 

With the names changed to J. Leonard Lichtenfeld 
MD, and Israel H. Weiner MD, the current Co-Chair¬ 
men of Med-Chi’s legislative committee, and the sub¬ 
jects changed to issues like funding for the Maryland 


Commission on Medical Discipline, the scene reoccurs 
daily in Annapolis during this legislative session. 

Med-Chi differs from most other state medical soci¬ 
eties in that it was established by a charter from the 
legislature with a charge to protect the health of Mary¬ 
land’s citizens and to promote the spread of medical 
knowledge. For 189 years, Med-Chi has been the voice 
speaking on behalf of patients and physicians during 
the annual legislative sessions in Annapolis. 

The following article, from the February 23, 1908 
issue of The News, preserved in the Faculty’s Archives, 
shows your medical society at work eighty years ago. 

Joseph E. Jensen, Director 
Department of Health Policy Research 
and Information Systems 


PUBLIC HEALTH INSTITUTION 


Splendid Opportunity for State to 
Aid Worthy Cause. 

A delegation of physicians from Balti¬ 
more and from the counties of Maryland 
will visit Annapolis this morning to ap¬ 
pear before the legislature in the interests 
of the bill appropriating $100,000 for a 
public health Institution and library build¬ 
ing for the Medical and Chirurgical 1’'ac¬ 
uity of Maryland. 

The new building, as the name indi¬ 
cates, will net only be the home of the 
library of the faculty, which Is composed 
of thousands of rare and costly publica¬ 
tions, Invaluable to the medical profession 
for consultation in treating diseases, but 
In the new structure will also be located 
all of those activities of the state which 
work toward the dissemination of knowl¬ 
edge regarding public health, and which 
are actively engaged in combating disease. 
Among these activities may be mentioned 
the State Board of Health, the Tubercu¬ 
losis Commission, which will of necessity 
require permanent headquarters in this 
city; the State Lunacy Board, which has 
the supervision of all the insane in tlie 
state; the State Board of Medical Ex¬ 
aminers, which has for 15 years been 
forced to shift about the city to find suit¬ 
able quarters in which fo hold the exam¬ 
inations and to transact its business, and 
the city offices of the state hospitals of 
the Insane. Then, also, a profession, the 
work of which is closely allied with that 
of the medical profession, that is, the 



Pharmaceutical Association, which will 
have a hall In the new building, and 
toward which the pharmacists have raised 
$5,000. 

A pressing public necessity is a suitable 
hall in which to hold public meetings for 
lectures dealing with matters of public 
health. These lectures are, so to speak, 
“the ounces of prevention,” which go di¬ 
rectly to the public and which will event¬ 
ually prevent a vast amount of disease 
and suffering. 

The profession of Maryland is now in 
a position where they feel it absolutely 
necessary to bring the results of their 
labors before every member of the pro¬ 
fession. In other words, they need a 
medical clearing-house, where all new 
Ideas may be at once imparted by word 


of mouth or by ready distribution of med¬ 
ical books to their colleagues, who are 
from lack of opportunity prevented from 
learning and utilizing ail the improved 
methods In the treatment of their patients. 

Looking at the question In a cold-blood¬ 
ed, calculating way, it has been found 
that the life of each working man is worth 
on an average $1,000 to the community 
in which he lives. If he dies of typhoid 
fever, for instance, the state loses not only 
the thousand dollars, but frequently his 
children become a charge on the county 
In which he lived. 

Tile physicians of the city and state 
have contributed thousands of dollars 
toward the new building, their total con¬ 
tributions being nearly $50,000. They now 
ask that the legislature, representing the 
people, should do its part, by giving finan¬ 
cial assistance to this work which will 
directly benefit every citizen of the state. 

As one example of the fact that money 
would be saved to the state by centralizing 
the state medical and other health activi- 
. th, “ fact that the State Board of 
Hea tli is paying a yearly rental of $1,200 
for quarters that are inadequate to me 
T ade u P° n them, and the board 
ji «ui, en r/ 0rc0fl t0 combine with the City 

n.Rith r>op artmPnt 1m ,, t! , Wf , tnrv 

The chairman of the legislative com¬ 
mittee of tlie faculty is I'r. G. Milton 
Linthicum. The chairman of the soliciting 
committee, which lias raised $48,000. is 
Dr. A. P. Herring, and Dr. E. N. Brush, 
chairman of the building committee, which 
has selected a site. 

The State of Maryland now has an 
opportunity to become the pioneer In states 
having a public health institution. 
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Discipline Commission Action 


In the Matter of 

Ali A. Azima MD 
Before the 

Commission on Medical Discipline 

Findings of Fact, 

Conclusions of Law and Order 

Based on certain information coming to the attention 
of the Commission on Medical Discipline (the “Com¬ 
mission”), the Commission determined to charge Ali A. 
Azima MD (the “Respondent”) with violation of Sec¬ 
tion 14-504(26) of the Medical Practice Act, Health 
Occupations Article, Annotated Code of Maryland, in 
that he was subject to investigation or disciplinary 
action by a licensing or disciplinary authority of another 
state for an act that would be grounds for discipline 
under the Medical Practice Act, to wit: professional 
incompetence. 

Appropriate notice of the charges and grounds from 
which they arose, was given to Respondent by letter 
dated June 30, 1987. 

Findings of Fact 

Based on evidence produced at the hearing, the Com¬ 
mission finds that: 

1. At all times relevant to this case, Respondent was 
a physician licensed to practice medicine in the State 
of Maryland; 

2. On January 15, 1985 the Florida Board of Medical 
Examiners issued an order suspending Respondent’s 
license to practice medicine in Florida and providing 
for a stay of the suspension and imposing conditions of 
probation. 

3. This action of the Florida Board was based on a 
finding of fact that Respondent has violated Section 
458.331 (l)(t), Florida Statutes that states as a ground 
for discipline, “Gross or repeated malpractice or the 
failure to practice medicine with that level of care, skill 
and treatment which is recognized by a reasonably 
prudent similar physician as being acceptable under 
similar conditions and circumstances.” 

4. The violation of the Florida Statute was based on 
findings that he failed to send tissue specimens to a 
pathologist for examination after performing termina¬ 
tion of pregnancy procedures on two patients; failed to 
determine the Rh factor of a patient; and inserted an 
IUD into a patient without taking adequate precautions 
to ensure that the patient was not pregnant at the time 
of insertion. 

5. The acts that gave rise to the order of the Florida 
Board of Medical Examiners would be grounds for 
discipline under the Medical Practical Act, to wit sec¬ 
tion 14-504(4), professional incompetence. 

Conclusions of Law 

Based on the foregoing Findings of Fact, the Com¬ 
mission finds that the Respondent violated Section 14- 
504(26) of the Medical Practice Act in that he was 


disciplined by the licensing and disciplinary authority 
of another state for an act that would be grounds for 
discipline under the Maryland Medical Practice Act. 

Order 

Based on the foregoing Findings of Fact and Conclu¬ 
sions of Law, it is this 3rd day of November 1987 by a 
majority vote of those members of the Commission 
hearing this case, hereby 

ORDERED that the license of the Respondent, Ali 
A. Azima MD, to practice medicine be SUSPENDED, 
and it is further 

ORDERED that the Suspension be STAYED, upon 
the performance of the following conditions: 

1. That the Respondent fully comply with the re¬ 
quirements of the Order of the Florida Board of Medical 
Examiners dated January 9, 1985, which are: 

a. That the Respondent make semiannual appear¬ 
ances before the Florida Board of Medical Ex¬ 
aminers for a period of three years from January 
15, 1985; 

b. That the Respondent shall earn 50 hours of 
Category I continuing medical education an¬ 
nually from January 15, 1985 and continuing 
through the probationary period. 

2. That the Respondent file with the Commission a 
certificate of the Florida Board of Medical Examiners 
that the Respondent has fully complied with its order 
of January 9, 1987. 

3. That on filing of the aforesaid certification, Re¬ 
spondent may petition the Commission for termination 
of this Suspension. 

ORDERED that in the event that the Commission 
determines, after notice to the Respondent and an 
opportunity to be heard, that the Respondent has not 
complied with the conditions set forth herein, the Com¬ 
mission shall impose the Suspension and may proceed 
with such additional charges as the Commission deems 
appropriate. 

HILARY T. O’HERLIHY MD, Chairman 
Commission on Medical Discipline 


In the Matter of 
Yin Chuan Hung MD 
Before the 

Commission on Medical Discipline 

Order for Summary Suspension 
of Medical License 

Based on its review of information received from the 
Medical and Chirurgical Faculty (“Med-Chi”) Peer Re¬ 
view Committee and Med-Chi’s Committee on Drugs 
regarding the medical practice of Yin Chuan Hung MD 
(the “Respondent”), the Commission on Medical Dis¬ 
cipline (the “Commission”) makes the following Find- 
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ings of Fact, Conclusion of Law, and Order. 

Findings of Fact 

Based on all the information known and available to 
it the Commission has reason to believe that: 

1. Respondent is a solo practitioner in family prac¬ 
tice medicine in Maryland; 

2. Respondent’s medical knowledge is deficient in¬ 
sofar as: 

a. Respondent cannot diagnose significant pa¬ 
thology as is demonstrated by his treatment of 
Patients A and B. 

Patient A presented at Eugene Leland Memo¬ 
rial Hospital (“Leland Hospital”) with malaise, 
weight loss and fever for two weeks, increasing 
neck discomfort, and dizziness. When Re¬ 
spondent saw Patient A at Leland Hospital, he 
failed to properly evaluate and diagnose the 
condition of Patient A, and did not request 
appropriate testing and consultation. An infec¬ 
tious disease consult was recommended. Re¬ 
spondent refused to permit an infectious dis¬ 
ease consult. Although there had been a nega¬ 
tive x-ray for pneumonia three (3) days prior 
to discharge, on discharge Respondent diag¬ 
nosed pneumonia without obtaining confirm¬ 
ing x-rays to verify the location and extent of 
the pneumonia. Respondent discharged Pa¬ 
tient A prior to adequate resolution of Patient 
A’s disease leading to further complications. 
Patient A was admitted to Prince George’s 
Hospital Center with a cerebrovascular acci¬ 
dent (“CVA”) due to bacterial emboli, endocar¬ 
ditis, aortic regurgitation, and pulmonary 
edema 48 hours after discharge from Leland 
Hospital. 

Patient B was admitted to the Leland Hospital 
Intensive Care Unit with pulmonary edema, 
accelerated hypertension, heart failure, and se¬ 
vere anemia. Further work-up was planned by 
another physician. When it was discovered that 
Respondent was Patient B’s physician, Re¬ 
spondent was contacted by the Leland Hospital 
staff. Respondent failed to recognize the need 
for further testing and consultation for Patient 
B. Respondent had Patient B sign himself out 
of Leland Hospital contrary to prior medical 
advice. 

As a result of Respondent’s treatment of Pa¬ 
tients A and B, Respondent was summarily 
suspended from Leland Hospital. 

b. Respondent lacks a working knowledge of 
pharmacology: 

1) The medications prescribed by Respondent 
often do not correlate with Respondent’s 
diagnosis; 

2) Respondent often overprescribes certain 
controlled dangerous substances or often 


incorrectly prescribes; 

3) Respondent does not know the interactions 
of different medications; 

4) Respondent does not know which dosages 
of controlled dangerous substances are 
proper; and 

5) At times Respondent has prescribed on de¬ 
mand and has prescribed to drug abusers. 

c. Respondent cannot distinguish between a pa¬ 
tient who is a drug abuser and one who has a 
medical problem which requires treatment us¬ 
ing controlled dangerous substances. 

d. Respondent can not correctly distinguish de¬ 
pressive illnesses. 

3. Respondent’s practice of medicine is deficient in¬ 
sofar as Respondent fails to: 

a. Obtain historical, physical, and laboratory data 
insofar as Respondent often fails to: 

1. Obtain a complete patient history 

2. Make physical findings 

3. Order appropriate laboratory tests 

4. Perform adequate medical work-ups 

5. Analyze laboratory results 

6. Make a differential diagnosis 

b. Seek consultation when appropriate; 

c. Know how to give or properly read an EKG. 
Respondent administers EKGs in his office and 
does not ask for consultations to assist him in 
interpreting the EKGs; 

d. To make a comprehensive correlation between 
the physical examination, the diagnosis and the 
treatment; 

e. Respondent’s medical treatment is not justified 
by the diagnosis made. 

4. Respondent’s medical record keeping is deficient 
insofar as 

a. There is an absence or incomplete development 
of the history of the patient, physical exami¬ 
nations, differential diagnosis, progress notes, 
and scheduling of future patient assessments; 

b. There is a lack of interrelation between the 
various components of SOAP (Subjective, Ob¬ 
jective, Assessment, Plan) format; 

c. Respondent often fails to record the patient’s 
history, physical findings, laboratory tests or¬ 
dered and the results of those tests, progress 
notes, a differential diagnosis; Respondent 
often fails to record the reasons for prescribing 
controlled dangerous substances; 

d. There is often a lack of documentation as to 
why certain laboratory tests are ordered and a 
lack of documentation as to what, if any, action 
was taken as a result of the laboratory tests.* 

5. A family practitioner is a primary care physician 
and is expected to handle the vast majority of patient 


* The patients’ records reviewed that support these findings are 
attached to this document as Exhibit A but will not be made public 
to protect patients’ confidentiality. 
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problems and complaints. To practice competently a 
family practitioner must be able to obtain historical, 
physical, and laboratory data; to adequately diagnose a 
medical condition; have an adequate knowledge of phar¬ 
macology; have adequate medical knowledge; and be 
able to recognize significant pathological conditions. 

6. The failure of a family practitioner to obtain his¬ 
torical, physical, and laboratory data; the failure to 
adequately diagnose a medical condition; the failure to 
have an adequate knowledge of pharmacology; the fail¬ 
ure to have adequate medical knowledge; and the failure 
to recognize significant pathological conditions places 
patients in imminent danger and demonstrates an ina¬ 
bility to competently practice medicine, particularly as 
a family practitioner. 

7. A family practitioner is a primary care physician 
and is expected to handle the vast majority of patient 
problems and complaints. To fulfill this role the phy¬ 
sician must be able to develop a reasonable differential 
diagnosis based on historical, physical, and laboratory 
data. This information must be adequately documented 
in order to assure the health, safety, and welfare of her/ 
his patients. Data must be collated and assembled in 
such a fashion that another health professional can 
assume responsibility for the care of the patient and in 
such a way that unnecessary testing and retesting is 
prevented. 

8. To practice competently a family practitioner 
must be able to keep adequate records. 

9. The failure of a family practitioner to keep ade¬ 
quate records and the failure to collect the data robs 
the patient of the protection expected from a licensed 
physician and can expose the patient to risk during 
subsequent treatment. 

10. A physician who has deficiencies in her/his med¬ 
ical knowledge and deficiencies in his/her medical prac¬ 
tice poses to an imminent risk to the health, safety, and 
welfare of her/his present patients and future patients. 

11. A physician who has deficiencies in her/his rec¬ 
ord keeping may pose a risk to the health, safety, and 
welfare of her/his present patients and future patients. 

12. Based on the above findings of fact, the Commis¬ 
sion has reason to believe that Respondent is profes¬ 
sionally incompetent and thus under the Maryland 
Medical Practice Act, Health Occupations Article, An¬ 
notated Code of Maryland, Section 14-504(4), could 
(after notice and an opportunity for a hearing) be 
reprimanded, placed on probation, or have his medical 
license suspended or revoked, as more fully set forth in 
the Commission’s charge letter, attached hereto. 

13. Respondent’s medical knowledge is deficient, Re¬ 
spondent’s medical practice is deficient, and Respond¬ 
ent’s record keeping is deficient. Respondent poses a 
grave risk and imminent danger to the health, safety 
and welfare of the citizens of Maryland. 

Conclusion of Law 

Based upon the foregoing facts, the Commission finds 


that the public health, safety, and welfare imperatively 
requires emergency action in this case, pursuant to 
State Government Article, § 10-405(b), Annotated Code 
of Maryland. 

Order 

It is this 26th day of October 1987 by the Commission 
on Medical Discipline: 

ORDERED that pursuant to the authority vested in 
the Commission by State Law Article, §10-405 of the 
Annotated Code of Maryland, Respondent’s license to 
practice medicine in the State of Maryland is hereby 
SUMMARILY SUSPENDED; and be it further 

ORDERED that on presentation of this Order, Re¬ 
spondent shall immediately deliver (1) his diploma¬ 
sized Certificate of the licensure from the Commission; 
(2) his current Department of Health and Mental Hy¬ 
giene License Renewal Certificate, and (3) any and all 
documents reflecting any prescribing privileges; and be 
it further 

ORDERED that a hearing to consider this summary 
suspension shall be held before the Commission within 
thirty (30) days of the date upon which the Commission 
receives a written request for such a hearing from the 
Respondent. 

HILARY T. O’HERLIHY Chairman 
Commission on Medical Discipline 


In the Matter of 
Walfrido Tanyag MD 
Before the 

Commission on Medical Discipline 

Order Vacating the 
Order for Emergency Suspension 

On June 30, 1987 the Commission on Medical Dis¬ 
cipline (the “Commission”) entered an Emergency Or¬ 
der summarily suspending the license of Walfrido Tan¬ 
yag MD (the “Respondent”) to practice medicine in 
Maryland. 

Findings of Fact 

The Commission makes the following findings of fact: 

1. At all times relevant hereto, Respondent was a 
physician licensed to practice medicine in Maryland. 

2. Since the issuance of the Emergency Order sus¬ 
pending the license of Respondent, Respondent has 
retired from the practice of medicine due to reasons of 
health and has surrendered his license, which the Com¬ 
mission accepted October 6, 1987. 

3. Since August 19, 1987, Respondent has not been 
licensed to practice medicine in Maryland, and Re¬ 
spondent has not practiced medicine in Maryland since 
June 30, 1987. 
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Conclusion of Law 

Based on the above findings of fact, the Commis¬ 
sion by a majority vote of its members considering this 
case makes the following conclusions of law: 

1. The Commission has no jurisdiction to act on 
Respondent’s license since Respondent has surrendered 
his license to practice medicine in Maryland. 

Order 

Based on the above findings of fact, conclusions of 
law, the Commission by a majority vote of its members 
considering this case hereby 

ORDERS on this 6th day of November 1987 that the 
Emergency Order issued on June 30, 1987 is hereby 
vacated. 


A tradition of 
home care 
excellence 
for over 
years. 


Providing a comprehensive 
range of home care services. 

Skilled Nursing 
IV Therapy 
Hospice Care 
Home Health Aides 
Physical Therapy 
Occupational Therapy 
Speech Therapy 
Medical-Social Work 
Additional Services Available 



HILARY T. O’HERLIHY, Chairman 
Commission on Medical Discipline 


On instruction of the Council of the Medical and Chirurgical Faculty 
of the State of Maryland, “Findings of Fact, Conclusions of Law, and 
Order” will be published in the Maryland Medical Journal. 


Nutrition Services 
Enterostomal Therapy Consultation 
Clinical Pharmacy Consultation 

539-3961 


Since B95 


VISITING NURSE 

ASSOCIATION 




M0NKT0N/MY LADY’S MANOR — Exceptional colonial in an idyllic 3.5 
A. wooded setting. This 4 bedroom, 1h bath home is designed for the ultimate 
in hunt country living. Each room lends itself to the finest decorating schemes. 
An abundant use of decorative molding, oak flooring and cabinetry, quarry 
tile, central staircase & bedroom carpeting all add to a classic warmth. A large 
gourmet kitchen & adjoining sunken family room with fireplace overlook a huge 
bi-level deck and is a haven for privacy & relaxation. The master bedroom suite 
has a walk-in closet, dressing room, large tiled bath with whirlpool & 
greenhouse window. Enjoy the convenience of a two-car garage & sunny utility/ 
laundry area that telescope from the main house. A quality-built F.C. Batton 
& Sons home. $279,000. (T2310MO)x 



ESIGNERS, 
MAKERS, and MERCHANTS 
OF PRECIOUS JEWELS 
and the famous 
CHESAPEAKE BAY 
COLLECTION 


From our collection of 
remarkable diamond rings 
in many shapes and sizes. 


Through three generations, our philosophy has 
remained the same: to provide excellent work and 
traditional personal service — the finest possible 
value at the lowest possible cost. 

Oscar Caplan 



^onsfr 


Jetneier s at 
the Bench 
Since 190S 


BALTIMORE: 314 N. Charles St. • 685-8800 
TOWSON : 616 York Rd. • 823-5995 
EASTON, Maryland: Tidewater Inn • 822-1553 
Major Credit Cards Honored 
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RECUPERATE AT HOME... 

with the finest in patient 
care equipment. 


■ Wheel Chairs, Adult and Children Sizes • Hospital Beds • Patient Lifts 
• Walkers • Commodes • Bath Aids • Canes • Crutches 
RESPIRATORY EQUIPMENT 

• Portable Liquid Oxygen • Concentrators 

• Infant Monitors • Aspirators • Percussors 
SALES & RENTAL 24 HOUR EMERGENCY SERVICE 

Medicare/Medicaid and most insurance companies billed direct 



National 

Medical 

Homecare 


DC/MARYLAND 

( 301 ) 595-5400 
NO. VIRGINIA 

( 703 ) 550-8355 


BALTIMORE. MD 

( 301 ) 285-4600 
EASTERN SHORE. MD 

( 301 ) 742-8383 


FREDERICK. MD 

( 301 ) 662-6022 
HAGERSTOWN. MD 

( 301 ) 791-5500 


BALLENTINE & SHUB 
MEDICAL LABS 


Quality and Service 
for over 40 years 

Specializing in home care 


Federal and State Approved 


Main Office; 

1111 Park Avenue 5900 York Road 

523-0043 435-6777 


ad-dict \ o-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

- excessively 2 : to cause (a person) to ■■ - 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 

■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 


■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 

■ Call us. We can help. 



OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, PO. Box E, Emmitsburg, Md. 21727/301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 
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Before prescribing, see complete prescribing 
information in SK&F LAB CO. literature or PDR. 
The following is a brief summary. 
Contraindications: There are no known contraindi¬ 
cations to the use of Tagamet'. 

Precautions: While a weak antiandrogenic effect 
has been demonstrated in animals, 'Tagamet' has 
been shown to have no effect on spermatogenesis, 
sperm count, motility, morphology or in vitro fertiliz¬ 
ing capacity in humans. 

In a 24-month toxicity study in rats at dose levels ap¬ 
proximately 9 to 56 times the recommended human 
dose, benign Ley dig cell tumors were seen. These 
were common in both the treated and control 
groups, and the incidence became significantly 
higher only in the aged rats receiving 'Tagamet’. 

Rare instances of cardiac arrhythmias and hypoten¬ 
sion have been reported following the rapid admin¬ 
istration of Tagamet’ HCI /brand of cimetidine hy¬ 
drochloride/ injection by intravenous bolus. 
Symptomatic response to Tagamet’ therapy does 
not preclude the presence of a gastric malignancy. 
There have been rare reports of transient healing of 
gastric ulcers despite subsequently documented ma¬ 
lignancy 

Reversible confusional states have been reported on 
occasion, predominantly in severely ill patients. 
Tagamet’ has been reported to reduce the hepatic 
metabolism of warfarin-type anticoagulants, pheny- 
toin, propranolol, chlordiazepoxide, diazepam, lido- 
caine, theophylline and metronidazole. Clinically sig¬ 
nificant effects have been reported with the 
warfarin anticoagulants; therefore, close monitor¬ 
ing of prothrombin time is recommended, and ad¬ 
justment of the anticoagulant dose may be neces¬ 
sary when Tagamet’ is administered concomitantly. 
Interaction with phenytoin, lidocaine and theophyl¬ 
line has also been reported to produce adverse clini¬ 
cal effects. 

However, a crossover study in healthy subjects re¬ 
ceiving either Tagamet’ 300 mg. q.i.d. or 800 mg. 
h.s. concomitantly with a 300 mg. b.i.d. dosage of 
theophylline /Theo-Dur ®, Key Pharmaceuticals, Inc.), 


demonstrated less alteration in steady-state theo¬ 
phylline peak serum levels with the 800 mg. h.s. regi¬ 
men, particularly in subjects aged 54years and older. 
Data beyond ten days are not available. /Note: All 
patients receiving theophylline should be monitored 
appropriately, regardless of concomitant drug ther¬ 
apy) 

Lack of experience to date precludes recommending 
Tagamet for use in pregnant patients, women of 
childbearing potential, nursing mothers or children 
under 16 unless anticipated benefits outweigh po¬ 
tential risks; generally, nursing should not be under¬ 
taken in patients taking the drug since cimetidine is 
secreted in human milk. 

Adverse Reactions: Diarrhea, dizziness, somno¬ 
lence, headache, rash. Reversible arthralgia, myalgia 
and exacerbation of joint symptoms in patients with 
preexisting arthritis have been reported. Reversible 
confusional states /e.g., mental confusion, agitation, 
psychosis, depression, anxiety, hallucinations, disori¬ 
entation), predominantly in severely ill patients, 
have been reported. Gynecomastia and reversible 
impotence in patients with pathological hypersecre¬ 
tory disorders receiving ’Tagamet’, particularly in 
high doses, for at least 12 months, have been re¬ 
ported. Reversible alopecia has been reported very 
rarely. Decreased white blood cell counts in 
Tagamet -treated patients /approximately I per 
100,000 patients), including agranulocytosis /ap¬ 
proximately 3 per million patients), have been re¬ 
ported, including a few reports of recurrence on re¬ 
challenge. Most of these reports were in patients 
who had serious concomitant illnesses and received 
drugs and/or treatment known to produce neutrope¬ 
nia. Thrombocytopenia /approximately 3 per million 
patients) and a few cases of aplastic anemia have 
also been reported. Increased serum transaminase 
and creatinine, as well as rare cases of fever, intersti¬ 
tial nephritis, urinary retention, pancreatitis and al¬ 
lergic reactions, including hypersensitivity vascu¬ 
litis, have been reported. Reversible adverse hepatic 
effects, cholestatic or mixed cholestatic- 
hepatocellular in nature, have been reported rarely. 
Because of the predominance of cholestatic features, 
severe parenchymal injury is considered highly un¬ 


likely. A single case of biopsy-proven periportal 
hepatic fibrosis in a patient receiving Tagamet ' has 
been reported. 

How Supplied: Tablets: 200 mg. tablets in bottles 
of 100; 300 mg. tablets in bottles of 100 and Single 
Unit Packages of 100 /intended for institutional use 
only); 400 mg. tablets in bottles of 60 and Single 
Unit Packages of 100 /intended for institutional use 
only), and 800 mg. Tiltab ® tablets in bottles of 30 
and Single Unit Packages of 100 /intended for insti¬ 
tutional use only). 

Liquid: 300 mg./S ml., in 8 fl. oz. /237 ml.) amber 
glass bottles and in single-dose units /300 mg./S ml.), 
in packages of 10 /intended for institutional use 
only). 

Injection: 

Vials: 300 mg./2 ml. in single-dose vials, in packages 
of 10 and 30, and in 8 ml. multiple-dose vials, in 
packages of 10 and 25. 

Prefilled Syringes: 300 mg./2 ml. in single-dose pre¬ 
filled disposable syringes. 

Plastic Containers: 300 mg. in 50 ml. of 0.9% So¬ 
dium Chloride in single-dose plastic containers, in 
packages of 4 units. No preservative has been 
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Will Your Prescribing Habits Cost Your License? 

DON M. LONG MD 


Misuse and abuse of prescribed narcotics is a common problem in medical practice. 
Flagrant misuse of the license to prescribe narcotics can result in disciplinary action 
and even loss of the privilege of practicing medicine. Since narcotics remain an 
invaluable part of the physician’s repertory against pain, it is important to understand 
their appropriate use. 


Dr. Long is Chairman, Department of Neurological Surgery, The 
Johns Hopkins Hospital, Baltimore. 

The surveillance mechanisms now operative make it 
inevitable that anyone who regularly prescribes narcot¬ 
ics for large numbers of patients or who knowlingly 
maintains an addict with prescription narcotics outside 
a comprehensive program for substance abuse will be 
reported to the Med-Chi Committee on Drugs. This 
means at least an embarrassing series of questions and 
could culminate in an even more embarrassing visit to 
the Committee. 

The treatment of pain differs according to the origin 
and can best be discussed in terms of etiology. It is 
traditional to discuss the management of acute pain, of 
cancer pain, and of chronic pain separately. When 
treating acute pain and cancer pain, the principal con¬ 
cern is the most efficacious use of the chosen drug. 
When treating chronic pain, the situation is much 
different, and it is with these patients that most abuses 
occur. 

General Principles of Narcotic Use 

Narcotics are the most effective of all pain-relieving 
medications and in many situations are the only effec¬ 
tive method of pain control. 1 Nevertheless, the first rule 
of use is that if a nonnarcotic analgesic will suffice, it 
should be used. Narcotics have their effect in the central 
nervous system, unlike the antiflammatory analgesics 
that are active peripherally. 

No one narcotic works better than another provided 
the doses are equal. Patients do respond quite differ¬ 
ently in terms of side effects. Many patients unable to 
tolerate one drug will respond quite well without side 
effects to another. Narcotics also vary greatly in their 
euphoric affects. Codeine and oxycodone (Tylox/Per- 
codan) are generally the least euphoria producing; for 
most patients merperidine (Demerol) and morphine 
provide the greatest euphoric effect. Heroin has no 
greater analgesic potential than any other narcotic in 
comparable dosage. All patients who take narcotics will 
develop physiological dependence and tolerance to the 
drugs. Only a small number will exhibit true psycholog¬ 
ical dependence. 2 

Appropriate Use of Narcotics 
for Chronic Pain 

It is useful and practical to think of patients with 
chronic pain problems in three general groups. There 


are a significant number of patients with complaints of 
chronic pain without physical findings or imaging ab¬ 
normalities suggestive of an organic cause of the pain. 
Some of these have overt psychiatric disease, but most 
have a personality dysfunction and psychosocial abnor¬ 
malities. Scheduled drugs or other narcotics for pain 
control are never indicated in these patients in the 
absence of clear physical indications. 

There is another group of patients with an organic 
cause for pain who have not been fully evaluated or 
treated. The appropriate course is not maintenance of 
narcotics but a definitive diagnosis and appropriate 
treatment. 

A third group of sufferers have an organic pain prob¬ 
lem for which no specific therapy is available. In a small 
number of such patients maintenance with narcotics 
may be the only relief possible. However, this course is 
feasible only after an attempt at multidisciplinary man¬ 
agement of the pain. After thorough evaluation in a 
facility expert in pain therapy, it may be decided that 
narcotic maintenance is a valid course of therapy. This 
is a decision and therapy tool for experts, never for 
primary care physicians. 

The chronic pain syndrome is characterized by a 
complaint of incapacitating pain, anxiety, and depres¬ 
sion and by misuse of drugs, particularly tranquilizers 
and analgesics. Two-thirds of these patients suffer from 
back problems, and the majority of the remainder have 
headache, peripheral neuropathy, and spinal cord or 
brain injury. A small number of patients suffer from 
chronic pain syndromes of visceral origin. 

The average patient has undergone several opera¬ 
tions, usually on the spine, is seriously depressed, and 
is using more than commonly prescribed doses of nar¬ 
cotic and other scheduled drugs. The patients obtain 
these drugs from more than one physician or by badg¬ 
ering a personal physician for more medication than 
should be prescribed. It is never acceptable therapy to 
allow such patients to set their own doses or to insist 
on choosing the medications. It is never acceptable to 
knowingly maintain these patients on excessive doses 
of drugs; true addicts should be referred to programs 
for substance dependence rather than be maintained 
on a narcotic analgesic on the pretext of pain relief. 
Patient insistence on any of these courses of prescribing 
is never an excuse for inappropriate use of medications. 3 
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Table 1. Do’s and Don’ts of Chronic Pain 
Do 

• Insist upon a reasonable diagnosis. 

• Treat that diagnosis appropriately. 

• Refer patients you can’t diagnose to a specialized pain unit. 

• Watch for the medical addict or seller. 

Don’t 

• Treat “PAIN” without a diagnosis. 

• Use long-term narcotics without concurrence from an expert. 

• Let the patient do the prescribing (choose the drug or the dose). 

• Use injectable drugs. 

• Use any scheduled drugs for a long time without a review. 

• Maintain a known addict on the pretext of pain. 

• Leave the depressed, addicted chronic pain sufferer without ap¬ 
propriate referral for treatment. 


Table 2. Signs of the Medical Addict 

• Chronic pain complaints without findings of disease 

• Increasing demand for narcotics or other scheduled drugs 

• Using other drugs as analgesics 

• Obtaining drugs from multiple sources 

• “Lose” drugs regularly 

• Their own doctor is “out of town” and can’t prescribe 

• Often need drugs on a weekend 

• Often call at night or holidays 

• Want undated prescriptions 

• Want prescriptions without amount 

• The major sign is the constant use of more drugs than you 
prescribe 


Patient Evaluation 

The evaluation of a patient with chronic pain begins 
with a thorough physical examination, laboratory and 
x-ray studies as indicated, and a definitive diagnosis 
(Table 1). When no diagnosis can be made substanti¬ 
ating the cause of pain or when no definitive therapy is 
available to treat the cause, referral to a comprehensive 
pain program should be considered. These programs 
also emphasize diagnosis, usually through a multidis¬ 
ciplinary approach, utilizing whatever specialists are 
necessary. They also emphasize treatment of anxiety 
and depression, and virtually all make withdrawal from 
narcotics and inappropriate tranquilizers a condition of 
treatment. Withdrawal from these drugs must be indi¬ 
vidualized, but a good rule to follow is reduction of 
drugs by 10 percent per day. Psychiatric assessment is 
mandatory. 

It is not the purpose of this article to discuss the 
multimodal management of chronic pain, but it is im¬ 
portant to stress that withdrawal from all narcotics 
forms the foundation of almost every pain treatment 
program in the United States. A small number of pa¬ 
tients with well-defined, truly untreatable organic pain- 
producing problems are considered candidates for long¬ 
term maintenance of narcotics. In these patients, the 
amount of drugs is carefully controlled, escalation is 
never allowed, and substance abuse is never tolerated 
by the therapist. These few patients are the only ones 
with benign pain syndromes where long-term narcotic 
use is employed. In most pain programs, they represent 
a small fraction of the total number of patients seen. 
In all other benign pain states, narcotic or scheduled 
drug administration is not used as a part of pain ther¬ 
apy- 

Psychologic Narcotic Dependence 

These patients, who used to be called addicts, dem¬ 
onstrate a constant pattern of drug-seeking behavior 
and overuse (Table 2). They are the patients who 
threaten the doctor’s reputation and license. The pat¬ 
terns of drug use are very similar, and the excuses used 
for acquisition of drugs are monotonous. These patients 
commonly complain bitterly of intractable pain without 
any physical evidence for a cause. They escalate the 
dose of drugs, steadily demanding more and more. They 
often obtain drugs from multiple sources. 

They call at night and on the weekends at the most 
inopportune times, for more drugs. They frequent emer¬ 
gency rooms indicating that their own physicians are 
unavailable and ask for small amounts of drugs to tide 
them over a weekend or vacation. Visits to the physi¬ 
cian’s home are common. Drugs are purported to be 
lost frequently. The excuses are virtually always the 
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same, the most common being “I dropped them in the 
toilet” or “They were stolen from my car.” Such patients 
report that family members are using the patients’ 
drugs inappropriately, and patients often seek drugs to 
help them over a period of stress or to cover a projected 
period of absence. They frequently ask for undated 
prescriptions or prescriptions without amount. Any of 
these signs should alert the physician to psychologic 
substance dependence, and such patients should be 
referred to a substance-abuse program. Most will refuse 
to go, but this is no excuse for maintaining their drug 
use inappropriately. 

Another group of patients present with the same 
behavior, but they sell the drugs rather than use them. 
Many controlled substances have a significant value for 
illicit sale. This is a much more common problem than 
most physicians believe, but one that can be eliminated 
by judicious use of all controlled drugs. 

Prescribing Scheduled Drugs 

Many states have monitoring programs that con¬ 
stantly evaluate the prescribing habits of physicians 
with regard to controlled substances. Patients who are 
heavy users of these drugs are identified, and physicians 
who prescribe consistently for individual patients or 
who prescribe unusual amounts of controlled drugs are 
brought under scrutiny. At the very least, injudicious 
prescribing can bring an embarrassing letter from the 
Med-Chi Committee on Drugs. A pattern of inappro¬ 
priate use of narcotics may necessitate a practice review 
that could culminate in revocation of license if the 
abuses have been flagrant. 

Furthermore, the very patients who are so insistent 
on narcotic administration and so resistant to any 
attempt to control their medications now are success¬ 
fully suing physicians who have allowed this misuse to 
continue. There are no benefits for the physician in 
improper prescribing of narcotics, and the risks are 
many and serious. 

The two major pain problems in the general popula¬ 
tion are headache and back pain. Scheduled drugs are 
virtually never indicated for either. Most headaches are 
caused by tension and respond to simple measures aided 
by stress management. The headache of spinal osteoar¬ 
thritis should be treated with simple physical measures 
(heat, exercise, TENS, collar, home traction). The most 
serious problems such as migraine and cluster head¬ 
aches are best left to the expert. Narcotics may be used 
but only with patients well known to the physician and 
in the context of a defined treatment plan controlled 
by a specialist in headache therapy. Narcotics and 
scheduled drugs should never be given to an unknown 
patient, used at patient insistence in large quantities, 


or prescribed for long periods. Any patient requiring 
controlled substances for headache control should be 
referred to experts for management. 

In most patients, back pain has no definable cause. 
Scheduled drugs are almost never indicated for long¬ 
term use. During acute episodes of severe muscle spasm 
or sciatica, narcotics are useful. Most such patients 
should be hospitalized. Narcotics given for a few days 
usually suffice to control the pain. Any patient still 
complaining after two weeks needs reevaluation, not 
more scheduled drugs. Treatment of most patients’ low 
back pain includes weight control, exercise, avoidance 
or modification of pain-producing activities; TENS, 
heat or cold, massage, and other active therapies may 
be needed in severe situations. Muscle relaxants are not 
very effective; nonsteroidal antiinflammatory drugs are 
the best medication. Only those patients with nerve 
root compression or severe mechanical syndromes with 
muscle spasm need restriction of activity or narcotics. 

Scheduled drugs play no role in the management of 
most pain complaints. When they are necessary, begin 
with codeine. It has the least abuse potential. Oxyco¬ 
done (Tylox or Percodan) is much more likely to be 
misused. There is little excuse for Dilaudid or Demerol 
in any but truly severe pain states. Short-term use is 
the key. 3 A few days is nearly always enough. Don’t 
continue scheduled drugs for chronic complaints. 

The most difficult of all patients to manage are those 
with disabling chronic pain complaints. In general, 
narcotics play no role in their overall treatment. The 
goal of any physician involved in their care should be 
accurate delineation of the cause of the pain and the 
prescription of appropriate treatment. Only in rare 
instances will this require narcotics. The physician who 
allows the patient to manipulate therapy by choosing 
the narcotics and their amounts for whatever reason is 
providing inappropriate care and is placed at unneces¬ 
sary risk for disciplinary or legal action. When narcotic 
prescription is indicated, the drug should be used ac¬ 
cording to established principles in doses that are ap¬ 
propriate and in ways prescribed by the physician. 
There is no excuse for allowing any patient to misuse 
controlled substances. Doctors often contribute to pa¬ 
tients’ problems by doing what they want. Drug-seeking 
patients can be persistent, manipulative, and extremely 
difficult to manage. The physician who is inexperienced 
in dealing with them is well advised to seek help when 
the first signs of drug-seeking behavior occur. 

Narcotics do not play a major role in managing 
chronic pain. Conversely, their appropriate use in pain 
of cancer, postoperative pain, and severe injury is very 
important. Drug selection, proper dose scheduling, tol¬ 
erance, and addiction are all factors of concern. Atten¬ 
tion to a few details will be repaid by better pain control 
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for patients and fewer potential legal hazards for pre¬ 
scribes. 

Appropriate Use of Narcotics 
for Acute Pain 

Narcotics remain the most important method for 
control of severe acute pain. The drugs should be given 
in appropriate doses for restricted periods. With severe 
soft tissue injury or fracture, the painful experience 
usually is limited from 48 to 72 hours if appropriate 
treatment has been instituted. Oral narcotics are usu¬ 
ally satisfactory after the first dose. Codeine and oxy¬ 
codone are appropriate choices. Remember that most 
narcotics are poor oral analgesics because of their lack 
of absorption. If more pain control is needed than can 
be obtained from these two drugs, Methadone 5 to 10 
mg orally every 4 to 6 hours is the best alternative. The 
patient who denies analgesic effect from Methadone 
and asks for oral merperidine or morphine is probably 
looking for some effect other than analgesia. No one 
who is not knowledgeable about narcotics should use 
methadone. 

There is virtually never a reason for continuing nar¬ 
cotics for more than one week after acute injury. Of 
course, it is possible to think of exceptions, but as a 
general rule, a one-week supply should be adequate. 
The patient who continues to request narcotics should 
be reinvestigated to be certain than the original process 
has healed. If so, there is no reason to believe that 
continued narcotic use is required. 3 

The most common acute pain problem requiring nar¬ 
cotics is postoperative pain. The usual method of treat¬ 
ment of postoperative pain is not particularly effective. 
Injectable drugs are administered at the patient’s re¬ 
quest by a nurse, usually every four hours. When the 
time between patient request, nurse compliance, and 
the lag time for the onset of analgesia are considered, 
it is estimated the average postoperative patient re¬ 
ceives no more than 50 percent pain relief for two and 
a half of each four to five hours. Regular administration 
of a moderate dose of the narcotic every three to four 
hours for 48 hours is preferable to maintain a constant 
blood level. 2 Analgesia is greatly prolonged, and as long 
as the patient is examined regularly by the nurse, there 
is little fear of toxicity, except in the elderly or the 
particularly susceptible, such as the postcraniotomy 
patient. Adjuvant therapy, with a drug such as hydroxy¬ 
zine (Vistaril) given at the same time, can prolong the 
analgesic effect and reduce postoperative anxiety. Most 
patients are pain free in one week. Narcotic use for 
more than two weeks is virtually never indicated. 


Appropriate Use of Narcotics 
in Cancer Pain 

Most patients with severe pain complicating cancer 
and its therapy can be treated effectively with narcotics. 
Not to do so causes unnecessary suffering. The drugs 
are most useful in patients where the expected life-span 
is one year or less. Patients with longer potential sur¬ 
vival should be considered for interventional pain-re¬ 
lieving procedures. For most with shorter life expect¬ 
ancy, the use of narcotics is the best alternative, and 
the drugs used should be oral. Codeine, oxycodone, and 
methadone are the best choices. Pain relief should be 
attempted with nonnarcotic analgesics; then a progres¬ 
sion to codeine, oxycodone, and methadone (in that 
order) is desirable. The problem of physiological de¬ 
pendence is unimportant, but tolerance greatly limits 
the long-term use of narcotics. The best way to solve 
the tolerance problem is by changing drugs. The patient 
is allowed to escalate the dose of a particular drug as 
long as pain relief is achieved without undue side ef¬ 
fects. When the manifestations of tolerance have re¬ 
duced efficacy of the drug, it is time to change. Switch¬ 
ing to a different narcotic, using approximately half the 
dose to which the patient has become tolerant, will 
often restore potency. By changing drugs periodically, 
it is possible to achieve long-lasting pain control. 

It also should be remembered that anxiety and 
depression play a major role in cancer pain. The appro¬ 
priate use of antidepressants and antianxiety agents 
often will greatly reduce the need for narcotics and 
sometimes completely obviate it. 3 

Some patients with cancer pain are best treated with 
the use of epidural or intrathecal continual administra¬ 
tion of narcotics. A variety of small pumps and reser¬ 
voirs are being developed for this still-innovative tech¬ 
nique, but it shows great promise for the treatment of 
cancer pain without the need for large doses of narcot¬ 
ics. The efficacy of the technique is without question, 
but the safety for long-term use has not yet been 
established. For the short-term use required by most 
cancer patients oral medications suffice. 

Cancer patients tolerate enormous doses of oral nar¬ 
cotics as long as escalation of dose is slow. Side effects, 
not absolute amount, should limit intake. Many physi¬ 
cians and nurses have an irrational concern about ad¬ 
diction in these patients and so limit or withhold nar¬ 
cotics. The goal must be pain relief, and this goal can 
be achieved without the concerns about addiction that 
are important in chronic pain of benign origin. 

Discussion 

Drug therapy is still the mainstay for treatment for 
both acute and chronic pain. 1 There are general prin- 
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ciples of appropriate analgesic use: it is better to use 
nonnarcotic analgesics whenever possible. With acute 
pain states, such as postoperative pain, narcotic anal¬ 
gesics are indicated. The physician should use oral 
medications when possible and the lesser narcotics, 
such as codeine or oxycodone, when they are successful. 
Acute pain states rarely last for many days, and nar¬ 
cotics should not be continued beyond the time when 
healing is expected to take place. The patient should 
not be allowed chronic use of narcotics for an acute 
pain state. 

The same general principles apply in cancer pain, 
except that patients with neoplastic disease may be 
maintained on narcotics for long periods. Oral narcotics 
are best, and judicious switching from one drug to 
another may be helpful. Despite considerable, almost 
fanatical support in the lay press, there is no indication 
that cocaine, heroin, or the cannabinoids have any 
advantage over other analgesic medications. The “cock¬ 
tail” combinations of tranquilizing and analgesic drugs 
(such as the Brompton mixture) cannot be shown to be 
more useful than judicious, individualized use of the 
appropriate narcotics with adjuvants for diagnosed anx¬ 
iety and depression. Nonspecific use of antianxiety 
depressant mixtures is less satisfactory. 

Narcotic analgesics are used to manage severe pain. 
The dose should be individualized, and the route of 
administration should be chosen to provide the safest 
and most effective analgesia. No specific analgesic dose 
is effective for all patients, and it may be necessary to 
manipulate the dose significantly to provide pain relief. 2 
It is appropriate to titrate the dose up or down to 
achieve pain relief without side effects. Narcotics 
should be administered regularly. Continuous pain re¬ 
quires continuous analgesia, but a fixed-dose level 
should not be established without optimization. 

Narcotics have significant side effects. The most 
important are nausea and vomiting, sedation, consti¬ 
pation, and respiratory depression. Sedations and res¬ 
piratory depression are best treated by reducing the 
dose and increasing the frequency of administration. 
Constipation is a long-term effect and can be treated 
with stool softeners. Nausea and vomiting are likely to 
be idiosyncratic, and while they can be treated with 
drugs, switching to another narcotic is more likely to 
bring relief. 

Tolerance will occur. It means that a larger dose of 
narcotic analgesic is continuously required to maintain 
adequate pain relief. Tolerance occurs with physiologic 
dependence, but neither imply psychological depend¬ 


ence. Many health personnel confuse physiological with 
psychological dependence, and both nurses and physi¬ 
cians frequently withhold medication in the mistaken 
assumption that the patient will develop a psychological 
dependence quickly. Many postoperative patients suffer 
unnecessarily because of this misguided attempt to limit 
narcotic analgesia. 

Several maneuvers can reduce the development of 
tolerance in patients who require long-term narcotic 
therapy. Narcotics may be combined with nonnarcotic 
analgesics. Nonopioid analgesics may be used in com¬ 
bination with narcotics. Switching narcotics with a 
starting dose of about half the projected equal analgesic 
dose is often effective since cross-tolerance between 
narcotics is not complete. Stopping the drugs for a short 
period and then restarting is sometimes effective. 

Physical dependence almost always is developed with 
prolonged narcotic administration. Then abstinence 
will produce a characteristic syndrome in which the 
patient feels anxiety, irritability, nervousness, chills 
and hot flashes, salivation, lacrimation, insomnia, rhi- 
norrhea, diaphoresis, piloerection, nausea, vomiting, 
abdominal cramps, and multifocal myoclonus. Usually, 
the abstinence syndrome occurs with relationship to 
the half-life of the drug taken. Most occur in the first 
6 to 12 hours and peak at 24 to 72 hours. With long- 
acting drugs, the peak may be delayed to 36 to 48 hours. 
The abstinence syndrome can be avoided by slowly 
withdrawing the patient from the drug over 7 to 10 
days. 

Psychological dependence is a more serious problem. 
Drug use alone will not produce psychological depend¬ 
ence. Many other social, psychological, and environ¬ 
mental factors are operative; physician administration 
of narcotics does not produce the psychological depend¬ 
ence syndrome. Addicted patients require management 
by an expert, and referral to a substance abuse program 
of comprehensive pain management program is appro¬ 
priate. 
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Elective Repeat Cesarean Section: 
Old Controversy, New Concepts 

CHARLES CANADY MD and PHILLIP J. GOLDSTEIN MD 


Despite several reasons for repeat cesarean sections (tradition, fees, schedules, and 
most notably litigation and obstetricians’ vulnerability) we challenge the notion of 
standardized elective repeat cesarean section and suggest the adoption of a mandatory 
trial of labor in those pregnancies for which it is not contraindicated. 


From the Department of Obstetrics and Gynecology, Sinai Hos¬ 
pital of Baltimore. Presented at the Maryland Obstetrical and Gy¬ 
necologic Society competition for residents in June 1987, this paper 
received the Chief Resident Prize award. 

E. B. Cragin wrote in his paper “Conservatism in 
Obstetrics,” 1 published in 1916, “a prudent obstetrician 
should adopt a philosophy of once a cesarean, always a 
cesarean.” This dictum helped establish the elective 
repeat cesarean section as the standard care in the 
United States. Between 1920 and 1980, changes in 
surgical technique, availability of potent antibiotics, 
and advances in technology (including anesthesia) have 
challenged this custom. The support for vaginal delivery 
after cesarean section or trial of labor (TOL) began to 
emerge. However, most obstetricians continue to em¬ 
brace Cragin’s caveat, in part because advanced clinical 
skills and medical technology have markedly decreased 
the associated morbidity and mortality of cesarean sec¬ 
tion. 

The compensation fee of cesarean section vs vaginal 
delivery is rarely mentioned but also may be influential 
in decision making. Another seldom discussed problem 
is the use of the physician’s time, scheduling, and 
interruption of office hours. Such considerations are 
ultimately financial in nature. In addition, fear of legal 
repercussions in the event of uterine rupture during 
labor directs physicians to what seems a more prudent 
course, elective repeat section. 

An article in U.S. News and World Report, “See You 
in Court” 2 summarizes just how litigious our society has 
become. This article states that the urgency to sue 
crosses all economic strata and all social groups. Em¬ 
ployees sue bosses, children sue parents, bed partners 
sue one another, but the latest and most rapidly ex¬ 
panding group is the patient suing her obstetrician. 
Additionally, the number of attorneys has risen 150 per 
cent between 1960 and 1984. In more practical terms 
this translates to one lawyer for every 375 American 
citizens, and each of these lawyers intends to earn a 
living. 

An obstetrician has only to look at his or her annual 
malpractice insurance premium ($30,000 or more in 
Maryland) to see the social forces at work and physi¬ 
cian’s vulnerability. We have been put in the unfortu¬ 
nate circumstance of changing our approach to patient 
management because of news about the trials of our 
peers in malpractice suits. Under such pressure prac¬ 
tices change, habits change, and in turn modify stand¬ 
ards of care. But a major problem is that these changes 


were not created by and are not supported by those 
individuals responsible for improving the quality of 
care. Such then are some of the explanations for the 
increased incidence of elective repeat cesarean section 
at the expense of the trial of labor. 

In summary, some physicians feel the TOL procedure 
is too risky and the cost of a poor outcome too costly. 
We challenge the notion of standardized elective repeat 
cesarean section and suggest the adoption of a manda¬ 
tory TOL in those pregnancies for which it is not 
contraindicated. 

Materials and Methods 

Bottoms et al, in his review of cesareans performed 
in the United States indicates that cephalopelvic dis¬ 
proportion (CPD) remains the most common reason 
for cesarean section. 3 Repeat cesarean sections, those 
done for breech presentations, and those done for fetal 
distress, respectively, are the next most common diag¬ 
noses. These four indications are the major reasons for 
the enormous increase in abdominal deliveries today. A 
recent national survey conducted by Shiono 4 suggested 
that the period from 1979 to 1984 showed an overall 
increase in cesarean section of 4.9 per cent. 

At the Sinai Hospital of Baltimore, a community 
teaching hospital, the numbers of cesarean sections 
have almost doubled during the past ten years (Tables 
1 and 2). Abdominal deliveries constituted 13.6 percent 
of the total deliveries in 1976 and 21.5 percent of the 
total deliveries in 1986. Some centers currently report 
a 30 percent cesarean section rate. It is inevitable that 
the progression of repeat cesarean section alone will 
increase these statistics as the current decade comes to 
a close. 


Table 1. Cesarean Sections at Sinai Hospital 



Number 
of Births 
4,000 
3,900 
3,800 
3,700 
3,600 
3,500 
3,400 
3,300 
3,200 
3,100 
3,000 


Year 
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Table 2. Sinai Hospital of Baltimore 
Delivery Census 


Year 

Number 
of Deliveries 

Delivering by C/S 
(percent) 

1976 

2,929 

13.6 

1977 

3,140 

13.8 

1978 

3,161 

15.0 

1979 

3,365 

15.6 

1980 

3,520 

15.7 

1981 

3,439 

16.7 

1982 

3,471 

16.6 

1983 

3,766 

18.9 

1984 

3,641 

19.8 

1985 

3,828 

20.8 

1986 

4,053 

21.5 


The increased cesarean section rate is associated with 
a decrease in maternal mortality rates. Williams (in 
1921) reported a maternal mortality rate of 5.5 percent 
at Johns Hopkins for the period 1899 to 1920. 5 Later 
estimates by Verch placed it at 800 to 2,500 maternal 
deaths per 100,000 in the 1940s and 300 per 100,000 by 
the late 1950s. 6 In the next decade varying studies by 
Evrard, 7 Frigoletto, 8 and Rubin 9 placed the total mater¬ 
nal mortality rate at between 0 and 60 per 100,000. 
Rubin estimated the relative risk of maternal death is 
six times that of vaginal delivery. 9 Hemorrhage, sepsis, 
pulmonary embolus, and anesthetic complications are 
the leading causes of death due to abdominal deliver¬ 
ies. 10 Some issues have become clear despite these vary¬ 
ing reported rates, which in part are related to not 
controlling for demographic differences. The fact re¬ 
mains that maternal mortality from all cesarean sec¬ 
tions is about 0 to 10 per 100,000, or roughly 1 per 
10,000 cesarean deliveries. This compares to the mater¬ 
nal death rate of 0 to 2.7 per 100,000 vaginal deliver¬ 
ies. 8-12 

Maternal morbidity is another concern and remains 
a major research focus in the obstetric literature. The 
causes/etiology of morbidity in cesarean section are 
exhaustive and include injury to blood vessels, uterus, 
bladder, and bowel. Postoperative complications in¬ 
clude: endomyometritis, urinary tract infections, wound 
infections, postpartum hemorrhage requiring transfu¬ 
sions, pulmonary emboli, and dynamic or adynamic 
ileus. Certainly the formation of adhesive disease may 
compromise future fertility. 

Febrile morbidity alone is a major risk associated 
with cesarean section. Gibbs, 13 concluded that the in¬ 
cidence of febrile morbidity was lowest among those 
previous cesarean section patients who subsequently 
delivered vaginally. The febrile morbidity rate was not 
significantly different from other patients without prior 
cesarean section delivering vaginally within the same 


institution. Among all patients attempting trial of labor, 
febrile morbidity was highest among those patients 
delivering by cesarean section. The rate in this group 
was not higher than those having a primary cesarean 
section in the same institution. The corollary to this is 
that the other causes of significant morbidity would 
most likely be reduced in the absence of repeat section. 
Boucher et a/. 14 in their retrospective analysis suggest 
that a TOL in patients with a history of cesarean 
section was associated with less febrile morbidity, blood 
transfusions, and less antibiotic usage. 

Fewer complications and decreased morbidity asso¬ 
ciated with vaginal delivery have led the obstetric com¬ 
munity to acknowledge it as the safer mode of delivery. 
Lacking knowledge of the actual level of risks associated 
with TOLs has inhibited obstetricians from translating 
this knowledge into action. The question that arises 
from any woman expecting to undergo a TOL is, “Will 
my baby and I be safe?” What exactly is the major risk 
to the mother? 

Those who believe TOLs are not safe often cite the 
most feared complication as uterine rupture. This major 
complication deserves a precise definition. Donnelly 15 
and Franzoni proposed classic criteria. These research¬ 
ers defined a bloodless dehiscence as a “separation of 
the myometrium not diagnosed or suspected prior to 
operation, not associated with significant bleeding, and 
resulting in no fetal or maternal complications.” The 
uterine defects fulfilling these classic criteria were de¬ 
fined as “complete” ruptures if they were in communi¬ 
cation with the peritoneal cavity and “incomplete” if 
there was a separation from the peritoneal cavity by 
the visceral peritoneum or broad ligament. The litera¬ 
ture reveals vaginal examinations of these scar dehis¬ 
cences have been left unrepaired without adverse se¬ 
quelae. 16 

The risk of uterine rupture is largely dependent on 
the type of prior uterine incision. Dewhurst 17 in Eng¬ 
land concluded the risk of rupture in any patient is 4.7 
percent prior to labor and 2.2 percent during labor. 
Patients with vertical uterine incisions were more likely 
to rupture. Muller 18 summarized multiple studies of 
TOL and concluded that 90 percent of uterine ruptures 
and 96 percent of perinatal deaths occurred in patients 
with classical incisions. These compare with 0.8 percent 
and 1.2 percent of uterine ruptures of transverse scars 
prior to and during labor, respectively. 19 Despite these 
probabilities, the maternal (and fetal death) rates are 
low. The maternal mortality rate is reported at 6.7 
percent in those women with an unscarred uterus, and 
it approaches zero in the scarred group because of our 
increasing ability to recognize, respond to, and deliver 
quickly any mother with this feared complication. 

There is every reason to believe a trial of labor is a 
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legitimate option. The increasing success rates probably 
reflect the more aggressive management of TOLs rather 
than selection bias. The review of the world’s literature 
from 1950 to 1984 reports 9,472 trials of labor with 
7,499 vaginal deliveries after cesarean sections. 20 The 
overall success rate is 79 percent. In light of this large 
volume of data we can state that given an adequate trial 
of labor at least 3 of 4 women can deliver vaginally after 
a previous cesarean section. 

Paralleling the increase in cesarean section has been 
a drastic reduction in the perinatal mortality rates. 
There are those who argue that this is due (in part) to 
the more liberal use of cesarean section; although in 
some foreign hospitals where the perinatal mortality 
decline is equally significant, cesarean section rates are 
reported at 5 percent. 21 

Regional Anesthesia 

Fear of masking the pain of uterine rupture has led 
to the underutilization of regional anesthesia during 
TOLs. An additional concern involves the possibility of 
sympathetic paralysis blunting the response to hemor¬ 
rhage associated with rupture. Hypovolemia of uterine 
rupture also might be mistakenly diagnosed as epidural 
associated hypotension. A review of several studies in 
this area does not bear out these fears. In studies 
conducted after 1980 over 600 patients 4-6,9,12 ’ 22 ’ 23 were 
reported and only two had complete ruptures of the 
uterus. The pain was masked in one where there was 
concurrent fetal distress, and timely intervention led to 
a good outcome. The other rupture occurred during 
attempted fundal pressure at delivery. These data sup¬ 
port the use of regional anesthesia during TOL. 

Use of Oxytocin 

Once the risks and benefits of a TOL are better 
defined and it is a more widely accepted alternative to 
routine elective repeat cesarean section, the use of 
oxytocin becomes a pertinent issue. Clinical evidence is 
lacking in support of oxytocin-induced contractions 
resulting in uterine pressure gradients more dangerous 
than those achieved without pitocin. Flamm et al. 24 and 
Paul 2 ’ both support the use of oxytocin. They found no 
significant differences in oxytocin us. nonoxytocin use 
groups for TOL with respect to dehiscence, transfu¬ 
sions, birth trauma, or neonatal outcome. A study done 
by Paul in 1985 consisted of 1,209 patients. Of these, 
289 were given pitocin, with one uterine rupture result¬ 
ing. The data from these studies seem to support the 
idea that the probability of vaginal delivery is slightly 
decreased. The probability of uterine rupture seems 
slightly increased in women with a prior cesarean sec¬ 
tion who receive oxytocin during labor, compared with 
similar women who do not. This difference is not sta¬ 


tistically significant. 

A new standard of care cannot be proposed without 
some guidelines. No physician could recommend a TOL 
in all patients. There are several factors as mentioned 
by Horowitz 19 that make a TOL less favorable. They 
include classical cesarean section, cesarean section with 
multiple incisions, inadequate bony pelvis, those with 
unknown types of scars or previous uterine rupture, or 
any other contraindications to a normal vaginal deliv¬ 
ery. 

Additionally, a TOL requires 24-hour anesthesia cov¬ 
erage, ability to do an emergency cesarean section, 
adequate nursing facilities, and electronic fetal moni¬ 
toring. 

Summary and Conclusions 

Today the elective repeat cesarean section remains a 
significant cause for the increase in cesarean section 
rates. Cesarean deliveries have been a standard of care 
perpetuated in the United States based on a history of 
a possible devastating outcome to both mother and fetus 
if a TOL occurred. These events occurred during an 
early stage of obstetric technology and development. 
The elective cesarean section is considered financially 
prudent by some obstetricians, possibly for practical 
reasons. The ease in scheduling and the desire to obtain 
an outcome for which he/she expects less litigious risk 
contribute as well. Although the perinatal mortality 
rate decline parallels the increase in c-section rates, a 
causal association has not been demonstrated. Mater¬ 
nal morbidity from a cesarean section though declining 
from earlier years is significant and becomes a reason 
for us to prefer vaginal delivery over cesarean section 
in the interest of giving the mother the best care. 
Presenting the possibility of increased morbidity and 
mortality to the mother may decrease her desire for 
elective cesarean section. Supportive and empathic in¬ 
terventions during the TOL will serve to decrease her 
associated anxiety. (The obstetrician’s anxiety is a 
whole other issue.) 

The complication of rupture of the uterus remains a 
catastrophic event. However, it is a rare complication 
of TOL and, in fact, common in those pregnancies 
without a uterine scar having instrumentation. The use 
of regional anesthesia to date has not been shown to be 
contraindicated in TOL, but future controlled trials will 
be necessary to resolve the issue. The likelihood of a 
TOL leading to a successful vaginal delivery is sup¬ 
ported by a review of the world literature. Oxytocin 
increased the probability of a successful TOL, while not 
increasing to a significant degree the likelihood of com¬ 
plications. Finally, as obstetricians participating in the 
delivery of quality care to reproductive-age women we 
are obligated to give our patients optimal medical care, 
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based on scientific knowledge and tempered with hu¬ 
manity. The desire to do an elective repeat cesarean 
section should be looked on with the same skepticism 
one would consider for doing a primary cesarean sec¬ 
tion, purely because the mother requires it. For these 
reasons, medical indications should remain the only 
driving force for elective repeat section. 
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Editorial 


The Judicially Created Standard of Care 

JAMES G. ZIMMERLY MD, JD, MPH 


In the preceding article, “Elective Repeat Cesarean 
Section: Old Controversy, New Concepts,” Drs. Charles 
Canady and Phillip J. Goldstein from Sinai Hospital of 
Baltimore present a compelling case for a trial of labor 
(TOL) in the patient who has had a previous cesarean 
section. 

In a report prepared by Craig Tanio, Dr. Marc Man- 
ley, and Dr. Sidney M. Wolfe of the Public Citizen 
Health Research Group, released on November 2, 1987, 
the authors claim that approximately 455,000 infants 
were delivered by cesarean section unnecessarily in the 
United States during 1986. The Report suggested that 
an appropriate cesarean section rate would range be¬ 


tween 12 to 13 percent and noted that Maryland had 
the highest rate among ten states for which Figures were 
available. 

Maryland allegedly had a 26.6 percent rate for 1986. 
Of other jurisdictions for which statistics were avail¬ 
able, only the District of Columbia was higher with a 
30 percent rate. Even within Maryland, the rate varied 
from 12.4 percent at Garrett County Memorial Hospital 
in Oakland to 42 percent at Kent and Queen Anne’s 
Hospital in Chestertown. Greater Baltimore Medical 
Center in Towson led the Baltimore area with a 32.2 
percent rate. The University of Maryland had the third 
lowest rate in the state and the lowest rate in the 
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Baltimore area with a C-section percentage of 18.5; this 
despite the fact that the University of Maryland Hos¬ 
pital is a neonatal referral center and would be expected 
to handle a higher proportion of high-risk births that 
might justify cesarean sections. 

Individual obstetricians’ C-section rates ranged from 
0 to 54 percent. While the Health Research Group 
Report recognized that the ever-present threat of mal¬ 
practice litigation certainly may have an influence on 
the cesarean section rate, the report suggests that the 
“way to solve the malpractice crisis in obstetrics is not 
by practicing bad medicine and performing more un¬ 
necessary C-sections.” 1 

A mere two days after the Baltimore San published 
the Health Research Group’s study, the newspaper ran 
an article discussing the case of Brandon Robinson v. 
Provident Hospital et al. It appears that Brandon was 
delivered by the vaginal route on April 6, 1985 with 
Apgar scores of 3 and 10. The youngster allegedly has 
been diagnosed as being mentally retarded, and in a 
settlement with the hospital and other defendants prior 
to a hearing before the Maryland Health Claims Arbi¬ 
tration Board, an agreement was reached that will 
provide upward of $1,650 a month for the rest of the 
youngster’s life. This figure will increase 4 percent per 
year, and in addition the child received a cash settle¬ 
ment of almost $700,000. The plaintiff s attorney al¬ 
leged that 

at least five medical experts reviewed the fetal monitoring strip 
and labor and delivery records and determined that the child 
suffered fetal distress and hypoxia during labor. They were of 
the single mind that the damage happened in the course of labor 
and should have been avoided. 

The plaintiffs attorney allegedly maintains that the 
resident who delivered Brandon should have performed 
a cesarean section. 2 

It appears that obstetricians have painted themselves 
into a corner. In cases such as Robinson, there are the 
“five medical experts” who will provide expert testi¬ 
mony that, in retrospect, a cesarean section should have 
been performed to have avoided the brain damage. This 
places the obstetrician between the proverbial rock and 
a hard place. The obstetrician knows full well there will 
be litigation if a brain-damaged infant is delivered. 

However, this coin does have a flip side. How about 
the thousands of patients identified by the Public Cit¬ 
izen Health Research Group who allegedly have had 


unnecessary cesarean sections and who have suffered 
the attendant morbidity that occurs at a higher rate in 
patients who undergo cesarean section than in those 
who deliver vaginally? 

It is almost universally acknowledged that there are 
an excessive number of cesarean sections being per¬ 
formed in Maryland as well as elsewhere. Leaders in 
the field of obstetrics, such as Drs. Canady and Gold¬ 
stein, as well as the 1980 consensus panel from the 
National Institute for Childhood Disease and the Amer¬ 
ican College of Obstetrics and Gynecology guidelines 
recommend increased use of a trial of labor among 
selected women who have had a prior cesarean delivery, 
at least in those hospitals that are appropriately staffed 
and set up for such deliveries. Perhaps these recom¬ 
mendations coupled with a little litigation on this other 
side of the coin may be able to stem the ever-rising 
number of “unnecessary” cesarean sections. 

Unfortunately, while prestigious obstetricians and 
professional society groups may advocate a trial of labor 
prior to a repeat cesarean section, many years may pass 
before these scientific advances find their way to liti¬ 
gation and possible appeal. During these years of evolv¬ 
ing changes in the standard of medical practice, the 
physician on the firing line has little guidance in gaug¬ 
ing his or her potential liability for use of the recom¬ 
mended trial of labor technique. Meanwhile, the law 
books are full of cases condemning physicians who have 
failed to perform a timely cesarean section. It is likely 
that few physicians, and even fewer liability insurers, 
will have the stomach to challenge this “judicially cre¬ 
ated standard of medical practice.” 

This particular physician probably would take his 
chances with an increasing cesarean section rate and 
would turn a deaf ear to those who proclaim it is only 
the complicated vaginal delivery that must be relegated 
to a cesarean section. Unfortunately, the diagnosis of a 
complicated delivery is a postpartum diagnosis, which 
I don’t know that I’ve been there until I’ve been there 
and then it’s too late. Those of us who can’t stand the 
heat of making difficult clinical decisions such as these 
on a regular basis find other avenues for our talents. 
We write about the problems. 

References 

1. Baltimore Sun, Section C-l, 3 November 1987. 

2. Baltimore Sun, Section E-3, 5 November 1987. 


Vol 37, No 2 MMJ 137 




Eosinophilic Meningitis 

FRED J. HELDRICH MD and PRADEEP P. GARG MD 


Eosinophils in the cerebrospinal fluid have been associated with many causes. 
Although the finding of eosinophilic pleocytosis in cerebrospinal fluid is rare, hel¬ 
minthic infections are one of the more likely causes worldwide. We report a case of 
eosinophilic meningitis with a favorable outcome, secondary to Toxocara infection. 


From the Department of Pediatrics, St. Agnes Hospital, Baltimore. 

Eosinophils in the cerebrospinal fluid have been as¬ 
sociated with infections caused by parasites, Mycobac¬ 
terium tuberculosis, spirochetes, rickettsiae, viruses, 
and fungi as well as intracranial prostheses, injection 
of dye, demyelinating diseases, and lymphoma. Al¬ 
though the finding of eosinophilic pleocytosis in cere¬ 
brospinal fluid is rare, helminthic infections are one of 
the more likely causes worldwide. In the United States, 
the tissue nematodes, Toxocara canis or Toxocara cati 
are the helminths most frequently associated with cen¬ 
tral nervous system involvement in children. 1,2 

Case Report 

A seven-year-old white female was admitted because 
of generalized weakness and an inability to sit or stand. 
Previously healthy and attending school, her illness had 
begun four weeks prior to admission with one day of 
fever to 40.5°C, neck pain, and backache. These symp¬ 
toms resolved spontaneously, and she continued her 
normal activities. Three weeks prior to admission, she 
had a recurrence of these symptoms for 24 hours. Two 
weeks prior to admission, she developed fever of 39°C. 
and again complained of neck, back, and abdominal 
pain. She was also lethargic. 

Following a seven-day course of penicillin, she be¬ 
came afebrile and continued going to school, although 
she complained of feeling weak and continued to expe¬ 
rience pain in her neck, upper back, and abdomen. 
Lethargy continued and she developed an unsteady gait. 
Weakness progressed, forcing her to remain home, and 
two days prior to admission, she was bedridden, unable 
to sit or stand. Her appetite had decreased, and she was 
thought to be losing weight. She lived in the country, 
and there was a history of exposure to dogs but no 
history of trauma, toxin exposure, ingestion, pica, tick 
bite, or exposure to known infection. She had been 
completely immunized for diptheria, tetanus, pertussis, 
rubella, rubeola, mumps, and poliomyelitis. 

Physical examination revealed temperature of 37° C, 
pulse 82 per minute, respirations 16 per minute, and 
blood pressure 105/76 mm Hg. Her weight was 10th 
percentile; height, 25th percentile. The child’s skin was 
clear, and there was no adenopathy. Ears, nose, and 
mouth were normal; neck was supple; lungs were clear; 
heart sounds were of good quality and without mur¬ 
murs. Her abdomen was soft with no organomegaly, 
and she had normal genitalia of a prepubertal female. 


The patient was oriented and cooperative, but re¬ 
sponded slowly to questions with mild dysarthria. Pos¬ 
itive findings on the neurological exam included bilat¬ 
eral horizontal nystagmus and mild weakness of the 
tongue, but no tongue deviation. Proprioception, light 
touch, vibratory, and pinprick were intact. Finger op¬ 
position was weak. Finger-to-nose testing was per¬ 
formed poorly and hesitantly. The muscle strength was 
reduced symmetrical and was graded 4/5 for muscles 
proximally, and 3/5 for the muscle groups distally. The 
DTRs were 2+ bilaterally. There were bilateral Babin- 
ski reflexes. When supported, she could only take a few 
shuffling steps. 

Laboratory studies revealed: hemoglobin 13.4 gm/dl, 
hematocrit 39%, WBC count 7,700/cmm with a differ¬ 
ential of 69% polymorphonuclear leukocytes, 2% band 
forms, 24% lymphocytes, 2% monocytes, 2% eosino¬ 
phils, and 1% basophiles. Platelet count 374,000/cmm. 
Erythrocyte sedimentation rate 18 mm/hr. Serum so¬ 
dium 139 mEq/L, potassium 3.8 mEq/L, glucose 82 mg/ 
dl, urea nitrogen 13 mg/dl, and ammonia 61 mcg/L. 
Cerebrospinal fluid: glucose 67 mg/dl, protein 42 mg/ 
dl, and LDH 5 U/L. Antigen screen for Hemophilus 
influenzae, Streptococcus pneumoniae, and Neisseria 
meningitides was negative. Gram stain was negative. 
There were 3 RBC/cmm and 130 WBC/cmm with 41% 
lymphocytes, 8% monocytes, and 51% eosinophils. Cul¬ 
tures of blood, urine, and cerebrospinal fluid were neg¬ 
ative. 

Multiple examinations of stool for ova and parasites 
were negative. Cold agglutinins, mono spot test, sero¬ 
logic test for syphilis, and intradermal skin test for 
tuberculosis were negative. Serum immunoglobulins 
were IgG 1200 mg/dl, IgM 170 mg/dl, IgA 230 mg/dl, 
IgE 110 U/ml. C-3 160 mg/dl and C-4 35 mg/dl. Com¬ 
puterized axial tomography of the head (enhanced and 
nonenhanced) was negative. An electroencephalogram 
showed slowing symmetrically. No rise in titer was 
recorded for coxsackie, adeno, or Echo viruses. Titers 
for Angiostrongylus, Cystosarcosis, and Trichinella 
were negative. Titers in the serum for toxocara done by 
enzyme linked immunosorbed assay (ELISA) was 
1:1024; in the CSF, 1:4. 

Both ampicillin and chloramphenicol had been 
started on admission, but were discontinued after 48 
hours. On the Fifth hospital day, a repeat examination 
of CSF revealed 53 WBC/cmm with 51% eosinophils. 
On the fourteenth hospital day, the CSF contained 14 
WBC/cmm but no eosinophils. There was slow, pro- 
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gressive improvement in muscle strength; and after two 
weeks’ hospitalization, she was ambulatory with the use 
of crutches. One month after discharge, her examina¬ 
tion was entirely normal, and she was back to normal 
activity. 

Discussion 

Toxocara infestation in man begins with ingestion of 
the embryonated eggs. 3 Larvae emerge from the eggs 
while in the intestine, penetrate the bowel wall, and 
then are dispersed to other organs via the portal blood 
supply. The larvae cannot complete their life cycle in 
man, but cause granulomatous reactions in tissues to 
which they are carried. Tissues most commonly affected 
are the liver and lungs; although the eye, skin, skeleton, 
urinary bladder, myocardium, and brain may be the site 
of involvement. Clinical manifestations probably de¬ 
pend on the number and location of invading larvae but 
include fever, malaise, anorexia, irritability, and pallor. 
Pneumonitis, hepatomegaly, and a migratory skin rash 
frequently are found. 

Some of the more important signs associated with 
Toxocara (notably peripheral eosinophilia, pneumoni¬ 
tis, and hepatosplenomegaly) were lacking in our pa¬ 
tient. This has also been noted by Brown 4 and Zinkham 5 
in patients who have ocular involvement secondary to 
Toxocara. 

Invasion of the central nervous system by Toxocara, 
although infrequently described, has been demon¬ 
strated either by autopsy material or by serologic evi¬ 
dence. Mikhael et al. found four reported cases of au¬ 
topsy proved cerebral involvement by Toxocara canis 
up to 1974, and reported the fifth case. 6 In three of the 
cases, although granulomas with nematode larvae were 
found in the brain, death was not attributed to the 
nematode invasion. In the other two cases, death was 
believed to be secondary to an encephalitis. In each of 
these two patients, areas of granulomatous inflamma¬ 
tion with a nematode in the center were demonstrated 
in the cerebrum, cerebellum, and brain stem. 6,7 In none 
of the five cases was eosinophilic pleocytosis of the 
cerebrospinal fluid mentioned. 

Nonfatal meningitis, myelitis, and meningoencephal- 
omyelitis secondary to toxocara infection have been 
reported. 8-11 All patients except one 11 had both a pe¬ 
ripheral eosinophilia and eosinophils in the cerebrospi¬ 
nal fluid. The patient who did not exhibit eosinophils 
in the cerebrospinal fluid may have had the specimen 
obtained after the eosinophilia had resolved. In our 
patient, the WBC/cmm in the cerebrospinal fluid de¬ 
creased from 132 to 14 in two weeks, and the percentage 
of eosinophils fell from 51 to zero. 

Direct invasion of the nervous system by larvae may 
explain the neurologic symptoms in some cases; how¬ 


ever toxins produced by the larvae may explain the 
neurologic symptoms in others. 1,3 Without histologic 
studies, it is impossible to be certain of larval infesta¬ 
tion in neural tissue. In one reported patient with 
eosinophilic meningitis, cerebral angiography and 
radionuclide brain scans were performed; 9 and in ours, 
enhanced and nonenhanced computerized axial tomog¬ 
raphy was done, with failure to identify a lesion in 
either case. In the absence of tissue diagnosis, the 
ELISA test is considered to be the most accurate diag¬ 
nostic method available. 3,12 

It has been reported that eosinophilic pleocytosis in 
the cerebrospinal fluid is more likely to occur early 
following invasion of the central nervous system by 
helminths, before the disease becomes localized. 2 Thus, 
eosinophils in the cerebrospinal fluid may play a pro¬ 
tective role. They are known to inactivate mediators 
released from mast cells and to damage the larval stages 
of some helminths. Eosinophils also may be involved in 
the development of immunity to some parasitic infec¬ 
tions. 13 Eosinophilic pleocytosis in cerebrospinal fluid 
has been found in patients who recovered. 

Summary 

Our case report documents an additional instance of 
eosinophilic meningoencephalitis associated with Tox¬ 
ocara infection. Diagnosis was made by enzyme linked 
immunosorbent assay (ELISA). The patient’s recovery 
was complete. 
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Maryland’s Approach to Regulating 
Physician Office Laboratories 

JOHN M. DeBOY DrPH, ANA MARIA COLWILL MA, and EDITH J. MOULTON MS 

Maryland began regulating medical laboratories in 1924, but the first law and 
regulations affecting physician office laboratories were not passed until 1966 and 
1985, respectively. Statutory amendments passed by the Maryland General Assembly 
in 1986 assisted the further development and implementation of a full regulatory 
program based on licensure, exceptions to licensure, minimum technical standards, 
on-site inspection, physician surveys, and proficiency testing. Remaining concerns 
include proper interpretation of the law and regulations when dealing with the 
plethora of newly evolving decentralized laboratories found in HMOs, CHCs, and 
IP As. 


The authors are with the Laboratories Administration’s Division 
of Laboratory Licensure, Certification and Training, Maryland 
DHMH. Reprints: Division of Laboratory Licensure, Certification 
and Training, Laboratories Administration, Maryland Department 
of Health and Mental Hygiene, 201 West Preston St., Baltimore, MD 
21201. 

Physician office laboratories (POLs) in the United 
States are no longer the neglected stepchildren of out¬ 
patient medical care. They now perform half of all 
outpatient clinical laboratory procedures, accounting 
for more than a quarter of all laboratory tests. Recent 
rapid growth in the number and size of POLs has led 
states and the federal government to examine them 
with an eye toward regulation because as POLs expand 
in test volume and scope, many clinician-directors face 
new challenges they are not qualified to meet. Many 
POLs initially lack basic laboratory requirements such 
as standard operating procedure manuals and quality 
control programs. In addition these laboratories all too 
often employ poorly or minimally trained personnel to 
perform laboratory tests. Maryland is one of 13 states 
now regulating POLs. Currently about 200 POLs in the 
state are subject to licensure, and around 2,000 licensed 
physicians in Maryland are subject to laboratory pro¬ 
ficiency testing requirements. 

The authority to regulate physician office laborato¬ 
ries, whether at federal or state level, is derived primar¬ 
ily from statutes passed by Congress or a state legisla¬ 
ture, and secondarily both from administrative regula¬ 
tions under the statute and from administrative deci¬ 
sions required to implement the statute. Regulatory 
programs resulting from this authority differ in many 
ways, ranging from those that are comprehensive, with 
broad authority, complex regulations, and a full set of 
minimum quality assurance standards to those that are 
narrow in scope, with little authority and few regulatory 
requirements. Some programs mandate on-site labora¬ 
tory inspections, a license, and proficiency testing. Oth¬ 
ers require only annual registration. Some may enforce 
the same requirements among all POLs while others 
grant liberal exemptions to entire classes of POLs. We 
briefly review some of the different approaches the 
federal and various state governments have taken to¬ 
ward regulating POLs and then take a close look at 


Maryland’s POL program: its existing law, regulations, 
limitations, and some continuing regulatory concerns. 

Federal and State Approaches 

Federal authority to regulate medical laboratories 
stems from provisions of the Social Security Act that 
established the Medicare Program. 1 Most POLs are 
exempt from Medicare regulations because the Act’s 
empowering statute does not formally authorize their 
regulation. However, it establishes reimbursement lim¬ 
itations for laboratory services based on the type of 
laboratory being operated. A POL is not subject to 
Medicare certifications as an independent laboratory if 
the POL: 

• is operated and used only by attending or consult¬ 
ing individual or group physicians; 

• is maintained only for the individual physician or 
group’s own patients; 

• does not solicit or advertise itself as available for 
referral testing; and 

• does not accept more than 99 specimens on referral 
in a given specialty over a calendar year. 2 

A POL that fails to meet any of these criteria fits the 
definition of an independent laboratory, requires Med¬ 
icare certification, and is subject to all federal quality 
standards and regulations. 3 

In addition to the limited, indirect regulatory ap¬ 
proach of the federal government, 13 states (including 
Maryland) have passed statutes authorizing the regu¬ 
lation of POLs. Like the federal government, most of 
these states “exempt” or “except” individual physicians 
from any licensure requirement if he or she performs 
tests solely for his or her own patients. These same 
states base their licensure requirements on the number 
of physicians in a group practice or incorporated POL. 

The size of a group practice that leads to POL licen¬ 
sing by states ranges from three or more physicians in 
Massachusetts and Wisconsin to six or more in Florida 
and Michigan. Pennsylvania and Wyoming base their 
licensure requirement on the number and type of tests 
performed rather than on the number of physicians in 
a group practice. Following a slightly different ap- 
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proach, Idaho regulates POLs if POL personnel other 
than the physicians perform tests. Aside from licensure 
and blanket exemptions to it, other state approaches to 
regulation of POLs can involve annual registration, a 
wide range of minimum quality assurance standards, 
personnel requirements, proficiency testing, or a com¬ 
bination of these approaches. Proficiency testing refers 
to the ability to perform laboratory procedures within 
acceptable limits of accuracy through analysis of un¬ 
known specimens distributed at periodic intervals by 
an external source. Proficiency testing standards in 
most states follow closely those established by the fed¬ 
eral government for independent laboratories. 

Maryland’s Statutory Approach 

In 1924 a four-line law [then Article 43 (Health), 
Section 37] authorized the State Board of Health to 
establish minimum laboratory standards and qualifi¬ 
cations for all private laboratories in Maryland except 
those in Baltimore City. In 1939 the Board of Health 
adopted initial regulations (later given the designation 
43J02) requiring registration of any medical laboratory 
in the counties. A revision of 43J02 in 1948 established 
minimum standards for these same laboratories. 4 In 
1965, House Bill 637 extended the medical laboratory 
law [then Article 43 (Health), Section 34] to include 
Baltimore City. In 1966 the General Assembly amended 
Article 43 (Health), Section 34 to require the Board of 
Health and Mental Hygiene to inspect and issue per¬ 
mits to operate medical laboratories. It also required 
“any person, partnership, association, or corporation 
desiring to operate or maintain such a laboratory, ex¬ 
cept a physician performing laboratory examinations 
on his own patients” to apply for the permit. 5 

By the mid-1970s the General Assembly amended 
Article 43 (Health), Section 34 to exempt group prac¬ 
tices of fewer than four physicians that perform labo¬ 
ratory examinations limited to their own patients. This 
amendment also added a new laboratory proficiency 
testing requirement for all physicians. 6 Currently Mary¬ 
land’s authority to regulate POLs stems from three 
mandates defined in Health-General Article, Title 17, 
Subtitle 2 of the Annotated Code of Maryland. 7 The 
first requires a group practice consisting of four or more 
physicians performing laboratory examinations for 
their own patients to obtain a state permit to operate a 
laboratory. The second requires all individual physi¬ 
cians and group practices performing laboratory ex¬ 
aminations to demonstrate satisfactory performance in 
a state-approved laboratory proficiency testing pro¬ 
gram. The third requires there be administrative regu¬ 
lations to further explain and implement the first two 
mandates. 


In 1986 House Bill 198 amended these mandates. As 
a result, Maryland’s POL statute now allows exceptions 
to the permit (license) requirement for group practices 
of four or more physicians if one or more physicians in 
the group personally perform laboratory examinations 
solely for the group’s patients, and if the group contin¬ 
ues to meet all proficiency testing requirements. Groups 
of four or more physicians that meet the above criteria 
and employ nonphysicians who perform (or help per¬ 
form) laboratory tests also may qualify for an exception 
if the group’s test menu is limited to one or more of the 
simple, routine tests designated by the Laboratories 
Administration, DHMH, as currently exempt from pro¬ 
ficiency testing requirements. 

The 1986 amendments to the medical laboratory 
statute also provided the authority to develop and main¬ 
tain a list of laboratory tests that are exempt from the 
law’s proficiency testing requirements. A test is desig¬ 
nated as exempt from proficiency testing because either 
the Laboratories Administration has deemed the test 
to be exempt or no adequate proficiency test exists for 
the test. We emphasize that no physician in Maryland 
performing an in-office laboratory test is exempt from 
proficiency testing; only certain laboratory tests are 
exempt. In addition, the nature of the list of exempt 
tests requires that it be reviewed and updated annually. 
(A circular listing all proficiency testing requirements, 
definitions, approved testing programs, exempt tests, 
and performance evaluation procedures may be ob¬ 
tained from the Laboratories Administration, DHMH.) 

Maryland’s Regulatory Approach 

Maryland’s regulations covering physician group 
practice laboratories (Code of Maryland Regulations 
10.10.06) 8 deal with administrative procedures and 
technical standards. The primary objectives of these 
regulations are to provide POLs with a set of easily 
understood, somewhat flexible, minimum laboratory 
standards, and to provide the state with an efficient 
means of implementing and enforcing those standards. 
Surveying all practicing physicians in Maryland to 
identify those who perform in-office laboratory tests 
also has become a major administrative responsibility 
of the Laboratories Administration. 

Since many physicians are unfamiliar with quality 
control as it relates to the operation of a clinical labo¬ 
ratory, Maryland’s regulatory mission emphasizes ed¬ 
ucation and training as well as enforcement. As soon 
as a request for a permit is received, application mate¬ 
rials and a copy of the POL regulations (COMAR 
10.10.06) are mailed out. The POL is then given time 
to implement the personnel and technical standards 
before an initial on-site inspection is scheduled. If a 
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POL is satisfactorily meeting all standards at the time 
of initial inspection, a 12-month permit is issued. If all 
the standards are not being met, but the laboratory 
surveyor believes they are being implemented in good 
faith and soon will be met, a 90-day provisional permit 
may be issued. In most cases POLs with a provisional 
permit are reevaluated within the 90-day period, are 
found to comply with all permit requirements, and are 
issued an annual permit. 

Prior to the initial inspection and during any provi¬ 
sional permit period, the POL is given whatever help 
the Laboratories Administration can provide. However, 
primary technical preparations and any personnel 
training a POL must undertake to satisfy permit re¬ 
quirements must be provided by the POL’s director and 
supervisor. The director of a licensed POL in Maryland 
is a physician-member of the group practice who has 
been designated “director” by the group. This physician 
is also listed as the director on any state permit; he or 
she has the ultimate responsibility for all laboratory 
test results and the competence of laboratory technical 
personnel. To help directors oversee the operation of 
expanding clinical laboratory services, the regulations 
require that a POL employ or otherwise engage on a 
full or part-time basis the services of at least one 
medical technologist who can provide the POL with 
sufficient clinical laboratory expertise both to initially 
meet and to maintain the minimum standards. 

In addition to these personnel requirements, Mary¬ 
land’s regulations include a number of technical sec¬ 
tions. A safety section calls for the development and 
maintenance of a basic safety manual. A facilities-and- 
equipment section requires that applicable state and 
local laws be met and that laboratory equipment receive 
necessary preventive maintenance. A quality control 
section requires and explains standards covering the 
standard operating procedure manual (SOPM), the op¬ 
eration of equipment, the handling of reagents and 
supplies, and proficiency testing. Since the SOPM is a 
POL’s most important operational document, the sec¬ 
tion covering it contains the most detailed standards. 
The SOPM is also the document that receives the most 
attention from the state’s laboratory surveyors during 
on-site inspections. A poorly prepared SOPM can be a 
major obstacle to licensure. 

Continuing Regulatory Concerns 

The General Assembly’s 1986 amendments made 
Maryland’s POL law and regulations much more useful 
and effective, but a number of shortcomings remain. 
One of these is the definition of a physicians’ group 
practice laboratory: 

“Physicians group practice laboratory” means a laboratory op¬ 


erated collectively by four or more physicians, licensed to prac¬ 
tice medicine in the State, practicing as a group, and performing 
examinations in one or more scientific disciplines, ... on ma¬ 
terial derived from their own patients. If tests are performed 
for patients of physicians outside the group practice, the labo¬ 
ratory is considered a medical laboratory and the requirements 
for a medical laboratory under COMAR 10.10.01 apply. 8 

This definition is long and complex but not fully effec¬ 
tive in explaining when a group practice POL ceases 
being a POL for regulatory purposes. Further compli¬ 
cating the definition are recent developments in labo¬ 
ratory medicine that have led to a plethora of decen¬ 
tralized laboratories developing and evolving within 
such entities as health maintenance organizations 
(HMOs), walk-in clinics, community health centers 
(CHCs) and individual practice associations (IPAs). 
Although these entities usually meet the regulatory 
definition of a group practice, sometimes a question 
arises as to whether an individual entity even should 
be licensed and, if so, whether by the state as a POL or 
by the federal government as an independent labora¬ 
tory. 

A number of HMOs in Maryland have begun to hire 
or contract with groups of fewer than four physicians 
that offer an in-office laboratory service. As long as an 
individual group performs testing only on patients seen 
by that group’s physicians, these HMO-associated 
groups can legitimately claim they do not require licen¬ 
sure. However, if HMO-associated group “A” accepts 
and tests any specimens of patients from HMO-asso¬ 
ciated group “B”, then group “A” is required to seek 
state licensure as a medical laboratory. 

Maryland’s definition of what constitutes a “medical 
laboratory” is more stringent than the federal govern¬ 
ment’s definition of what constitutes an “independent 
medical laboratory.” The latter allows a POL to accept 
up to 100 specimens in a given laboratory discipline per 
calendar year, from other than its physicians’ own 
patients without having to apply for Medicare certifi¬ 
cation. Maryland’s definition requires a POL to seek 
licensure as a medical laboratory if the POL accepts or 
tests any specimen or specimens other than those of 
their physicians’ own patients. 

Walk-in clinics and CHCs also must be aware of their 
limitations in performing laboratory services. In many 
cases a CHC or walk-in clinic’s laboratory can be 
treated by the state as though it were a POL. Any 
physician employed by the clinic may request in-clinic 
tests on patients personally seen by him or her. How¬ 
ever, clinics may not perform laboratory examinations 
(except a test for pregnancy) on specimens from pa¬ 
tients who have not been seen by a clinic physician 
without first obtaining a state permit to operate a 
medical laboratory. 
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Some IPAs include scores of physicians who each 
own a share of the association and send their patients 
to the association’s own laboratory. Aside from ethical 
implications of large-scale self-referral, this type of 
arrangement can pose a number of regulatory problems. 
One occurs when an IPA claims that all its physicians 
belong to a group practice and seeks licensure of its 
laboratory as a POL rather than as a medical labora¬ 
tory. To license the laboratory of a group with scores 
of physicians would appear to stretch the POL law far 
beyond the law’s original intent. Taken to its extreme, 
if a large IPA with a laboratory could be licensed as a 
POL, why couldn’t a physician-owned hospital labora¬ 
tory also be licensed as a POL? There is no reason large 
laboratories owned by physicians and at sites distant 
from the physicians should be subject to fewer quality 
checks and less regulation than the state’s medical 
laboratories. 

A second regulatory problem involving IPAs concerns 
equitable application and enforcement. Maryland has a 
number of large physician associations that encompass 
a licensed medical laboratory. At least one of these 
associations contains a group of four or more physicians 
who operate their own in-office laboratory. This group’s 
physicians have claimed their POL does not require 
licensure separate from their IPA laboratory’s license. 
However, the association’s licensed medical laboratory 
has not attempted to include any in-office laboratories 


as satellite laboratories under its medical laboratory 
license. Therefore the in-office laboratory is not covered 
by the associations’ laboratory license. Such in-office 
laboratories are considered to be operating on their own 
and are being required to seek individual state licenses 
to operate a POL. 

In many cases Maryland’s POL law and POL regu¬ 
lations are clear and readily enforceable; but in some 
cases both the state’s physicians and regulators are 
entering uncharted legal territory where there are few, 
if any, precedents and no simple answers. As with any 
newly regulated area, it probably will be many years 
before most of the answers will be readily available. 
Until that time the State of Maryland should continue 
to apply the law and its regulations not only to the 
advantage of the public but also, where appropriate, to 
the advantage of the regulated POLs. 
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Commentary 


Counter-Counterpoint: Scan! 

HUBERT S. MICKEL MD 


Although the questions posed in the recent editorial, 
“Counterpoint: To Scan or Not to Scan” 1 were rhetor¬ 
ical, answering them would help clarify the intent of 
the article, “Point: Guidelines for Emergency CT Head 
Scans.” 2 In the latter, guidelines were proposed for 
emergency noncontrast CT scans of the head for pa¬ 
tients presenting on an emergency basis in four clinical 
categories: 

• Following head injury 

• Following onset of focal neurological signs, in¬ 
cluding changes in mental status 

• Following a first seizure 

• Following the onset of a severe headache 

For purposes of discussion, each proposed guideline 
for emergency CT head scan questioned in the editorial 
will be stated first, followed by the query posed in the 
editorial and my response. 

According to the proposed guidelines, a CT head scan 
was recommended following head trauma with the his¬ 
tory of unconsciousness or altered consciousness. 

The question was: “Do we order CT Scans on all 
patients who give us equivocal comments when we are 
reasonably certain most of those patients did not lose 
consciousness according to the medical definition of the 
term?” The answer: Certainly not! 

However, the answer is Yes! 

• IF the presenting complaint to the Emergency 
Department is a well-documented head injury, or 

• IF by history the head injury can not be deter¬ 
mined to be minimal, and 

• IF follow-up and observation following discharge 
is doubtful. 

When the history of unconsciousness remains uncer¬ 
tain, it is helpful to ask the patient to recall the impact 
of striking his or her head and the events surrounding 
the injury. If a patient remembers the incident, there 
certainly is no retrograde amnesia, a clinical finding 
common with concussion. 

The proposed critera for emergency CT head scan 
after head injury is for patients who might not otherwise 
be admitted to the hospital. Patients who are admitted 
to the hospital and who will be under close observation 
need not have an immediate CT head scan even if they 
have suffered a documented period of unconsciousness, 
so long as they remain neurologically stable. 

A CT head scan also was recommended for any 
patient for whom observation following discharge for a 
head injury might not be adequate and for whom hos¬ 
pitalization is not otherwise indicated. 

The question was: “Does this include a CT on every 
elderly patient who comes to an emergency department 
for repair of a scalp laceration if that elderly person 


lives alone or with another elderly spouse or will be 
returning to a nursing home?” The answer: Certainly 
not! 

However, the answer is Yes! 

• IF the presentation to the emergency department 
is for head injury rather than scalp laceration, 
and/or 

• IF the scalp laceration is serious enough to raise 
questions of possible skull fracture or other head 
injury, and/or 

• IF the head injury is serious enough that one 
does not feel comfortable discharging the patient 
without providing head injury instructions. 

Head injury instructions given to patients who will 
not be well observed are of little or no value. In this 
circumstance, a CT head scan is helpful and is less 
expensive than admission. 

Also, patients with cerebral atrophy (such as the 
elderly) are more vulnerable to complications from head 
injury, especially a subdural hematoma, which can re¬ 
sult from tearing the bridging veins from the cortex 
across the dura mater. 

A CT head scan was recommended for patients with 
head injury with a high risk of subsequent head injury. 

The questions were: “Who pays for this defensive 
medical practice? Does the emergency physician gain 
in any way? Does the physician benefit by a decrease 
in his/her liability insurance cost by ordering CT scans 
on all these patients?” 

The answers are that obtaining a CT head scan under 
these circumstances is important and that it is the 
patient who stands to gain. Providing quality medical 
care is cost effective in itself, as will be elaborated upon 
later. 

Patients with a high risk of subsequent head injury 
also have a high risk of previous head injury. For 
instance, my last year of training in neurology was in 
neuropathology at the Boston City Hospital under 
Denny-Brown. In a large population of alcoholic pa¬ 
tients, it was quite common at autopsy to find mem¬ 
branes from a resolved subdural hematoma. Patients 
carrying a small subdural hematoma are at considerably 
greater risk of serious sequelae following another head 
injury. To complicate the problem further, alcoholic 
patients frequently have a bleeding diathesis resulting 
from liver damage. 

Similarly, patients with poor seizure control need to 
have more frequent CT head scans than those whose 
seizures are well controlled, especially if repeated head 
injuries are associated with the ictal episodes. With a 
head injury during a seizure, it is difficult to determine 
whether the alteration of consciousness is from the 
seizure, the head injury, or both. 
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A CT scan was recommended for a patient following 
a first seizure for whom discharge from the Emergency 
Department is planned, if there is any question of 
patient compliance or adequacy of follow-up. 

The question was: “I may question the compliance of 
many patients I discharge in the wee hours of Saturday 
night or Sunday morning. Do I obtain a CT scan on all 
of them to protect myself or do I do it because they are 
not capable of protecting themselves?” “This suggestion 
is that I protect the noncompliant or unreasonable 
patient from themselves.” 

The answer is that an emergency CT head scan 
definitely should be obtained on any noncompliant or 
unreasonable patient suffering a first seizure, especially 
if the seizure is unrelated to drugs or alcohol. A non¬ 
compliant, unreasonable, first-seizure patient probably 
should be admitted. A thorough diagnostic work-up is 
indicated following a first seizure, although a noncon¬ 
trast CT head scan will suffice on an emergency basis 
to determine the presence of a critical structural proc¬ 
ess. 

Abnormal postictal behavior might well be related to 
the same underlying pathological process that caused 
the seizure. Similarly, a patient who experiences a drug- 
or alcohol-induced seizure also should have a CT head 
scan if the mental status remains abnormal when the 
patient is no longer intoxicated. If the emergency phy¬ 
sician finds resistance to obtaining a CT scan or to 
admitting the patient in the middle of the night, such 
a patient should not be discharged. When there is 
suspicion of an underlying neurological disorder that 
might impair mental ability to follow through, the emer¬ 
gency physician should accept the responsibility for 
securing subsequent care if the patient is discharged. 
For these reasons, an emergency CT head scan is of 
prime importance for a first-seizure patient of question¬ 
able compliance, if discharge is planned. 

A CT head scan was recommended following the 
onset of a severe headache in any patient who might 
have a subarachnoid hemorrhage. The statement (in¬ 
stead of a question) was that “This includes all patients 
with severe headache because any one of them might 
have a subarachnoid hemorrhage, even those who have 
a lengthy history of migraine.” 

That statement is affirmed, emphatically, but only IF 
the headache is severe and no other cause is determined. 

Subarachnoid hemorrhage characteristically has an 
abrupt onset and is described as the worst headache in 
the patient’s life. Words used to describe the headache, 
such as “exploding,” “worst in my life,” “sudden onset,” 
should be red flags to the emergency physician. Other 
etiologies can be responsible for such a headache, but 
if the emergency physician is unable to attribute the 


headache definitively to one of these other etiologies, 
then an emergency CT head scan is indicated. 

In the case of Polischeck vs the United States of 
America, I served as an expert witness for the US 
government. I stated that although my management 
would have been different for the patient (who died 
from a subarachnoid hemorrhage), most emergency 
physicians would have failed to request a CT head scan 
or to arrange for neurosurgical consultation. The deci¬ 
sion was made for Polischeck not on account of the 
emergency physician’s failure to obtain a CT scan or 
consultation but because the naval hospital involved 
had medics rather than physicians providing the initial 
primary evaluations. However, if subarachnoid hemor¬ 
rhage had been considered at the first visit and the 
patient transferred for CT scan or referred for consul¬ 
tation, there would have been a reasonable chance for 
survival. If the many illustrious neurosurgeons who 
testified for the plaintiff and I, myself, would have 
ordered a CT head scan, why should this not be the 
standard of care? 

A CT head scan was recommended for any patient 
who has or might have meningitis and in whom there 
is a possibility of brain abscess. The CT scan should 
precede the lumbar puncture in a patient suspected of 
having meningitis only in those patients for whom it is 
considered to be clinically advisable because of concern 
of herniation resulting from brain abscess or edema. 

The questions were: “How do I practice at a small 
community hospital that does not have the ready avail¬ 
ability of a CT scanner? Do I delay the lumbar puncture 
in those cases in order to transfer the patient to a 
medical center for the CT scan if I suspect increased 
intracranial pressure?” 

The answer is emphatically Yes\ A patient who pre¬ 
sents with bilateral papilloedema, altered mental state, 
and possibly mild hemiparesis should not have a lumbar 
puncture, even if meningitis is strongly suspected, until 
a noncontrast CT head scan is obtained. A lumbar 
puncture might result in the patient’s rapid demise. 
Such a patient needs a neurosurgeon immediately and 
certainly before an additional crisis is created from 
herniation occurring as a consequence of a lumbar 
puncture. 

The statement is made that “The business manager 
will have the emergency physician’s head scheduled for 
a CT scan when his profile indicates that he orders 100 
CTs a month with only two positive scans on the 
average.” 

That example, albeit extreme, is certainly better than 
the emergency physician who orders only 50 CTs a 
month, finding one positive scan but missing one. 

The question was posed: “At what level does the yield 
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justify the additional negative scans? 

This question has no easy answer, but the following 
example can provide perspective. Through the free ex¬ 
ercise of “clinical judgment,” an emergency physician 
decides that at 2 a.m. the patient’s severe headache 
does not warrant obtaining a CT head scan. The emer¬ 
gency physician is shown subsequently to be wrong, 
and the patient dies. The court decides on a modest 
settlement of $500,000. That amount pays for 2,000 
emergency CT head scans. Even if the emergency phy¬ 
sician is not specially trained in the evaluation of neu¬ 
rological disorders, it is likely that one would obtain 
significant positive findings long before the 2,000 scans 
are used. What is most important is that a life is saved. 

Hence, the proposed guidelines for emergency CT 
head scans can be considered both cost effective as well 
as a guide for providing quality emergency medical care. 

References 

1. Zimmerly, J.G. “Counterpoint: To Scan or Not to Scan.” MMJ 
36(1987):858-59. 

2. Mickel, H.S. “Point: Guidelines for Emergency CT Head 
Scans.” MMJ 36(1987):857-58. 


Private Duty and 
Home Nursing Care 

When you need home health care... 
call Staff Builders. Our RNs, LPNs, PTs, 
OTs, STs, MSWs, Nurses' Aides, Home 
Health/Personal Care Aides, and live- 
in Home Companions are all carefully 
screened. Also, bonded and insured. 
Professional—yet personal—care is as 
close as your phone. 24 hours a day. 
Seven days a week. 

BALTIMORE CITY 752-0062 • 625-0222 

BALTIMORE COUNTY 561-1595 

HARFORD 838-7110 

HOWARD 730-2311 

ANNE ARUNDEL 544-0588 

CARROLL 549-2121 

staff builders’A 

Health Care Services n n 

The “Full Service" service. 

The nursing service hospitals nationwide use and trust. 

Licensed by the State of Maryland and Federally Certified 
for Medicare/Medical Assistance/Blue Cross—Home Care 


What You Didn’t Learn 
In Medical School. 


Making sound business decisions is a 
big part of building a successful practice. 
However, business administration isn’t part 
of most medical school curriculums. 

Now M.D.s can call on the experience of 
an M.B.A. Mountain Run Health Services 
Management specializes in managing the 
good health of medical practices. Our 
management experts have helped many 
practices: 


■ choose cost-efficient computer equipment 

■ establish fee schedules 

■ develop billing and collection systems 

■ design employee benefit plans 

■ write personnel policy manuals. 

Let Mountain Run Health Services 
Management keep your practice healthy 
while you take care of your patients. Call 
us today for an initial consultation with 
no obligation. 


Mountain Run Health Services Management 

663 Sunset Lane, Culpeper, VA 22701 
(703)825-1229 
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Season 


aar-* 


Women with No Symptoms 

Age: 

35-39 Baseline 

40-49 Every 1-2 years 






What will you tell her about 
screening mammography? 


Many of your patients will hear about screening 
mammography through a program launched by the 
American Cancer Society and the American College 
of Radiology and they may come to you with 
questions. What will you tell them? 

We hope you'll encourage them to have a 
screening mammogram, because that, along with 


your regular breast examinations and their monthly 
self examinations, offers the best chance of early 
detection of breast cancer, a disease which will strike 
one woman in 10. 

If you have questions about breast cancer 
detection for asymptomatic women, please contact 
us. 


AMERICAN Professional Education Dept. 

National Headquarters 
90 Park Avenue 
New York, New York 10016 
or your local society 


VCANCER 
? SOCIETY 



American 
College of 
Radiology 


1891 Preston White Drive 
Reston, Virginia 22091 
(703) 648-8900 
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Complete Information for Authors 

about submitting manuscripts 
to the Maryland Medical Journal 
will appear quarterly (SEP/DEC/MAR/JUN) 
in the meantime, please refer to 
September 1987, page 742 


Look for Med-Chi Meetings 
schedule in each issue of MMJ. 


*COOOeOOQOOQOOGOOSCOOGCOOG00030090GOQOOQ£ 

Consultation is Back! 

WBAL Radio AM 1090 

8-9 p.m. every Thursday 

Featuring a variety of physician speakers and 
topics and hosted by John Stupak, the programs 
will consist of a short discussion of the topic 
followed by call-in questions from listeners. 

For a list of scheduled topics and sneakers 



In the March issue of the Maryland Medical Journal: 
Committee on Physician Rehabilitation 
Tenth Anniversary Issue 
Resource List for Impaired Professionals 
Physicians in Recovery 
Patterns of Substance Abuse 
Drugs Used by Impaired Health Professionals 
Cognitive Impairment in Physicians 
Whither the Impaired Physician? The Politics of Impairment 
Comparison of Impaired Physician Programs Nationwide 
The Impaired Physicians Movement 


Med-Chi Photo Contest Rules 

Eligibility 

You must be a member of the Faculty or the Auxiliary of the Medical and Chirurgical Faculty to enter. 

Professional photographers may not enter. Members of the Photo Contest Committee and their families 

are not eligible. 

Contest Rules 

1. Photographs may be submitted in two categories—BLACK and WHITE or COLOR. 

2. Limit: three entries per person. 

3. Entries must have name, address, and telephone number attached to the BACK of each photograph. 

4. PRINTS only, no smaller than 8 x 10 or larger than 11 x 14, will be accepted. If your favorite shot 
is a slide, you must have a print made to enter in the contest within these size ranges. 

5. Entries maybe mailed or brought to the Faculty Office, 1211 Cathedral Street, Baltimore, Maryland 
21201 by the close of the business day on April 13, 1988. 

6. Entries MUST be matted or dry mounted. No framed photographs will be accepted. 

7. Photographs entered in the contest will be on display at the Annual Meeting of April 1988. 

8. Winners will be announced at the Annual Meeting of the Medical and Chirurgical Faculty of the 
State of Maryland, , April 27 through April 29, 1988. 

9. Photographs will NOT be mailed back. Photographs may be claimed at the exhibit area at the 
close of the Annual Meeting on Friday, April 29 or at the Faculty Building thereafter. 

10. The Faculty does not guarantee against loss or damage of any kind to the photographs submitted 
to the contest. 

11. Prizes will be awarded to the FIRST and SECOND place winners. Additional information about 
the prizes will be published in the Maryland Medical Journal. 
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Drs. Copeland, Hyman and Shackman, EA. 
in association with Pablo Dibos, M.D. 
are pleased to announce 
the addition of 

Nuclear Medicine 
including 
SPECT Imaging 

and 

Stress Cardiac Thallium Scans 


to their 

Pomona Square Office 
1700 Reisterstown Road, Suite 119 
Baltimore, Maryland 21208 
(301) 486-8830 


PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Faculty of the State of Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872. 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resumb to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 



From the AMA. 


Get the Standardized Claim 
Form You Need, PLUS this 
FREE Instruction Booklet 


■ Required by federal programs: Medicare, 
CHAMPUS and most Medicaid states 

■ Accepted by most major insurers 

■ Current and accurate 

■ Bar coded for faster processing 

Available in single form, 2-part snap-out, and 
2-part continuous formats for computer 
printers. 



To charge payment to your 
MasterCard or Visa, phone toll-free: 


1 - 800 - 621-8335 


(In Illinois, call collect, 312-645-4987.) 
For more information, call 312-280-7168. 
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Doctors Take Note 


The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium Building unless 
otherwise indicated. Sponsored Continued Education 
Activities for 1987-1988. Info: Office of Continuing 
I Education, 720 Rutland Ave., Turner Auditorium, Bal- 
j timore, MD 21205 (301-955-5880). 

Mar 7—9 An Advanced Pediatric Life Support 
Course. Fee: $415; 20 AMA Cat I credits, other appro¬ 
priate credits pending. Info: P. Macedonia 301-955- 
6085. 

Mar 10—11 Symposium on Dysphagia. Fees: 
i $300 physicians, $150 allied health professionals; 17 
AMA Cat I credits, other appropriate credits pending. 

! Info: J. Ryan 301-955-6046. 

Mar 14-16 Spectrum of Developmental Disa¬ 
bilities X: Issues of Early Intervention. Fee: $300; 
j 20 AMA Cat I credits; 20 Cat A credits for psychologists; 

I 2.0 CEUs from ASHA and for nurses. Info: C. Kearney 
i 301-955-3168. 

Mar 17—18 Imaging Living Brain Chemistry: 
Principles and Practice. Fee $290, residents and 
j Fellows $145; 14 AMA Cat I credits. Info: P. Macedonia 
301-955-6085 

Apr 11—16 Pediatric Trends 1988. Fee: $500, 
residents and fellows $350; 45 AMA Cat I credits, 45 
PREP AAP credits. Info: P. Macedonia 301-955-6085. 

Jun 1—18 First Summer Institite in Environ¬ 
mental Studies, sponsored by The Johns Hopkins 
' School of Hygiene and Public Health, Department of 
i Environmental Sciences. Info: Dr. J. Corn 301-955- 
\ 2609. 

Jun 20—22 An Advanced Pediatric Life Sup¬ 
port Course. Fee: $415; 20 AMA Cat I credits, other 
1 appropriate credits pending. Info: P. Macedonia 301- 
: 955-6085. 



Most 
patients 
need 
only one. 


Reproductive Endocrinology Lecture Series 
1988, Thursdays through May 12, 3:30 to 4:30 p.m., 
Jones Conference Rm. Houck Bldg, Rm 246, 600 N. 
Wolfe St, Baltimore, MD 21205. Free to members of 
the medical profession; 1 AMA Cat I credit per hour. 
Info: F. Boling 301-955-6085. 


Diagnostic Cytopathology for Pathologists, 
1988 Postgraduate Institute: February to May 
! 1988, subspeciality residency in Clinical Cytopathol- 
,j ogy, compressed into two courses, both of which must 
be taken: 

Feb—Apr Home Study Course A —personal read¬ 
ing and microscopic study at own laboratory in prepa¬ 
ration for Course B. 

April 25—May 6 In-residence Course B —lecture 
| series, laboratory study, and clinical experience at the 
! Johns Hopkins Medical Institutions, Baltimore, MD, 
I USA. Application and completed preregistration is ad¬ 
vised ASAP: Preregistration must be completed before 
J March 25, 1988, unless by special arrangement. Info: 

John K. Frost MD, 604 Pathology Bldg, The Johns 
I Hopkins Hospital, Baltimore, MD 21205, USA. 


K-1UR20 

(potassium chloride) 20mEq 


Microburst 

Release 

System” 

Sustained Release 
Tablets 


A daily prophylactic dose 
in a single tablet. 


Please see next page for brief summary of prescribing information. 


##—1# Key Pharmaceuticals, Inc. 
flair.. Kenilworth, NJ 07033 

World leader in drug delivery systems. 


Copyright © 1987, Key Pharmaceuticals, Inc., Kenilworth, NJ 07033. 
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K-9UR ' r 

(potassium chloride) Sustained Release Tablets 


INDICATIONS AND USAGE: BECAUSE OF REPORTS OF INTESTINAL AND GASTRIC ULCERATION AND 
BLEEDING WITH SLOW-RELEASE POTASSIUM CHLORIDE PREPARATIONS, THESE DRUGS SHOULD 
BE RESERVED FOR THOSE PATIENTS WHO CANNOT TOLERATE OR REFUSE TO TAKE LIQUID OR EF¬ 
FERVESCENT POTASSIUM PREPARATIONS OR FOR PATIENTS IN WHOM THERE IS A PROBLEM OF 
COMPLIANCE WITH THESE PREPARATIONS. 

1. For therapeutic use in patients with hypokalemia with or without metabolic alkalosis, in digitalis 
intoxication and in patients with hypokalemic familial periodic paralysis. 

2. For the prevention of potassium depletion when the dietary intake is inadequate in the following 
conditions: Patients receiving digitalis and diuretics for congestive heart failure, hepatic cirrhosis 
with ascites, states of aldosterone excess with normal renal function, potassium-losing nephropathy, 
and with certain diarrheal states. 

3. The use of potassium salts in patients receiving diuretics for uncomplicated essential hyperten¬ 
sion is often unnecessary when such patients have a normal dietary pattern. Serum potassium 
should be checked periodically, however, and if hypokalemia occurs, dietary supplementation with 
potassium-containing foods may be adequate to control milder cases. In more severe cases sup¬ 
plementation with potassium salts may be indicated. 

CONTRAINDICATIONS: Potassium supplements are contraindicated in patients with hyperkalemia 
since a further increase in serum potassium concentration in such patients can produce cardiac 
arrest. Hyperkalemia may complicate any of the following conditions: Chronic renal failure, systemic 
acidosis such'as diabetic acidosis, acute dehydration, extensive tissue breakdown as in severe burns, 
adrenal insufficiency, or the administration of a potassium-sparing diuretic (e g., spironolactone, 
triamterene). 

Wax-matrix potassium chloride preparations have produced esophageal ulceration in certain cardi¬ 
ac patients with esophageal compression due to enlarged left atrium. 

All solid dosage forms of potassium chloride supplements are contraindicated in any patient in 
whom there is cause for arrest or delay in tablet passage through the gastrointestinal tract. In these 
instances, potassium supplementation should be with a liquid preparation. 

WARNINGS: Hyperkalemia— In patients with impaired mechanisms for excreting potassium, the ad¬ 
ministration of potassium salts can produce hyperkalemia and cardiac arrest. This occurs most com¬ 
monly in patients given potassium by the intravenous route but may also occur in patients given 
potassium orally. Potentially fatal hyperkalemia can develop rapidly and be asymptomatic. The use of 
potassium salts in patients with chronic renal disease, or any other condition which impairs potas¬ 
sium excretion, requires particularly careful monitoring of the serum potassium concentration and 
appropriate dosage adjustment. 

Interaction with Potassium Sparing Diuretics— Hypokalemia should not be treated by the con¬ 
comitant administration of potassium salts and a potassium-sparing diuretic (e.g., spironolactone or 
triamterene) since the simultaneous administration of these agents can produce severe hyperkalemia. 

Gastrointestinal Lesions— Potassium chloride tablets have produced stenotic and/or ulcerative 
lesions of the small bowel and deaths. These lesions are caused by a high localized concentration of 
potassium ion in the region of a rapidly dissolving tablet, which injures the bowel wall and thereby 
produces obstruction, hemorrhage or perforation. 

K-DUR tablets contain micro-crystalloids which disperse upon disintegration of the tablet. These 
micro-crystalloids are formulated to provide a controlled release of potassium chloride. The dispersi¬ 
bility of the micro-crystalloids and the controlled release of ions from them are intended to minimize 
the possibility of a high local concentration near the gastrointestinal mucosa and the ability of the KOI 
to cause stenosis or ulceration. Other means of accomplishing this (e.g., incorporation of potassium 
chloride into a wax matrix) have reduced the frequency of such lesions to less than one per 100,000 
patient years (compared to 40-50 per 100,000 patient years with enteric-coated potassium chloride) 
but have not eliminated them. The frequency of Gl lesions with K-DUR tablets is, at present, 
unknown. K-DUR tablets should be discontinued immediately and the possibility of bowel obstruction 
or perforation considered if severe vomiting, abdominal pain, distention, or gastrointestinal bleeding 
occurs. 

Metabolic Acidosis— Hypokalemia in patients with metabolic acidosis should be treated with an 
alkalinizing potassium salt such as potassium bicarbonate, potassium citrate, potassium acetate, or 
potassium gluconate. 

PRECAUTIONS: The diagnosis of potassium depletion is ordinarily made by demonstrating hypokale¬ 
mia in a patient with a clinical history suggesting some cause for potassium depletion. In interpreting 
the serum potassium level, the physician should bear in mind that acute-alkalosis per se can produce 
hypokalemia in the absence of a deficit in total body potassium while acute acidosis per se can in¬ 
crease the serum potassium concentration into the normal range even in the presence of a reduced 
total body potassium. The treatment of potassium depletion, particularly in the presence of cardiac 
disease, renal disease, or acidosis requires careful attention to acid-base balance and appropriate 
monitoring of serum electrolytes, the electrocardiogram, and the clinical status of the patient. 

Laboratory Tests: Regular serum potassium determinations are recommended. In addition, during 
the treatment of potassium depletion, careful attention should be paid to acid-base balance, other 
serum electrolyte levels, the electrocardiogram, and the clinical status of the patient, particularly in 
the presence of cardiac disease, renal disease, or acidosis. 

Drug Interactions: Potassium-sparing diuretics; see WARNINGS. 

Carcinogenesis, Mutagenesis, Impairment of Fertility: Long-term carcinogenicity studies in 
animals have not been performed. 

Pregnancy Category C: Animal reproduction studies have not been conducted with K-DUR. It is 
also not known whether K-DUR can cause fetal harm when administered to a pregnant woman or can 
affect reproduction capacity. K-DUR should be given to a pregnant woman only if clearly needed. 

Nursing Mothers: The normal potassium ion content of human milk is about 13 mEq per liter. Since 
oral potassium becomes part of the body potassium pool, so long as body potassium is not exces¬ 
sive, the contribution of potassium chloride supplementation should have little or no effect on the 
level in human milk. 

Pediatric Use: Safety and effectiveness in children have not been established. 

ADVERSE REACTIONS: One of the most severe adverse effects is hyperkalemia (see CONTRAINDICATIONS, 
WARNINGS, and OVERDOSAGE). There have also been reports of upper and lower gastrointestinal 
conditions including obstruction, bleeding, ulceration, and perforation (see CONTRAINDICATIONS 
and WARNINGS); other factors known to be associated with such conditions were present in many of 
these patients. 

The most common adverse reactions to oral potassium salts are nausea, vomiting, abdominal dis¬ 
comfort, and diarrhea. These symptoms are due to irritation of the gastrointestinal tract and are best 
managed by taking the dose with meals or reducing the dose. 

Skin rash has been reported rarely. 

OVERDOSAGE: The administration of oral potassium salts to persons with normal excretory mecha¬ 
nisms for potassium rarely causes serious hyperkalemia. However, if excretory mechanisms are im¬ 
paired or if potassium is administered too rapidly intravenously, potentially fatal hyperkalemia can 
result (see CONTRAINDICATIONS and WARNINGS). It is important to recognize that hyperkalemia is 
usually asymptomatic and may be manifested only by an increased serum potassium concentration 
and characteristic electrocardiographic changes (peaking of T-waves, loss of P-waves, depression of 
S-T segment, and prolongation of the QT-interval). Late manifestations include muscle-paralysis and 
cardiovascular collapse from cardiac arrest. 

Treatment measures for hyperkalemia include the following: 

1. Elimination of foods and medications containing potassium and of potassium-sparing diuretics. 

2. Intravenous administration of 300 to 500 ml/hr of 10% dextrose solution containing 10-20 units 
of insulin per 1,000 ml. 

3. Correction of acidosis, if present, with intravenous sodium bicarbonate. 

4. Use of exchange resins, hemodialysis, or peritoneal dialysis. 

In treating hyperkalemia, it should be recalled that in patients who have been stabilized on 
digitalis, too rapid a lowering of the serum potassium concentration can produce digitalis toxicity. 
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Ophthalmic Electrophysiology Technician 
Training Course (on-going 1 -week course by appoint¬ 
ment), The Wilmer Eye Institute, Baltimore. Info: C. 
M. Kearney. 

The Department of Radiology and Radiological 
Sciences offers several courses in abdominal and ob¬ 
stetrical ultrasound: Courses scheduled 1/11/88-12/5/ 
88. Info: Celia Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer 
5/9-13, 8/8-12, 11/14-18. Fee $460; 40 AMA Cat I 
credits. 

Advanced Obstetrics & Gynecology 4/6-8. Fee: 
$325; 24 AMA Cat I credits. 

Advanced Practicum in Ultrasound 12/5-9. Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians is offered throughout the year 
for experience in the lab and participation in read-in 
sessions; by appointment only. Fee: $460; 40 AMA Cat 
I credits. 

Johns Hopkins Medical Grand Rounds: Ac¬ 
credited audiovisual continuing education series of case 
discussion for clinicians: 30 topics/year in 5 bimonthly 
programs. Individual and group subscriptions; 40 AMA 
Cat I credits. Info: 301-955-3988. 

• • • 

University of Maryland School of Medicine 

CME Courses: For each course additional informa¬ 
tion may be obtained by contacting Program of Contin¬ 
uing Education, University of Maryland School of Med¬ 
icine, Room 300, MSTF, 10 South Pine St., Baltimore, 
MD 21201 (301-328-3956). 

Feb 25 Geriatric Care. Fee: $25; 5.5 AMA credits. 
Cat I. 

Feb 27, 1988 Neurology and Music at Mary¬ 
land. Fee: $150: 9.75 AMA Cat I credits. Info: Dr. 
Kenneth Johnson, Department of Neurology, Univer¬ 
sity of Maryland Hospital, 22 S. Green St., Baltimore, 
MD 21201 (301-328-6484). 

Mar 9 Selected Topics in Internal Medicine. 
Seventh in series of University of Maryland School of 
Medicine Dean’s Conferences. Fee: $25; 5-1- AMA Cat I 
credits. 

Mar 24—25 Fourth National Traumatic Brain 
Injury Symposium “The Neglected Disease,” 

sponsored by the Speech-Communication Disorders 
Program, MIEMSS, Shock Trauma Center, Baltimore. 
Info: R. Schwartz 301-328-6101. 

Mar 25—26 Symposium on Urologic Cancer, 
Omni International Hotel, Baltimore. Fee: $175; 10+ 
AMA Cat I credits. 

Apr 14—15 Second Annual Department of Fam¬ 
ily Medicine Weight Disorders Symposium —In¬ 
ternational Hotel at BWI Airport. Fee: $100; 9+ AMA 
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Cat I credits. (Please note date and fee changes from 
the January MMJ listing.) 

Apr 21 Eighth in series of University of Mary¬ 
land Dean’s Conferences. Fee: $25; 5+ AMA Cat I 
credits. 

Visiting Professor Program —Director of speak¬ 
ers and topics available for area hospitals and other 
health care organizations. No administrative fee is 
charged. Info: 301-328-3956. 

Visiting Practitioner Preceptorships —Oppor¬ 
tunity for physicians to participate in clinical situations 
in the University of Maryland Medical Systems. Re¬ 
quires approval from clinical department/division 
heads. Direct inquiries to CME. AMA Cat I credits 
available. 

Departmental Rounds and Conferences—Sep¬ 
tember through June —Hands-on opportunities for 
practicing physicians including weekly lectures and dis¬ 
cussions by sponsoring departments/divisions. Hour- 
for-hour AMA Cat I credits. Brochure available. 

Advanced Trauma Life Support Provider/In¬ 
structor Programs, sponsored by University of Mary- 
land/MIEMSS. Fee: $350-500; 16-22 CME Cat I cred¬ 
its. Info: Melody Nelson 301-328-2919. 

Mar 16-18—Provider 
Apr 14, 15—Provider 
May 19, 20—Provider 
Jun 16, 17—Provider 
Jun 27, 28-Provider 
Jul 14, 15—Provider 
Aug 18, 19-Provider 
Sep 14-16—Instructor 
Oct 13, 14—Provider 
Nov 17, 18—Provider 
Dec 15, 16—Provider 

• • • 

Miscellaneous Meetings 

Feb 26-28 Health Promotion, Disease Preven¬ 
tion—The Expanding Pediatric Role, Omni Hotel, 
Richmond, VA. Virginia Chap., American Academy of 
Pediatrics and the Virginia Pediatric Society, 1001 E. 
Main St., Ste 301, Richmond, VA 23219 (804-643-8130). 

Mar 28—30 NIH Consensus Development Con¬ 
ference: Kidney Stones—Prevention and Treat¬ 
ment, Masur Auditorium, Warren Grant Magnuson 
Clinical Center, NIH, Bethesda. Info: Conference Reg¬ 
istrar, Prospect Assoc., Ste 500, 1801 Rockville Pike, 
Rockville, MD 20852 (301-468-MEET between 8:30 
a.m. and 5 p.m.). 

Apr 14—16 Common Hand Problems and Acute 
Injuries of the Hand and Upper Extremity- 
Chronic Wrist Pain, Park Hyatt Hotel, Washington, 


DC, sponsored by the National Hand Research and 
Rehabilitation Fund, Inc. Fee: $300, 19 Cat I credits. 
Info: M. Sorenson, The Hand Surgery & Rehabilitation 
Center, 622 Massachusetts Ave., NE, Washington, DC 
20002 (202-829-1000). 

Apr 20—24 Second Annual Review and Update 
in Critical Care Medicine, cosponsored by the Cen¬ 
ter for Bio-Medical Communication and George Wash¬ 
ington University School of Medicine, to take place in 
the Washington, DC area. Fee: $595 before Feb 1; $675 
thereafter. Info: Svetlana Lisanti 201-385-1808. 

Apr 22—24. Twenty-third Annual Pediatric 
Springfest: Adolescent Medicine, Infectious Dis¬ 
ease, and Office Pediatrics. 11.5 AMA Cat I credits, 
11.5 AAP PREP credits, and 1.2 CEU credits by Vir¬ 
ginia Commonwealth University. Info: Ann Potter 804- 
786-0494. 

May 2—4 NIH Consensus Development Confer¬ 
ence: Cochlear Implants, Masur Auditorium, War¬ 
ren Grant Magnuson Clinical Center, NIH, Bethesda. 
Info: Conference Registrar, Prospect Assoc., Ste 500, 
1801 Rockville Pike, Rockville, MD 20852 (301-468- 
MEET between 8:30 a.m. and 5 p.m.). 

May 4—6 1988 Region II & III High Blood 
Pressure Control Conference, Omni Hotel in Rich¬ 
mond, VA. Info: P. Ciavarella or J. Richardson, confer¬ 
ence co-chairpersons, Virginia Dept, of Health 804-786- 
4065. 

May 11—15 Maryland Academy of Family Phy¬ 
sicians Annual Meeting and Scientific Session, 

Sheraton Fountainebleau Inn & Spa, Ocean City. Info: 
E. Barr 301-747-1980. 

Shady Grove Adventist Hospital, 9901 Medical 
Center Drive, Rockville, MD 20850. Grand Rounds: 

Feb 25 Heart Transplantation 

Mar 24 Clinical Approach in Evaluating Male 
Reproductive Disorders 
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Liberty Medical Center, a 282 bed com¬ 
munity hospital, is seeking a Board Cer¬ 
tified Cardiologist to serve as Chief of 
Cardiology. 

Send inquiries to: 

Ronald F. Sher, M.D. 

2600 Liberty Heights Ave. 
Baltimore, MD 21215 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


PHYSICIANS 

Full-time & Part-time 

JOHNS HOPKINS HEALTH PLAN needs 
additional physicians in Internal Medicine, 
Pediatrics, Family Practice, and OB/GYN, 
for full-time and part-time positions for 
Johns Hopkins Health System sites through¬ 
out greater Baltimore area. Applicants must 
be clinically strong, and have excellent 
interpersonal skills. 

Physicians must be board certified or board 
eligible, and have current Maryland license 
and DEA certificate. Send CV's or contact: 

Charles R. Mock, M.D. 

Medical Director 
Office of Regional Programs 
3100 Wyman Park Drive 
Baltimore, Maryland 21211 
(301) 338-3493 

An Equal Employment Opportunity Employer 


SPENDING YOUR VACATION 
IN THE CARIBBEAN? 


Why pay for 
accommodations, 
meals, beverages 
and entertainment, 
when you could 
Charter a yacht and 
get all these for one 
affordable price? 

• Luxury crewed yachts for those who like to be 

pampered. Boats from 30' to 120', fully 
provisioned with snorkeling gear, sailboard. 

• Bareboats for the experienced sailor. 

• Sailing schools for the beginner. 

It's fun, it's easy. Call Sophie Now. 

Sophie has 10 years experience in chartering. 

She knows the boats, crews and islands. 




HARBOR CHARTERS, INC. 

SOPHIE P. STEPHENS 
(301) 962-1171 


WANTED 


Medical House Officers 
General Medicine/ICU-CCU 
Nights and Weekends 

BEQUIBEMENTS: 

MD license, completion of accredited Internal Medicine 
residency program, ACLS and ICU/CCU experience 
preferred. 


BENEFITS: 

Free meals, malpractice coverage, competitive salary, 
attractive bonus package, pleasant working conditions. 


To reply, please call Ms. Lu Alt, 362-3027. 


t 


® BON SECOURS HOSPITAL 


2000 West Baltimore Street 
Baltimore, MD 21223 
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Classified Ads 


NEUROLOGIST SEEKS COLLEAGUE in Washing- 
ton DC area. Established practiced weighted toward pe¬ 
ripheral NS, EMG, and occupational medicine. Need 
experienced, hard-working, BC colleague with similar 
interests. Excellent financial arrangement. Reply with 
CV to Box 26 MMJ, 1211 Cathedral St., Baltimore, MD 
21201. 


CARDIOLOGY: INYASIVE/NONINVASIVE POSI¬ 
TION AVAILABLE IMMEDIATELY FOR BE/BC 

cardiologist(s) to join BC cardiologists in group practice 
in suburban Washington. Base salary and incentives de¬ 
pending on experience. Potential for partnership. Ad¬ 
vanced Heart Care, P.O. Box 1129, W. Bethesda, MD 
20917. 


PHYSICIAN WANTED IMMEDIATELY: general 
surgery, minor trauma, or industrial medicine back¬ 
ground helpful. Write: P.O. Box 23664, Baltimore, MD 
21203. 


EXPERIENCED FAMILY PHYSICIAN DESIRES 
full or part-time position as he looks forward to retire¬ 
ment from private practice. Usual required educational 
background plus unusual and interesting administrative 
experience. Box 1, MMJ , 1211 Cathedral St., Baltimore, 
MD 21201. 


FOR LEASE WITH OPTION TO BUY—general in¬ 
ternal medicine practice—in Fallston area, 2.5 miles 
from the Fallston General Hospital. Equipment and fur¬ 
nishings included. Call 301-877-1700/879-6465, Dr. 
Mathur. 


CLASSIFIED ADVERTISING 
(for Med-Chi members only) 

$3.50 per line per insertion 

Members of the Medical and Chirurgical Faculty shall be entitled 
to one complimentary ad insertion for personal, noncommercial 
use in any consecutive 12-month period. (PAs count as one mem¬ 
ber.) Items will be related to the practice of medicine. Widows of 
members shall be entitled to two complimentary insertions for the 
disposal of the deceased physician’s practice or equipment. 

MARYLAND MEDICAL JOURNAL 
1211 Cathedral St., Baltimore, MD 21201 


Look for Med-Chi Meetings 
schedule in each issue of MMJ. 


OFFICE SPACE AVAILABLE TO SHARE—Atrium 
at the Greenspring Shopping Center; excellent parking. 
Call 301-653-3330. 


ANNAPOLIS—mental health professional to share of¬ 
fice suite with psychiatrist and social worker. Near hos¬ 
pital. 301-269-0670. 


NEW MEDICAL OFFICE SPACE TO SHARE part- 
time or full-time in Towson, fully equipped, free parking 
(301-337-6800). 


MEDICAL SURGEONS OFFICE TO SHARE- 
—Pikesville Office to sublease with private consultation 
room; X-ray and lab available. Parking lot; near public 
transportation; immediate occupancy. Dr. Abeshouse, 
116 Slade Ave., Baltimore, MD 21208 or call 
301-484-8066 except on Tuesday. 


NEW MEDICAL OFFICE SPACE TO SHARE in 
Towson part-time or evenings: excellent parking. Call 9 
to 5 (301-828-5151). 


CME Accreditation for Hospitals 

The Continuing Medical Education Review Committee, through authority delegated from the 
Accreditation Council for Continuing Medical Education, surveys institutions requesting authority 
to sponsor their own CME programs. If your hospital would like to become involved in sponsoring 
CME programs designated as Category I, please contact Eugene P. Libre MD, Chairman, CME 
Review Committee, Med-Chi, 1211 Cathedral Street, Baltimore, MD 21201 (301-539-0872 ext. 
325). 
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FOR MARYLAND’S OUTSTANDING HOMES 


MHIC #16069 Sunspace Design Studio Inc. 


the 

SSlARIUm 


BY GAMMANS INDUSTRIES, INC. 


call or visit our new showroom at 
3553 E. Joppa Road, Baltimore 

(301) 882-6200 


Historic Meetings. 

On Maryland's Eastern Shore—two hours from the pressures 
and pace of Washington, Baltimore and Philadelphia. With a 
superb restaurant and lounge, swimming pool, colonial charm, 
personalized service and meeting expertise you expect from 
one of America's oldest inns. Featuring 119 guest rooms and 
seven meeting rooms to accommodate gatherings of 25-300. 



-Business Meeting Package— 

per person/night 
(double occupancy) 

$Q^* per person/nlght 
O/ (single occupancy) 

Includes: • Complete breakfast, 
lunch and dinner daily • Meeting room 
• 2 coffee breaks daily 
• Free parking • All gratuities 


j/t/Jemt/er 

Easton. Maryland 21601 
Phone (301) 822-1300 


*Pkg. min. 10 rooms. Based on 
availability. Limited number of 
package rooms, rates and 
conditions subject to change , 
without notice. Sales tax not 
included. Offer valid thru 'SUf'H; 
12/30/88. 



v 
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REISTERSTOWN FEDERAL 
SAVINGS BANK 


UP TO $750,000.00 


LOANS 




call 833-2226 



Reisterstown 
Federal 
Savings Bank 

Baltimore County Office: 11817 Reisterstown Road at Chestnut Hill Lane, Reisterstown 
Carroll County Office: Ridge Road at Liberty Road, Eldersburg 
Reisterstown: 833-2226 Eldersburg: 795-5000 
24-Hour Interest Rate Line: 833-2227 

* A very limited offer 


t=J 

EQUAL HOUSING 

LENDER 


CONSTRUCTION 
RESIDENTIAL 
FINANCING 
INVESTOR LOANS 
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People who have nothing to prove 
tend to prove it by buying a Mercedes-Benz. 


Case in Point: 


THE MERCEDES-BENZ 
300 SEL 

No ordinary six cylinder, this 3-liter masterpiece 
produces 177 vibrant horsepower. Enough to propel 
this immensely solid sedan and its 100 cubic feet 
of sumptuously comfortable, leather-upholstered 
interior to a test-track maximum of over 120 mph. 

All accomplished with the inimitable grace that 
distinguishes the Mercedes-Benz S-Class. Come 
sample its impeccable road manners...soon. 

\tolleu motor/ 

* Mercedes-Benz 


9800 YORK ROAD 

SALES* LEASING‘SERVICE* PARTS* BODY SHOP 
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See the improvement in the first week 1 


• Sleep improvement in 74% of patients 
after first h.s. dose 2 

• Significantly faster relief-62% of 
total four-week improvement 
evident in first week versus 44% 
with amitriptyline alone 1 

• Dramatic first-week reduction 
in somatic complaints 2 


% Reduction in Somatic Symptoms 2 


Vomiting | 

Nausea 

Headache 1 

Anorexia 

Constipation | 



• Only Vz the dropout rate due to side 
effects of amitriptyline alone, although 
the incidence of side effects is similar 1 


Caution patients about the combined effects of Limbitrol with alcohol or 
other CNS depressants and about activities requiring complete mental 
alertness, such as operating machinery or driving a car. In general, limit 
dosage to the lowest effective amount in elderly patients. 


Copyright ©1987 by Roche Products Inc. All rights reserved. 



Write "Do not substitute!' 

In moderate depression 
and anxiety 

Limbitror 

Each tablet contains 5 mg chlordiazepoxide and /jw' 

12.5 mg amitriptyline (as the hydrocnloride salt) 

Limbitrol" DS 

Each tablet contains 10 mg chlordiazepoxide and /'jw' 

25 mg amitriptyline (as the hydrochloride salt) Vj^, 


References: 1. FeighnerJR etal: Psychopharmacology 61 .217-225, Mar 22, 1979 2. Data on file, 
Hoffmann-La Roche Inc . Nutley, NJ. 


Limbitrol * (jv 

Tranquilizer—Antidepressant 

Before prescribing, please consult complete product information, a summary of which follows: 
Indications: Relief of moderate to severe depression associated with moderate to severe anxiety 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not use 
with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO inhibitors 
since hyperpyretic crises, severe convulsions and deaths have occurred with concomitant use, then 
initiate cautiously, gradually increasing dosage until optimal response is achieved Contraindicated 
during acute recovery phase following myocardial infarction 

Warnings: Use with great care in patients with history of urinary retention or angle-closure glaucoma. 
Severe constipation may occur in patients taking tricyclic antidepressants and anticholinergic-type 
drugs Closely supervise cardiovascular patients (Arrhythmias, sinus tachycardia and prolongation of 
conduction time reported with use of tricyclic antidepressants, especially high doses. Myocardial 
infarction and stroke reported with use of this class of drugs.) Caution patients about possible combined 
effects with alcohol and other CNS depressants and against hazardous occupations requiring complete 
mental alertness (e g , operating machinery driving). 

Usage in Pregnancy: Use of minor tranquilizers during the first trimester should almost 
always be avoided because of increased risk of congenital malformations as suggested 
in several studies. Consider possibility of pregnancy when instituting therapy; advise 
patients to discuss therapy if they intend to or do become pregnant. 

Since physical and psychological dependence to chlordiazepoxide have been reported rarely use 
caution in administering Limbitrol to addiction-prone individuals or those who might increase dosage, 
withdrawal symptoms following discontinuation of either component alone have been reported 
(nausea, headache and malaise for amitriptyline, symptoms [including convulsions] similar to those 
of barbiturate withdrawal for chlordiazepoxide). 

Precautions: Use with caution in patients with a history of seizures, in hyperthyroid patients or those 
on thyroid medication, and in patients with impaired renal or hepatic function Because of the possibility 
of suicide in depressed patients, do not permit easy access to large quantities in these patients. Periodic 
liver function tests and blood counts are recommended during prolonged treatment Amitriptyline 
component may block action of guanethidine or similar antihypertensives When tricyclic antidepres¬ 
sants are used concomitantly with cimetidine (Tagamet), clinically significant effects have been reported 
involving delayed elimination and increasing steady state concentrations of the tricyclic drugs. 
Concomitant use of Limbitrol with other psychotropic drugs has not been evaluated; sedative effects 
may be additive Discontinue several days before surgery. Limit concomitant administration of ECT to 
essential treatment See Warnings for precautions about pregnancy Limbitrol should not be taken 
during the nursing period Not recommended in children under 12 In the elderly and debilitated, limit to 
smallest effective dosage to preclude ataxia, oversedation, confusion or anticholinergic effects 
Adverse Reactions: Most frequently reported are those associated with either component alone; 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating Less frequently occurring 


reactions include vivid dreams, impotence, tremor, contusion and nasal congestion Many depressive 
symptoms including anorexia, fatigue, weakness, restlessness and lethargy have been reported as 
side effects of both Limbitrol and amitriptyline Granulocytopenia, jaundice and hepatic dysfunction 
have been observed rarely. 

The following list includes adverse reactions not reported with Limbitrol but requiring consideration 
because they have been reported with one or both components or closely related drugs 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocordial infarction, 
arrhythmias, heart block, stroke. 

Psychiatric Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania and 
increased or decreased libido 

Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns. 

Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation of urinary 
fracf. 

Allergic Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, thrombocy¬ 
topenia 

Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, 
black tongue 

Endocrine: Testicular swelling and gynecomastia in the mole, breast enlargement, galactorrhea and 
minor menstrual irregularities in the female, elevation and lowering of blood sugar levels, and syndrome 
of inappropriate ADH (antidiuretic hormone) secretion. 

Other Headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaundice, 
alopecia, parotid swelling 

Overdosage: Immediately hospitalize patient suspected of having token an overdose Treatment is 
symptomatic and supportive. IV administration of 1 to 3 mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning. See complete product information for 
manifestation and treatment. 

Dosage: Individualize according to symptom severity and patient response. Reduce to smallest effective 
dosage when satisfactory response is obtained Larger portion ot daily dose may be taken at bedtime 
Single h.s. dose may suffice for some patients. Lower dosages are recommended for the elderly 
Limbitrol DS (double strength) Tablets, initial dosage of three or four tablets daily in divided doses, 
increased up to six tablets or decreased to two tablets daily os required Limbitrol Tablets, initial dosage 
of three or four tablets daily in divided doses, for patients who do not tolerate higher doses. 

How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg chlordiaze¬ 
poxide and 25 mg amitriptyline (as the hydrochloride salt), and Tablets, blue, film-coated, each 
containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) Available in 
bottles of 100 and 500; Tel-E-Dose* packages of 100; Prescription Paks of 50 



ROCHE PRODUCTS INC 
Manati, Puerto Rico 00701 
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The rewards of Limbitrol 

both smiling again! 




See the improvement 
in the first week' 

In depressed and anxious 
patients, you can see the dif¬ 
ference sooner—62% of total 
four-week improvement 
achieved in the first week with 
Limbitrol versus 44% with ami¬ 
triptyline. 1 

In moderate 
depression 
and anxiety 

Limbitrol 

Each tablet contains 5 mg chlordiazepoxide and /iw* 

12.5 mg amitriptyline (as the hydrocnloride salt) \IV, 

Limbitrol DS 

Each tablet contains 10 mg chlordiazepoxide and /jw' 

25 mg amitriptyline (as the hydrochloride salt) 

' w 


Please see summary of product information on adjacent page. 
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"Breakfast with Cabbages and Kings" 


Jerry N. Patterson, Ph.D. 

Director, Education and Training 
University of Alabama Hospitals 

Guest Speaker and Complimentary Continental Breakfast 
190th Med-Chi Annual Meeting 
Thursday, April 28, 1988 
8:30 a.m. - 10:15 a.m. 

Room 108 - Hall E 


Patients are wondering what happened to 
the "good old doctor," doctors are wondering 
what happened to the "good old patient." 
Many patients now seem to be consumers, de¬ 
manding not only individualized and humane 
care, but low cost, convenience, and perfect re¬ 
sults. Physicians find themselves caught up in 
a storm of expectations which they must sin¬ 
gle-handedly navigate in order to achieve 
and maintain quality patient care. 

Increasing patient expectations and a break¬ 
down of the doctor-patient relationship can 
add to the risk of malpractice claims against 
physicians. 


How can we hope to control this situation? Is 
the answer in the 5% solution? 

Join us for a complimentary continental 
breakfast during the 190th Med-Chi Annual 
Meeting and hear Jerry N. Patterson, Ph.D., 
Director, Education and Training, University 
of Alabama Hospitals. Medical Mutual is 
pleased to sponsor this engaging speaker on 
Thursday, April 28, 1988, from 8:45 a.m. -10:15 
a.m. Coffee and danish will be served at 8:30. 

After Dr. Patterson speaks, be sure to take 
the special card to the Medical Mutual booth 
for your chance to win a personal television. 

Mark your calendar for April 28! 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle*Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 













































The MML Network 

Quality and Accessibility... 



24 hours a day, 7days a week! 


The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 
Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides a 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 



Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 

Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY, INC. 


1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301) 247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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When is enough, enough? 

When the price of a good drink is a job... 
a marriage... or a life? Maybe it’s time to say 
yes, to saying no. 

If you or someone you love has a drinking 
or drug problem, give us a call. We’re the 
Wyman Park Recovery Center. And our purpose 
is simple: to return people to a functional, 
productive lives I, free from the dependency of 
alcohol and drugs. 

We understand addiction. We can show 
you how to get back in control of your life... 
how to rebuild personal dignity and respect. 

We can teach you to like yourself again. 

We understand that nobody wants to be 
an alcoholic, just as no one wants to have a 
disease. Yet, what few realize is that alco¬ 
holism is just that... a chronic, progressive 
and potentially fatal disease... a disease that 
also breeds fear, anxiety and frustration among 
co-workers, friends and family members. 

The Wyman Park Recovery Center offers 
an intensive 3-4 week Residential Rehabilita¬ 
tion Program, assigning a personal counselor 
to assist in developing an individual treatment 
plan, and to monitor the patient’s progress 
from admission to discharge. Through proven 
medical treatment, professional counseling 
and comprehensive aftercare programs, The 
Wyman Park Recovery Center offers real hope 
for a more solid recovery. 

The next move is yours. 





HEALTH 


SYSTEM 


Get Tough. Get Help. 

338-3200 


The 

Wyman Park 
Recovery Center, 




3100 Wyman Park Drive/Baltimore, Maryland 21211 
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“Get Back to Work!” 



He would if he could. 

But, like many, this man 
has been injured on-the-job. 

WORKSTART is a back to 
work rehabilitation program 
specifically designed to evaluate 
a worker’s physical capabilities 
and assist in a safe and timely 
return to work. 

This physician-directed program 
utilizes an integrated, multi¬ 
disciplinary approach towards 
rehabilitation, and is completely 
supervised by occupational and 
physical therapists. 


For the physician, WORKSTART removes the guesswork from 
the return-to-work prescription and assists in rating the individuals 
level of impairment and in the identification of malingering. 

It’s your responsibility to get him back to work.... It’s 
our responsibility to help. WORKSTART 

Our specialized focus on outpatient services includes Physical Therapy 
Occupational Therapy • Speech/Language Pathology 
Cardiac, Pulmonary and Sports/Work Injury Rehabilitation. 

Transportation is available. 

MEDICALSt a ^ a,ion Center 

661-7400 

9512 Harford Road (at the Beltway), Baltimore, Maryland 21234 
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DIAGNOSTIC 
ASSAY SERVICES 



Radio Immuno Assay 
Specialists In: 

Fertility Testing 
Early Pregnancy Detection 
Esoteric Steroid Metabolism Studies 
CEA-Roche™ Monitoring 

9108 Gaither Road 
Gaithersburg, MD 20877 

D.C. Area 840*9220 
Balt. 792*9460 

Toll Free - Nationwide - 800*638*4000 
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ARMY RESERVE OFFERS 
NEW FINANCIAL INCENTIVES FOR 
RESIDENTS IN ANESTHESIOLOGY, 

GENERAL SURGERY AND 

ORTHOPAEDIC SURGERY 

If you are a resident in Anesthesiology, General Surgery 
or Orthopaedic Surgery, the Army Reserve has a new and 
exciting opportunity for you. A new Specialized Training 
Assistance Program will provide you with financial incentives 
while you’re training in one of these specialties. 

Here’s how the program can work for you. If you qualify, 
you may be selected to participate in the Specialized Training 
Assistance Program. Tou’ll serve in a local Army Reserve 
medical unit, with flexible scheduling so it won’t interfere 
with your residency training, and in addition to your 
regular monthly Reserve pay, you’ll receive a stipend of 
$664 a month. 

Tou’ll also have the opportunity to practice your 
specialty for two weeks a year at one of the Army’s 
prestigious Medical Centers. 

Find out more about the Army Reserve’s new Speciah 
ized Training Assistance Program. Call (collect) your U.S. 

Army Medical Department Reserve Personnel Counselor: 

( 301 ) 427 - 5101/5131 

ARMY MEDICINE. 

BE ALL YOU CAN BE. 
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One Minute with Diabetes 


Preparing to Travel 


Doctor, My husband has a new job in which he will do 
some traveling, and I would like to go with him occasion¬ 
ally. How do I manage my diabetes when traveling? 

Be prepared for traveling in case the opportunity 
presents itself: 

1. Prepare a Diabetes Travel Kit This should 

be individualized for each person but usually con¬ 
tains at least the following: 

a. Insulin Intermediate acting (Lente or NPH) 
normally used. Figure the total units per day x 
the number of days you will be away divided by 
1,000 = the number of bottles you will need. 
Always estimate more than you will need in 
case of insulin loss or bottle breakage. 
Regular insulin If regular insulin is part of 
your daily therapy, figure it as for the inter¬ 
mediate acting insulin above. If regular insulin 
is not in your daily program you should take at 
least one bottle with you in case of short-term 
need. 

b. Syringes One syringe for each dose taken 
per day of travel. If you are in the habit of 
using a disposable syringe for a multiple num¬ 
ber of injections, then adjust accordingly but 
err on the side of taking too many rather than 
too few. 

c. Alcohol swabs Foil wrapped swabs are 
available in packages of 100. Take more than 
estimated need. Remember that soap and water 
will work well for cleaning the skin for an 
injection if necessary. 

d. Testing equipment Blood glucose monitor. 
Glucose test strips. Take more than you expect 
to use. Urine ketone test strips. 

e. Monitoring diary When traveling, it is well 
to note activity and food intake as well as blood 
glucose test results including the time of each 
recording. Should problems develop a review of 
the events will be very helpful. 

f. Medications Any remedies you might be 
taking in addition to insulin. If you have a 
tendency to motion sickness, discuss bonine, 
dramamine, and possibly scopolamine trans- 


dermal with your physician. Consider some 
antidiarrheal medication. 

g. Quick way to get extra glucose One-ounce 
package of raisins (travels well and takes up 
little space) = one fruit exchange. Instant glu¬ 
cose or glucose tablets are a less palatable al¬ 
ternative. Glucagon - one unit should be carried 
for emergency injection. 

h. Diabetes identification card and bracelet 
or other identification More than one form 
of identification should be carried in case one 
gets lost through loss of a purse or wallet. 

i. Letter from physician stating that you 
have diabetes and need to have medication and 
syringes in your possession at all times. 

2. Plan ahead Arrange for clothing appropriate 
for the area to be visited. If you do not have 
comfortable well-fitted shoes, purchase new ones 
and have them well broken in before departure. 
Make sure there are suitable food stops at appro¬ 
priate times along the itinerary. If not, arrange a 
picnic to cover the proper intervals. Try to arrange 
daytime travel when ever possible. 

3. Insulin adjustments Traveling north and 
south usually presents no problem because there 
are no time zone adjustments. Flying east shortens 
the day and the total insulin needed for the short¬ 
ened day is in proportion to the portion of the day 
lost. In going to Europe approximately six hours 
or l/4th of a day is lost. One method for adjusting 
for the day of travel is to reduce the dose for the 
day by l/4th. If 40 U of NPH were taken normally 
it should be reduced to 30 U. In flying west, the 
day is lengthened, and more insulin would be taken 
by a similar plan. This should be discussed with 
your physician for each trip. For bus, train, or ship 
travel, time zone changes are usually not more 
than one hour per day and present no problem. 

DeWITTD. DeLAWTER MD 
Editor 
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The Personality Disorder 
Treatment Program of 
Sheppard Pratt Hospital. 


You know—perhaps firsthand—how treating a borderline 
patient can become a vicious cirde.The harder you try to help, the 
more resistant or even abusive your patient becomes, until both 
of you are left frustrated and exhausted. 

But how do you break the therapeutic deadlock? Changing 
therapists may only begin the cycle all over again. And a brief 
hospital stay usually produces only temporary improvement. 

At Sheppard Pratt, our experience has shown that specialized 
inpatient treatment, coupled with the opportunity for a longer 
hospital stay, may be the only effective way to interrupt this pattern 
of behavior and uncover and resolve the deep-seated problems 
underlying the patient’s longstanding difficulties. 

The Personality Disorder Treatment Program at Sheppard 
Pratt is designed to provide such long-term care. Our objective is 
to bring about lasting improvement in patients with personality 
disorders. 

The process is not easy. Serious personality disorders do not 
lend themselves to a “quick fix.” But we are encouraged by the 
number of our patients who have, in time, broken out of the 
vicious circle. 

If you would like to know more about the 
Sheppard Pratt approach to the borderline patient 
and other patients with severe personality 
disorders, contact the Admissions Office, 

(301)339-4070, The Sheppard and Enoch Pratt 
Hospital, 6501 North Charles Street, PO. Box 
6815, Baltimore, MD 21285-6815. 


SHEPPARD 



THE PERSONALITY 
DISORDER TREATMENT 
PROGRAM 












Today's Psychiatry 


Electroconvulsive Therapy I: Indications 
MARK S. KOMRAD MD 


Controversy generates mythology, and facts can be 
caricatured. One of the most striking examples of this 
situation is the controversy over electroconvulsive ther¬ 
apy (ECT). For many years, a common and accepted 
clinical procedure, it is now debated with such heat by 
both proponents and detractors that a balanced under¬ 
standing of its risks and benefits can elude not only the 
lay public but also many physicians. This is ironic for 
a procedure that once was considered safe enough to be 
administered in the outpatient offices of some psychi¬ 
atrists in Maryland. Recently a law banning ECT was 
passed in Berkley, CA, and a similar law is working its 
way through the Vermont Legislature. Like recent con¬ 
troversies over Supreme Court nominations, the public 
treatment of ECT reflects the power of the press and 
of politically forceful individuals to capitalize on uncer¬ 
tainty. 

The assumption that seizures may have a therapeutic 
value in psychiatric disorders arose from a mistaken 
assumption. Psychiatrists initially speculated that epi¬ 
lepsy might somehow offer protection against the de¬ 
velopment of schizophrenia since they thought epilepsy 
was rare among patients in psychiatric asylums. Sys¬ 
tematic study later showed that epilepsy was in fact far 
from rare among the mentally ill, but it was one of 
those historically important mistakes that opened an 
entire field of clinical investigation by setting up an 
idea that seizures may have therapeutic value for some 
mental illnesses. 

Clinicians like Meduna first tried inducing convul¬ 
sions with pharmacologic agents such as camphor and 
pentylenetetrazol. Difficulty controlling convulsions 
with these parenteral agents encouraged Bini and Cer- 
letti to use an electrical stimulus. Many patients re¬ 
sponded with a resolution of hallucinations and delu¬ 
sions and an improvement in vegetative functions such 
as sleep, appetite, energy, and mobility. For some cat¬ 
atonic patients, it was virtually miraculous, melting 
away their odd posturing and staring. Closer examina¬ 
tion, however, revealed that patients with major depres¬ 
sion and manic-depressive illness derived more striking 
benefits than did those with schizophrenia. 

Although the popular press may portray the clinical 
efficacy of ECT to be universally doubtful, a number of 
controlled studies have repeatedly confirmed the value 
of ECT for treating severe depression. Much of the 
research comes from Great Britain where controversies 
over ECT have been less vociferous. Four important 
studies between 1977 and 1981 established that ECT 
was superior to a sham procedure in which a patient 
was anesthetized in the usual way, and either no current 
delivered through the electrodes or a stimulus was given 


below the seizure threshold. Patients who had complete 
seizures recovered more rapidly and markedly than 
those who did not. This established the seizure as a 
clinically effective phenomenon. 

A variety of studies have found ECT to be at least as 
effective as antidepressant medication. The salutary 
effects of ECT are achieved much more quickly than 
with medication. In fact, many who do not respond to 
solid therapeutic trials of antidepressants do respond 
to ECT. In one situation, ECT is clearly superior to 
medication therapy and psychotherapy: in cases of ma¬ 
jor depression complicated by psychotic delusions or 
hallucinations. 

What is less clear is the duration of therapeutic 
benefit after ECT treatments are stopped. Many studies 
have shown these effects are not persistent, and pa¬ 
tients can relapse within one to six months if they have 
no additional treatment. Therefore, the standard prac¬ 
tice is to follow-up ECT by putting patients on antide¬ 
pressants or lithium, taking advantage of the known 
prophylactic effect of these drugs to reduce the risk of 
relapse after initial rapid recovery using ECT. 

ECT is most effective in the treatment of affective 
disorders including unipolar and bipolar depression, as 
well as bipolar mania. The treatment of schizophrenia 
with ECT has been studied carefully. It is often effica¬ 
cious in the short run, but symptoms rapidly relapse 
after treatment is stopped. For certain schizophrenic 
patients who do not respond to neuroleptic medications, 
ECT can be helpful. Such outpatients can receive 
monthly maintenance treatments for extended periods. 

Some have argued that ECT is a first choice for the 
treatment of delusional depression because of its high 
efficacy in these very serious cases. The 1985 NIH 
Consensus Conference on ECT strongly supported the 
use of ECT for delusional depression but made no 
commitment as to when ECT might be the treatment 
of first choice. Generally, in cases when a depression is 
life threatening because of severe suicidal ideas or ex¬ 
tensive inanition, the rapidity of recovery with ECT 
compared with medication leads many psychiatrists to 
choose ECT first. 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


Committee on Emotional Health, Gary W. Nyman MD, Chairman; 
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-MR UPDATE— 

MRI Advances the Detection of AVM’s 
BRAIN EXAMINATION 

HISTORY: A 52 year old man had two small right occipital 
hemorrhages, 18 months apart. After resolution, negative studies 
included two cerebral arteriograms and contrast CT scans. 

SCAN: Several dark curvilinear structures, evidence of the 
flow void phenomenon, indicate abnormal vasculature in the right 
occipital lobe. Associated high signal intensity of adjacent white 
matter is compatible with edema, hemorrhage, or gliosis. To¬ 
gether these findings are consistent with occult arteriovenous 
malformation (AVM). 

MRI HIGHLIGHTS: MRI is highly sensitive for 

AVM’s which are otherwise occult by arteriography or CT scanning. 

These may be found in patients with spontaneous hemorrhage, 
seizure disorder, or other clinical presentations. In addition, the 
sensitivity of MRI for intracranial hemorrhage is being increased 
through the use of new partial flip imaging techniques. Refinements 
in signal processing, surface coils, and other techniques continue 
to expand the clinical indications of MRI. Because of its sensitivity, 
safety, and patient comfort, MRI is the screening technique of 
choice for most CNS abnormalities. 


Maryland Magnetic Imaging operates its MRI system with all avail¬ 
able upgrades including contiguous slices as thin as 2.5mm; quad¬ 
rature detection head, body, and extremity coils; large field of view 
spine coil; dedicated cervical coil; partial flip imaging; single breath- 
hold body imaging; and cardiac and respiratory gating. 
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Frederick, Maryland 21701 
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Health Images facilities are a community 
resource available to all area physicians. 
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INCREASE IN PRIMARY AND SECONDARY SYPHILIS 

During the calendar year ending December 31, 1987, the State of 
Maryland received 597 reports of primary and secondary (P&S) syphilis. 
This figure includes Baltimore City and represents a 32% rise over calendar 
year 1986. The cases are being reported in young women and young 
heterosexual men. Review of the P&S syphilis case reports for 1988 
indicate this trend is continuing. Increases in syphilis among women of 
childbearing age are accompanied by increased reports of congenital 
syphilis. There were two cases of congenital syphilis reported last year. 

In addition, lesion diseases, such as syphilis, have been implicated 
as facilitating transmission of human i mmmunodef iciency virus (HIV) 
infection. , The population experiencing the largest growth in 
reported P&S syphilis (young heterosexual men and women living in urban 
areas) is therefore at greater risk for infection with HIV. 

Public health officials are intensifying efforts to control the 
increasing rates of P&S syphilis. Disease intervention activities 
to locate, examine and treat sexual contacts to persons with infectious 
syphilis are ongoing and plans to augment those activities are being 
implemented. Educational outreach continues to be emphasized. 

Private practitioners need to have a high index of suspicion. P&S 
syphilis should always be part of the differential diagnosis when a young, 
sexually active person presents with an ulcerative lesion at a site of 
sexual exposure or with an unusual rash. 

P&S syphilis should be ruled out by darkfield microscopy and 
serological tests for syphilis (STS). In primary syphilis, the STS may be 
nonreactive in the presence of disease. Darkfield microscopy is available 
at most local health departments throughout Maryland. 

Patients diagnosed with P&S syphilis should be treated as follows: 

Benzathine penicillin G 2.4 million units IM at a single session 

Penicillin allergic adults who are not pregnant may be treated with 

tetracycline HC1 500 mg by mouth 4 times a day for 15 days 




Penicillin allergic pregnant women with syphilis should have their 

allergy confirmed and be managed in consultation with an expert. 

Follow-up STS are recommended at 3, 6, 9, and 12 months after 
treatment for P&S syphilis. The titer on a VDRL or RPR test is expected to 
decrease at least fourfold (for example, from 1:32 to 1:8) and may often 
revert to being nonreactive within a year of treatment. 

Anyone who has had sex with a person who has primary syphilis in the 
ninety (90) days prior to diagnosis or in the one hundred eighty (180) days 
prior to the diagnosis of secondary syphilis, should be treated with one of 
the above regimens regardless of the results of the STS. 

Local health departments can be contacted to offer assistance in 
patient follow-up and sex partner notification. 

REFERENCES: 

Greenblatt, Ruth, SL Lukehart, et al, Genital Ulceration as a Risk 

Factor for Human Immunodeficiency Virus Infection in Kenya, THP. 68, 
„ Abstract, III International Conference on AIDS, JUNE 1987. 

Potterat, John J, Does Syphilis Facilitate Sexual Acquisition of 

HIV?, Letter, Journal of the American Medical Association, Vol . 25, 

No.4, July 24, 1987. 

PENICILLINASE-PRODUCING NEISSERIA GONORRHOEAE (PPNG) ALERT 

Private practitioners are being alerted to the continuing outbreak of 
PPNG occurring in Anne Arundel, Montgomery and Prince George's Counties. 
The Maryland State Department of Health and Mental Hygiene recommends that 
patients infected with gonorrhea who live in these areas or who report 
having sex with someone living in these areas or Washington, D.C., be 
treated with ceftriaxone 250 mg IM OR spectinomycin 2.0 g IM. Please 
note that ceftriaxone is also effective for pharyngeal gonococcal infection 
due to PPNG. This IM single dose regimen should be followed by a seven day 
course of oral tetracycline 500 mg four times daily OR doxycline 100 mg 
twice daily. For patients in whom tetracyclines are contraindicated or not 
tolerated, the single dose regimen may be followed by erythromycin base or 
stearate 500 mg by mouth four times daily for seven days OR erythromycin 
ethyl succi nate 800 mg by mouth four times daily for seven days. Since 
tetracycline resistant gonorrhea is also being reported in these counties 
as well as across the state, tetracycline alone is not recommended as an 
alternative treatment for PPNG or uncomplicated gonorrhea. 

HUMAN RABIES DESPITE TREATMENT WITH RABIES IMMMUNE GLOBULIN AND 
HUMAN DIPLOID CELL RABIES VACCINE—THAILAND 

On March 6 , 1987, a rabid dog severely bit a ten-year-old Thai boy on 
the left calf and forehead and on the right eyelid through to the bulbar 
conjunctiva. The wounds were immediately flushed with saline alone and 
sutured at a local hospital. Tetanus toxoid and suckling mouse rabies 
vaccine were given intramuscularly (IM). The following day, 21 hours after 
exposure, the patient received 1 ml_ human diploid cell rabies vaccine 
(HDCV) IM in the gluteal area and 20 IU/kg of human rabies immune globulin 
(HRIG) IM in the opposite gluteal area. Subsequent 1 mL injections of HDCV 
were given IM in the gluteal area on days 2, 6 and 13. Twenty-one days 
after exposure, the patient developed fever, headache, lethargy, vomiting. 


and progressive paralysis of all extremities. The patient died 15 days 
later, 36 days after exposure. His brain tissue was positive for rabies 
virus by direct fluorescent antibody. 

Reported by: P Lumbiganon, MD, V Bunyahotra, MD, C Pairojkul, MD, Khon 
Kaen University, Khon Kaen; Thailand Ministry of Public Health, Bangkok, 
Thailand. Viral and Rickettsial Zoonoses Br, Div of Viral Diseases, Center 
for Infectious Diseases, CDC. 

Editorial Note: This is the second laboratory-confirmed case of rabies 
reported to have occurred despite administration of HDCV and HRIG within 24 
hours of exposure. The previous case involved a 20-year-old South African 
male who received HRIG 13 hours after a rabid mongoose bit his finger. One 
milliliter of HRIG was infiltrated around the wound, and the remainder of 
the dosage was given IM in the deltoid. All injections of HDCV (days 0, 3, 
7, and 14) were given IM in the gluteal area. On day 21, the patient 
developed paresthesia of the bitten arm. He died of rabies 16 days later. 

There are several possible explanations for the observed failure of 
HDCV and HRIG to protect against rabies in these cases. Although the 
timing of vaccine administration was similar to the recommended schedule in 
both cases, vaccine was given in the gluteal area. A reduced antibody 
response has been shown when hepatitis B vaccine is administered in the 
gluteal area instead of the deltoid. Presumably, subcutaneous fat in the 
gluteal area may interfere with the immunogenicity of HDCV. Moreover, only 
saline solution was used to flush the Thai patient's wounds. Cleaning bite 
wounds with saline alone has been shown to be less effective in decreasing 
the risk of rabies than cleaning with anti-viral solutions, such as soap 
and water. Finally, persons with severe bites to the head and digits, 
sites of rich innervation, are more likely to develop rabies than persons 
bitten elsewhere. Inoculation of rabies virus near or into the peripheral 
nerves might bypass the protection conferred by rabies immune globulin and 
vaccine, both of which are ineffective after the virus invades the nervous 
system. Evidence did not indicate immune deficiency in these patients or 
decreased immunogenicity of the vaccine lots. Also, HDCV has been shown to 
be stable even when exposed to high ambient temperatures for up to 11 
weeks. 

Appr ox i mately 18,000 persons received rabies postexposure prophylaxis 
in the United States per year (CDC, unpublished data). Severe attacks by 
rabid wild animals and dogs like that suffered by the Thai patient are rare 
in developed countries. No treatment failures have been reported when the 
recommended postexposure prophylaxis regimen of wound cleaning, HRIG, and 5 
doses of HDCV have been strictly observed. Although the reasons these two 
patients develped rabies are unknown, proper wound management and proper 
administration of HRIG and HDCV might have prevented disease. Wounds 
inflicted by animals suspected or confirmed to be rabid should be 
immediately and thoroughly cleaned with soap and water. If anatomically 
possible, up to half of the HRIG dose should be infiltrated around the 
wound and the rest given IM in the gluteal area or lateral thigh. For 
postexposure prophylaxis, adults and children should always receive HDCV IM 
in the deltoid. Infants can be given the vaccine in the anterolateral 
upper thigh. 

References are available upon request. 

SOURCE: CDC, MMWR, November 27, 1987/Vol . 36/No. 46. 
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The 4 Stages of a 
Physician’s Economic Life*... 



Age 


...and how to get help along the way: 

Your road to financial independence and wealth 
can start from wherever you may be. Some of our 
physician clients didn’t begin until late in life. 

But those who started sooner are doing better. 

The big thing is to start. 

We can help you define your objectives, prepare 
a careful roadmap, counsel and monitor your progress 
along the way...and submit written reports quarterly. 

Write or call me, William I. Kissinger, CPA, 

President — for more information or a copy of our 
small descriptive brochure. 


A 

Kissinger Advisory, Inc. 

A Registered Investment Advisor 
A Subsidiary of Kissinger Financial Services, Inc. 

Advisors and Planners 

Individuals • Self-Employed Professionals • Institutions • Closely-Held Firms 

1919 York Road, Timonium, Maryland 21093 
Telephone: 301/252-3400 Modem: 301/252-3623 


Chart copyright © 1988 by Kissinger Advisory, Inc. 







Meridian wants you to know 


What you should know about 
Meridian Healthcare services and 
facilities . 


Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite'' care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 


21 West Road 

Baltimore, Maryland 21204 

301-296-1000 



MERIDIAN 



Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians' information and referral guide. 


Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PAs with need for more than one information kit, please 
indicate the number of additional kits needed_ 
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Executive Director's Newsletter 


SURVEY OF 
PHYSICIANS ON 
PRO ACTIONS 


LEGISLATIVE 

UPDATE 


MEDICARE 


March 1988 

We have printed a survey on PRO actions following the 
Quality Practice Digest. This survey was designed to 
help measure physicians' problems resulting from 
regulations established by HCFA and carried out by 
the Delmarva Foundation for Medical Care. 

Your completion and prompt return of the question¬ 
naire to Med-Chi will help us quantify the extent of 
the problem. 

The battle continues against Mandated Medicare 
Assignment. Delegate Paul Pinsky again has introduced 
legislation patterned after the law in Massachusetts 
and has been successful in getting other co-sponsors 
for HB688. Busloads of senior citizens have been to 
Annapolis each week to lobby in favor of the legisla¬ 
tion. The vote in the House Environmental Matters 
Committee promises to be very close. 

Hearings have been held on the Loss Reserves Bill HB541 
and on the Mutual Waiver Bill HB944. The passage of 
these two pieces of legislation guarantees a 15% 
reduction in whatever increase Med-Mutual contemplates 
in the forthcoming rate filing. The Faculty is hard 
at work lobbying for the passage of these bills. 

Legislators in both the House and Senate have intro¬ 
duced legislation that would require all physicians 
to pay the same malpractice insurance premiums. The 
Faculty has testified strongly against this measure as 
this proposal is patently unfair and impossible to 
administer. 

Medicare carriers will be mailing the annual HCFA 
"Dear Doctor" letter detailing the latest Medicare 
reimbursement changes and emphasizing the incentives 
provided for "participating" physicians. 

Physicians will have until midnight, Thursday, March 
31, 1988 to alter their current participating or non¬ 
participating status. This decision-making opportunity 
also will determine Medicare's allowable prevailing 
charge levels for the period beginning April 1, 1988 
and ending December 31, 1988. The payment differential 
favoring participating physicians will be widened from 
the present 4% to 4.5%. The Faculty recommends that 
physicians who decide to change their present non¬ 
participating or participating status should advise 
carriers by registered mail, requesting return receipt 
and assuring proper documentation. 


DUES 

PAYMENT 


MMPAC 

CABARET 


PRESIDENTIAL 

BANQUET 


AUXILIARY 

TOUR 


PHYSICIAN 

LEGISLATOR 

EXHIBIT 


All Med-Chi members are reminded to pay their 1988 
dues before March 31, 1988 so that membership benefits 
may continue without interruption. Article III, 
Section 5 of the Faculty Bylaws states: "Any member 
whose dues are unpaid by April 1 each year shall be 
deemed to be not in good standing and shall forfeit 
all rights in the Faculty and its components, and 
shall not be reinstated until after the Annual Meeting 
and all arrearages are paid." 

The date for the MMPAC Cabaret was printed incorrectly 
in the Annual Meeting Advance Program. Please note 
that the CORRECT date for this event is WEDNESDAY. 
APRIL 21 . 1988 from 5:30 p.m. to 10:30 p.m. at the 
Hyatt Regency Inner Harbor Hotel. 

The Presidential Banquet will be held on THURSDAY, 
April 28, 1988 at the Hyatt Regency Hotel in 
Baltimore. 

The Faculty is sponsoring a tour of Baltimore City 
for Auxiliary members on FRIDAY, APRIL 29, 1988 from 
9 a.m. until 12 noon. The tour will leave from the 
Harbor Court Hotel in Baltimore, and will cost $20 per 
person. The fee will include a fully narrated tour by 
a personable, well-informed guide; comfortable trans¬ 
portation; and all admission costs. The tour will 
include visits to Little Italy, Fells Point, Mount 
Vernon, Sherwood Gardens, the Maryland Historical 
Society, and Mount Clare, the city's only pre¬ 
revolutionary mansion. 

Call the Convention Department at 539-0872 or 1-800- 
492-1056 (toll free in Maryland) to make your 
reservations. Act promptly; seating is limited. 

"Is there a doctor in the house?" is the theme of a 
new exhibit honoring physicians who have served in 
the Maryland State Legislature. The exhibit, prepared 
by Faculty staff, will feature names of over 100 
physician senators and delegates who served between 
1634 and 1988. The display also will include copies 
of portraits, photographs, and bibliographies of 
several of the physician legislators. 

The new exhibit will be mounted on the "Freedom Wall" 
in the Maryland Statehouse in Annapolis and will be 
on display for two weeks in March and through the 
month of April. It also will be exhibited at the 
Faculty's Annual Meeting. 







Quality Practice Digest 

LEGAL AND ETHICAL CONCERNS OF YOUR MEDICAL PRACTICE 


This monthly Digest will summarize the laws of the State of 
Maryland, as well as the guidelines, procedures, codes of 
cooperation and policy statements of the Medical and 
Chirurgical Faculty. These laws and policies are being 
published to reflect recent areas of concern to physicians 
throughout the state. 

The Principles of Medical Ethics of the American Medical 

Association have been adopted as the ethical standards of 
the Medical and Chirurgical Faculty, and they govern the 
conduct of members in their relations to the public and to 
each other (Faculty Bylaws, Article XIV, Section 1) . For 
more information, please refer to the Compendium of Laws, 
Regulations, Opinions and Policies Governing the Practice 

of Medicine in Maryland . 


* * * * 


NARCOTIC ADDICTION: A physician's license is subject to 
revocation or suspension if the physician is addicted to or 
habitually uses any narcotic or controlled dangerous 
substance (HO 14-504 (9)) ( See Physician Discipline). 

If an individual seeks counseling, treatment, or therapy 
for any form of drug abuse from a physician, psychologist, 
or hospital or from a person who is certified by the Drug 
Abuse Administration for counseling or treating drug abuse, 
the oral or written statements that the individual makes 
and the observations and conclusions that the physician, 
psychologist, hospital, or other person derives are not 
admissible against the individual in any proceeding. (HG 
9-802) . 


LABORATORY EXAMINATION RESULTS: On written request of an 
individual to a medical laboratory for a copy of the 
results of a laboratory examination of that individual, the 
medical laboratory shall send a copy of those results that 
are sought to that individual. If the results of a 
laboratory examination are contained in or will be filed in 
a medical record, the request for a copy of the results 
shall be made to the facility holding the record. In all 
other cases, the medical laboratory may require the 
individual requesting a copy of the results to pay the 
prevailing cost of copying and transmitting the copy. The 
medical laboratory shall notify the individual's physician 
before sending the results to the individual (HG 17-202.1). 









LABORATORIES, MEDICAL: The law is summarized in part. The 
full law is found in Health General Article, 17-201-216, 
and any relevant COMAR regulations. A medical laboratory 
is any laboratory that makes examinations in connection 
with the diagnosis and control of human diseases. Medical 
laboratories must be inspected and must comply with the 
rules and regulations of the Secretary of Health and Mental 
Hygiene, receive a permit to operate, and be inspected 
periodically. The director of the medical laboratory need 
not be a physician. Exception : A physician or group of not 
more than three physicians, if the physician or group is 
performing medical laboratory procedures for a patient of 
the physician or group, need not apply for a permit. 
However, to qualify for the exception, the physician 
exempted from the permit requirements shall demonstrate 
satisfactory performance in a proficiency testing program 
in applicable laboratory procedures before the physician 
performs any medical laboratory procedure. A person may 
not directly or indirectly advertise for or solicit 
business in this state for any medical laboratory, 
regardless of location, from anyone except a physician, 
hospital, medical laboratory, clinic, clinical 
installation, or other medical care facility (HG 17-201, 
203, 205, 212, 215) ( See Tissue Banks). 


PRIVILEGED COMMUNICATION: Narcotics . Information 

communicated to a physician in an effort to procure 
unlawfully a narcotic drug, or to procure unlawfully the 
administration of any such drug, shall not be deemed a 
privileged communication (Article 27:287). 

Patient/Psvchiatrist or Psychologist . In all judicial, 
legislative or administrative proceedings, a patient or 
his/her authorized representative has a privilege to refuse 
to disclose and to prevent a witness from disclosing 
communications relating to diagnosis or treatment or the 
patient's mental or emotional disorder. There is no 
privilege if (a) disclosure is necessary for the purposes 
of placing a patient in a facility for mental illness; (b) 
the patient makes communications in the course of an 
examination ordered by the court and the issue at trial 
involves his or her mental or emotional disorder; (c) in a 
civil or criminal proceeding, the patient introduces his 
mental condition as an element of his claim or defense; (d) 
the patient makes a claim against the psychiatrist or 
licensed psychologist for malpractice; (e) related to civil 
or criminal proceedings under defective delinquency 
proceedings; (f) the patient expressly consents to waive 
privilege (Courts & Judicial Proceedings 9-109). 






SURVEY OF PHYSICIANS ON PRO ACTIONS 


Med-Chi has been receiving complaints from physicians regarding 
federal regulations promulgated by HCFA and carried out by its 
designated PRO agent in Maryland, the Delmarva Foundation for 
Medical Care. 

By completing the following questionnaire and returning it to Med- 
Chi, you will help us quantify the extent of the problem. 

1. What is your type of practice or specialty? 

2. Do you hospitalize Medicare patients? Yes_ No_ 

If you answered no, do not proceed. Return this form to 
Med-Chi. 

If you answered yes, please continue. 
******************* 

3. In the past twelve months have you received letters from 
Delmarva concerning: 

(please check all categories that apply) 

About how many? 

a. Retrospective denial _ 

b. Continued stay denial _ 

c. Admission denial _ 

d. Ancillary services you have ordered _ 

e. Quality of care you have provided _ 

f. Others _ _ 

4. Have you appealed Delmarva's decision? 

Yes _ No _ 

a. If yes, about how many times? _ 

b. Has Delmarva responded? Yes _ No _ 

c. How long did it take to get a response? _ 


Comments: 
























5 . 


Have your patients received letters from Delmarva? 


a. If so, how many? _ 

b. What have been their comments? 


6. Have Delmarva's activities affected how you provide and render 
medical care? 

Yes _ No _ If yes, has the change been for the 

better _ or for the worse _? 

Please explain, using specific examples: _ 


7. Additional comments: 


Thank you! 

Please return to: 


PRO Proj ect 

Medical and Chirurgical Faculty 
1211 Cathedral Street 
Baltimore, Maryland 21201 


























MEDICAL PERSONNEL POOL® pro¬ 
vides the highest level of private nursing 
care available today. For hospital, medi¬ 
cal office or home care. 

From live-in companions, to RNs, 
MEDICAL PERSONNEL POOL can pro¬ 
vide the professional care your patient 
needs. In the facility or in the patients 
home. For short term or extended 
periods, 24 hours a day, seven days a 
week. And your medical orders will be 
carried out to the letter with written prog¬ 
ress reports supplied to you regularly. 

We also have the most stringent 
Code of Ethics and Practices in the sup¬ 
plemental nursing field. This gives you 
the highest level of private nursing care 
available today. When you recommend 
MPPsm, you're recommending a service 
that offers accountability, responsibility 


and close supervision of cases. 

Our employees are fully insured and 
experienced, affording complete protec¬ 
tion to our clients. Visits for supervision 
of home care patients and nursing care 
evaluation are made by the Registered 



Nurse Home Care Supervisor. Our service 
rates are cost effective and private health 
insurance coverage is gladly accepted. 

And when your own office needs a 
nurse, medical assistant, lab or X-ray 
technician during an illness or vacation, 
MPP can offer prompt, efficient service. 

MPP is at your service. Contact the 
Director of Nursing Services or Home 
Care Supervisor at the office nearest you. 

Medical Personnel Pool® 


Baltimore East 529-3800 

Baltimore West 298-7665 

Silver Spring 587-3136 

D.C. Metro (703) 532-POOL 


Looking after your patient 

is a big responsibility. 


We accept it. 





Committee on Physician Rehabilitation 
Ten Years of Experience, Strength, and Hope 


This issue of the Maryland Medical Journal marks the Tenth Anniversary of the formation of 
the Committee on Physician Rehabilitation. Since its inception, the Committee has served as 
the primary resource for the Maryland medical community on matters related to physician 
impairment due to illnesses such as alcoholism, drug dependence, psychiatric problems, or senility. 
The Committee serves a dual purpose: to safeguard patient care and to help sick physicians 
recover from their illnesses. 

The stories of recovery contained in the first article were written by physicians who have 
recovered from alcoholism or drug addiction and have returned to their practice as healthy, able 
physicians. These few cases are a representative sample of the over 100 stable recoveries that 
have occurred because of the Committee’s efforts. 

For someone to call in a report about a possible problem with a colleague, friend, or family 
physician, he or she needs to be assured of the competence and benevolence of the Committee. 
It is encouraging to us that over the last ten years, the number of reports to the Committee has 
increased to over 70 per year. This indicates an expanding sense of awareness and trust among 
the medical community. As long as the program remains confidential and nondisciplinary, we 
expect this level of reporting to continue. 

Finally, this issue is presented as a memorial to “Marty” Valaske MD, a long-time member of 
and advocate for this Committee. Through his efforts many physicians found the help they 
needed to begin on the road to recovery. 


Guest Editors 


ROBERT K. WHITE MA, Program Director 
Committee on Physician Rehabilitation 



EDWARD J. KITLOWSKI MD, Chairman 
Committee on Physician Rehabilitation 



Committee on Physician Rehabilitation 


WILLIAM E. ABRAMSON, MD 
H. PATRICK ADAMS MD 
ANDY BAER MD 
CHARLES BEATTIE MD, PhD 
HAZEL CHAMBERS 
GEORGINA Y. GOODWIN MD 
PAUL F. GUERIN MD 
MICHAEL G. HAYES MD 
ROBERT R. KENT MD 
Robert McDaniel md 
DONALD MEEKS MD 
EDSONB. MOODY MD 
LAURIE J. POSS MD 


RICHARD H. SCHLOTTMAN MD 
JOHN R. STEINBERG MD 
EDWARD A. THOMPSON MD 
MAXWELL WEISMAN MD 
MAURICIO ZEPLO MD 
PENELOPE ZIEGLER MD 

ADVISORY 

RICHARD H. ANDERSON MD 
JOSEPH F. CHAMBERS MD 
GEORGE H. HALL MD 
MEL UDEL MD 
CHARLES L. WHITFIELD MD 


180 MMJ March 1988 








In Memoriam: Martin John Valaske MD 
November 3, 1928-November 9, 1987 

Born in Kenosha, Wisconsin, “Marty” graduated from Marquette University School of Medi¬ 
cine in 1954; he did his internship, entering the US Navy in 1955. He completed a Pathology 
residency in 1964 and received the Meritorious Service Award in 1974 and again in 1975 from 
the Navy for his work in this field. Dr. Valaske received the Distinguished Service Award from 
the College of American Pathologists, where he was an elected member of the Board of Governors 
and also as Editor of the Pathologist magazine for 14 years. 

He finished his Naval service as Commanding Officer, Naval Regional Medical Center, Great 
Lakes, Illinois in 1979. On retirement, he moved back to Maryland and joined the faculty of the 
George Washington University Hospital as Professor of both Health Sciences and Pathology. 
Later he was certified as an expert by the American Medical Society on Alcoholism and Other 
Drug Dependencies. 

Dr. Valaske began his career in addictive illness with his own recovery at the Naval Hospital 
in Great Lakes. He organized the Alcoholism Teaching Program at George Washington University 
Hospital where his symposium became mandatory for the medical students. He was the warm 
teacher, lecturer, and family counselor at the Seneca Treatment Center. Dr. Valaske wrote; 
taught; advised; energized; and founded programs, committees, university programs, medical 
society programs; and most importantly, treated alcoholics and their families with dignity, love, 
and compassion. He served as an active consultant to the Physicians Rehabilitation Committee 
of the Medical and Chirurgical Faculty of Maryland from 1980 until 1987. Further, he was a 
member of the District of Columbia Medical Society Impaired Physician’s Program and their 
Chairman from 1983 until 1986. He gave and gave and gave. 

His wife JoAnn and his children, Joseph, Nancy, and Martin Joseph, shared in the miracle of 
his recovery as did the hundreds of us who knew and loved him and for whom he often led the 
way. JoAnn shares his personal note: 

When an alcoholic gets well—he begins to grow 
His interpersonal relationships improve 
His self-image improves 

He learns assertiveness instead of aggressiveness 
His dignity is restored 

He becomes capable of giving and receiving love 
He learns courageous honesty 
He learns to share himself with others 
He practices selfless charity 

And he becomes a beautiful person. 

Underneath he had added in pen, “The person he had always wanted to be.” 

God speed dear friend, 

JOSEPH F. CHAMBERS MD 



Resource List for Impaired Professionals 


Clergy 

Alcohol and Substance Abuse Committee 
Episcopal Diocese (Ecumenical) 

P.O. Box 222 
Joppa, MD 21085 
301-679-8700 

Reverend Michael Rokos, Chairman 

Dentists 

Committee for Rehabilitation of Dentists 
Maryland State Dental Association 
6470 Dobbin Road 
Columbia, MD 21045 
301-964-2880 
Toll-Free: 1-800-492-3678 
Hot Line: 301-964-2275 
Philip Nolan DDS, Clinical Coordinator 
Lawyers 

Lawyers Counseling Program 
Maryland State Bar Association 
Maryland Bar Center, 520 West Fayette Street 
Baltimore, MD 21201 
301-685-3993 or 685-7878 
Toll-Free: 1-800-492-1964 
Richard Vincent BA, CAC, Director 
(Full-time staff) 

Nurses 

Impaired Nurse Committee 
Maryland Nurses Association 
5820 Southwestern Boulevard 
Baltimore, Maryland 21227 
301-242-7300 

Marie McCarthy RN, MS, Chairperson 

Physicians 

Committee on Physician Rehabilitation 
Medical and Chirurgical Faculty of Maryland 
1211 Cathedral Street 
Baltimore, MD 21201 
301-539-0872 
Toll-Free: 1-800-492-1056 
Hot Line: 301-727-0120 
Robert K. White MA, CAC, Program Director 
(Full-time staff) 

Committee on Impaired Physicians 

Medical Society of the District of Columbia 

2007 Eye Street NW 

Washington, DC 20006 

202-466-1850 

Donald Meek MD 


Physician Assistants 

Committee on Impaired Practitioners 
Maryland Academy of Physician Assistants 
P.O. Box 20277 
Baltimore, MD 21284 
301-337-5654 

George Prudden PA-C, Chairman 

Pharmacists 

Pharmacist Rehabilitation Committee 
Maryland Pharmaceutical Association 
650 West Lombard Street 
Baltimore, MD 21201 
301-727-0746 

Tony Tommasello PD, President 

Podiatrists 

Impaired Podiatrist Committee 
Maryland Podiatry Association 
1729 Glastonberry Road 
Potomac, MD 20854 
301-424-1000 
301-764-7044 

Brian Kashan DPM, Chairman 
Psychologists 

Committee on Distressed Psychologists 
Maryland Psychological Association 
1000 Century Plaza; Suite 123 
Columbia, MD 21044 
301-992-4258 

Grady Dale EdD, Chairman 

Social Workers 

Committee on Impaired Social Workers 
c/o Family and Children’s Services 
of Central Maryland 
204 West Lanvale Street 
Baltimore, MD 21217 
301-669-9000 

301-269-4075 (urgent, evenings, weekends) 
James Clements LCSW, Contact Person 

Veterinarians 

Impaired Veterinary Committee 

Maryland Veterinary and Medical Association 

10788 Hickory Ridge Road 

Columbia, MD 21044 

301-730-2122 

301-461-2280 

David Tayman DVM, Chairman 
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Physicians in Recovery 

ROBERT KANE WHITE MA and EDWARD J. KITLOWSKI MD 


It is difficult to communicate the work of a confidential committee. By presenting 
several stories of recovery in the physicians’ own words, we hope to convey the 
importance of this work to the medical community and to the membership of Med-Chi. 
It is vital that we not lose sight of the enormous value a confidential, nondisciplinary 
program has in attracting and treating physicians suffering from alcoholism and drug 
addiction. 


From the Committee on Physician Rehabilitation. White is Pro¬ 
gram Director of the Committee, and Dr. Kitlowski is the Committee’s 
Chairman as well as Medical Director at Hiddenbrook, Inc., Bel Air. 

Thank You for Saving My Life are very gratifying 
words to anyone in the helping professions and are 
especially poignant when they come from a physician 
and are addressed to a benevolent committee of his/her 
peers. 

The Committee on Physician Rehabilitation has been 
instrumental in the recovery of over 100 physicians. 
Primarily, these physicians were alcoholic or drug ad¬ 
dicted. “Blinded” by their disease, they could not see 
they were ill. Chemical dependency is a disease of denial 
and knows no boundaries in terms of education or 
medical training. 

The following narratives are just a few examples of 
the recoveries that have occurred because of the efforts 
of the Committee on Physician Rehabilitation. They 
are printed anonymously to protect identities. 

Each story follows a general pattern of how it was 
(when they were addicted); what happened (to influence 
them to seek help); and how it is now (that they are in 
stable recovery). We encourage the reader to note the 
following points as each narrative progresses: (a) the 
physician was sick with a disease that he/she was 
unaware of; (b) left untreated, the disease might have 
been fatal; and (c) the Committee on Physician Reha¬ 
bilitation was responsible for engaging each in effective 
treatment. 

One of the universal themes in any story of recovery 
is that the disease causes people to act in ways that 
violate their own conscience. Normally responsible and 
intelligent people behave in ways that cause them 
shame and self-loathing. It is especially bewildering to 
the untrained eye to see a physician behaving in such a 
self-destructive manner. 

A by-product of the process of recovery for physicians 
is that they become changed forever in their view of the 
disease. There is a major shift in their perspective. No 
longer is an alcoholic or drug addict an alien described 
in textbooks. They become real people, real patients. 
The recovered physicians’ ability to diagnose and effec¬ 
tively treat the disease in their patients becomes en¬ 
hanced tremendously. These are their stories. 


Physician Heal Thyself 

Although one is naturally hesitant to relive painful 
life events, I wanted to review briefly my very positive 
and moving experiences with the Maryland Committee 
on Physician Rehabilitation. I hope this will contribute 
in some measure toward appropriate recognition of the 
Committee’s work by the medical community. One ma¬ 
jor element of the Committee’s work is in the field of 
chemical dependency, and this is how I first came in 
contact with our colleagues who work with the Com¬ 
mittee. 

Following extended treatment with meperidine (De¬ 
merol), prescribed by a medical specialist for renal 
calculi, I found myself unable to discontinue taking the 
analgesic. Initially, this seemed to be nothing more than 
a minor nuisance, easily remedied when I had the time. 
I was a responsible individual as well as a hard-working 
physician with a demanding professional life. Drug 
dependence might happen to others, but certainly not 
to me. I am quite certain this is how I felt at the time. 
The thought there might be a problem was not con¬ 
sciously entertained. Consequently, I did not recognize 
the early danger signs. As I continued taking the me¬ 
peridine, the dosage required increased. Misconstruing 
the maxim of “physician heal thyself,” due to lack of 
knowledge regarding the illness, embarrassment, and 
fear of prejudice, I embarked on a self-administered 
detoxification schedule. The results were disastrous. I 
ended up taking more of the medication than previ¬ 
ously. 

At this point, my family became aware of the prob¬ 
lem. Through professional contacts, they were able to 
identify available resources of the Maryland Committee 
on Physician Rehabilitation. Reluctantly (but wisely) I 
agreed to contact a physician who was a member of the 
Committee. Soon thereafter, hospitalization for de¬ 
toxification was arranged under expert professional 
guidance. I then spent several weeks at an excellent 
rehabilitation center. Afterward, I fully resumed my 
professional activities while completing an outpatient 
treatment program in conjunction with the Committee 
on Physician Rehabilitation. 

It is particularly important to pay special tribute to 
our colleagues who have served with the Committee on 
Physician Rehabilitation. They have played a crucial 
role on the national as well as local level in recognizing 
the chemical dependencies, including alcoholism, as 


Vol 37, No 3 MMJ 183 


legitimate and treatable medical diseases that require 
the attention of appropriately experienced physicians 
and health care professionals. They have helped lead 
the way in promoting the inclusion of chemical depend¬ 
ency disorders in medical school curricula. They have 
supported vital research efforts into the prevention, 
diagnosis, treatment, and causes of these disorders, 
including genetic factors in chemical dependency. Most 
importantly, the tradition of the Committee on Physi¬ 
cian Rehabilitation has emphasized saving lives. I can 
assure you they have been uniquely successful. 

• • • 

Amazingly Similar 

Slightly more than five years ago (September 1982) 
in my early forties, husband and father, I was a re¬ 
spected, successful professional with advanced aca¬ 
demic training in several fields. Associated with a major 
medical institution, I enjoyed unlimited opportunity 
with generally acknowledged potential for achievement. 
That was on the outside. 

Behind this public facade, several aspects of my pri¬ 
vate life were awry. I was regularly stealing (the current 
euphemism is “diverting”) from the hospital as much 
cocaine as I could reasonably get my hands on given 
the institution’s archaic drug-handling system. The 
actual amount was not large but was supplemented 
routinely by other pharmaceuticals (stimulants deliv¬ 
ered by the mailman), alcohol, and marijuana. Although 
ingesting, snorting, and inhaling this smorgasbord of 
mood-altering substances originally was concentrated 
on weekends and vacations, weekday abuse was becom¬ 
ing more and more common. 

True to the state of denial, so typical of the addicted 
person, I convinced myself that my medical duties were 
being responsibly acquitted and that my dual existence 
could be prolonged indefinitely. My second marriage, 
then five years old, was stormy and close to termination. 
I had developed a cynical and disaffected attitude con¬ 
cerning academic medicine, and my physical condition 
was at a lifetime nadir. 

None of these qualities of behavior and outlook had 
developed suddenly. The story of their evolution is 
unique only in the specific details. I have since heard 
hundreds of stories (literally) amazingly similar in es¬ 
sence. I would have preferred to be less ordinary. In any 
event, I have been extremely fortunate, perhaps blessed. 
Today I am healthy, happy, and free of drugs, including 
alcohol. I am honest and rule abiding, happily married 
(same wife) with vigorously renewed relationships, pro¬ 
ductively employed, and making enthusiastic contri¬ 
butions to my chosen field (same job, same employer). 
I am deeply and profoundly indebted to many individ¬ 


uals—family, friends, colleagues, therapists, and to the 
point of this communication, the Committee on Phy¬ 
sician Rehabilitation of Maryland. Because they were 
there and are who they are, I am here. Consider the 
issues: Why should I be given consideration? Didn’t I 
break all the rules, violate the trust? Would I use again, 
lie and steal again? Could and should I be trusted to 
care for patients again? The Committee knows or 
knows how to obtain the answers to these questions. 
Richly constituted, largely from a huge and growing 
throng of recovering individuals, the Committee is both 
totally tough and thoroughly compassionate. Mindful 
of responsibility to both the public and the profession, 
they understand the disease of addiction and its ther¬ 
apy. Most of their “clients” are initially resentful at the 
intrusion into their private lives, though many, like 
myself, are secretly relieved to have the charade ended. 

The Committee immediately recommended (firmly) 
an inpatient, 28-day rehabilitation program for me 
when my activities became known to them through my 
employer. The end had come after an investigation 
agonizingly conducted by an individual (aided by my 
wife, I discovered some months later) who was both my 
mentor and my friend. The grand finale was a humili¬ 
ating confrontation by this individual. I was in treat¬ 
ment within days. 

Out of the pain, a miracle began. The details of my 
recovery, closely monitored by the Committee, are as 
unextraordinary (though still, somehow wonderous) as 
those of my descent into the abyss of dependency. 
Essentially they can be heard at any of the hundreds of 
local weekly meetings of 12-step fellowships whether 
Alcoholics Anonymous or Narcotics Anonymous (AA/ 
NA). 

Today, like other recovering individuals, I experience 
the ups and downs of daily life, the constant challenge 
of intimate relationships, and the responsibilities of 
adulthood as stimuli for spiritual growth. Sometimes 
it’s fun; always it’s interesting. 

In these days of thrust and parry with legislators and 
the legal system, the Committee on Physician Rehabil¬ 
itation stands out as a noble and refreshing professional 
critic. It is largely composed of anonymous individuals, 
volunteering their time, sharing their experience, 
strength, and hope with fellow physicians, the great 
majority of whom will progress to lead thoroughly re¬ 
spectable, fulfilling lives. 

• • • 

High Anxiety 

It was in the first year of college that I found the 
only effective treatment for my constant high degree of 
anxiety. Alcohol gave me the only peace and sense of 
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well-being I had ever experienced. Euphoria and exhil¬ 
aration also were much sought after side effects. Within 
that first year of my love affair with alcohol, I realized 
that my drinking habits were different from those of 
my peers. I drank at every opportunity I thought to be 
socially acceptable, and I drank with an intensity not 
observable in my friends. 

By the time I was in medical school, I had progressed 
to drinking any night I didn’t do academic work. This 
restriction at least held my consumption down to two 
or three nights a week. The other nights would be held 
to a few ounces of alcohol just before retiring for the 
night. During medical school, internship, and residency, 
the only restriction able to curb my constant desire for 
alcohol was the need to excel academically. Despite my 
addiction, I was able to achieve my academic goal. By 
the time I finished my residency, there were very few 
nights not spent drinking. My addiction to alcohol had 
progressed from almost a fifth a day at the end of my 
training to almost a half gallon when I began my 
recovery. 

This was in addition to numerous other mood-alter¬ 
ing drugs taken daily. Because of my high level of 
anxiety, I was prescribed Valium during my medical 
training. I had begun psychotherapy and later psycho¬ 
analysis, which went off and on for many years. Early 
in my career, I developed a bad back that was inca¬ 
pacitating at times. This condition was an excellent 
reason to continue and to increase the amount of Val¬ 
ium I ingested. It also led to taking Codeine to alleviate 
the back pain. In no time at all, I was taking both 
medications with increasing frequency whether or not 
the back pain was present. Attempting to reduce the 
possibility of physical addiction, I substituted other 
mood-altering drugs and narcotics. However, the end 
result was to become addicted to a multitude of drugs, 
including alcohol. 

The intense craving and self-loathing resulted in 
chronic depression and suicidal preoccupations. Deso¬ 
lation, hopelessness, and helplessness were a daily tor¬ 
ment. I took a last chance and called the Committee on 
Physician Rehabilitation in Baltimore. My desperation 
was more than matched by the understanding, compas¬ 
sion, and hope I was given. Because of the Committee 
members’ sensitivity to my condition, I was able to 
accept their advice and to begin my rehabilitation. 
Talking with them gave me the courage to seek inpa¬ 
tient medical care and to begin a new life. By adhering 
to their recommendations, my life has been trans¬ 
formed. Now I am happy and know what freedom from 
drugs and alcohol really means. I savor the pleasure of 
my family, of my practice, and of living. 


Dr. Bob’s Story 

My name is Bob, and this is the story of 30 years of 
alcoholism, drug addiction, and finally, recovery. I have 
two purposes in writing: I hope that by telling the story 
from my own perspectives you may learn about the 
insanity and the progress of the disease. This article 
also is written in gratitude to the members of the 
Committee on Physician Rehabilitation (especially the 
former Chairman, Dr. Joseph Chambers), to the other 
doctors and nurses who had the love and courage to 
confront my illness through the years, and finally to 
my long-suffering wife who stayed with me despite her 
pain. The fact that their efforts were not immediately 
fruitful make them no less meaningful. 

I was accepted back into the school that I had earlier 
“flunked.” I was able to moderate my drinking and 
achieved honor grades for the next two years. I was 
then accepted into a prestigious medical school. 

With some notable exceptions during times of severe 
stress, I was able to control my drinking enough to 
graduate from medical school, and I was accepted into 
internship and residency at the same medical school. I 
was then moved on to a community hospital as Chief 
Resident. Although I was in denial of the real destruc¬ 
tiveness of my drinking, I had the good sense to know 
I would not last long in the high-achieving academic 
environment. 

Shortly after completion of residency, I found it 
difficult to go an entire day without getting drunk. I 
began to have “dry heaves” every morning. This, I 
reasoned, was due to the high anxiety I felt. I felt so 
bad each morning that retching actually felt good. It 
was as though I was purging the debauchery of the night 
before. 

To prove to myself and others that I was all right, I 
encouraged hospital personnel to call me any time of 
night. If I received a call later than the very early 
evening hours, I usually was intoxicated. I began to be 
unable to recall the content of calls received during the 
night. I tried keeping a notepad by the telephone but 
either I forgot to write or found an illegible scrawl in 
the morning. I tried going to the hospital early in the 
morning to try to reconstruct the events of the night 
before. I recall the guilt and fear of discovery during 
these early rounds. 

I became more and more isolated. I did most of my 
drinking at home in my bedroom. I began to have a 
number of delusions, the theme of which was something 
like this: “I can quit any time I want to, as long as it’s 
tomorrow”; “nobody knows”; “one won’t hurt, and no¬ 
body need know”; “anyone under as much stress as I 
deserves a drink now and then.” The biggest delusion 
was that alcohol was the solution to my problems rather 
than the cause. 

Two things happened at about that time. First, I 
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discovered that benzodiazepines would help with the 
shakes and other tranquilizers would insure a night’s 
sleep. I do not know how many I took, but I always had 
a supply of various tranquilizers with me and soon 
became heavily addicted. At one point after a detoxifi¬ 
cation, I stayed off alcohol for 10 1/2 months by taking 
progressively larger doses of sedatives. My delusion was 
that this was medicine, and after all, I was a doctor and 
knew what medicine was best for me. I could not 
understand why I began feeling progressively worse, 
often confused and drowsy in the afternoon. 

The second thing that happened was the creation of 
the Committee on Physician Rehabilitation. They took 
an immediate interest in me, demanded that I have on¬ 
going group therapy, and monitored my progress. Still 
my defenses were high, and I had another year before I 
collapsed enough for them to help me into recovery. 

Finally I was readmitted to the same treatment center 
that I had attended four years earlier. I was so sick and 
so confused that I benefited little from the treatment 
other than 30 days of abstinence. Near the end of my 
stay, Dr. Chambers visited and insisted that I go to 
long-term rehabilitation out of state. By then, I had 
run out of insurance and was deeply in debt. The Com¬ 
mittee loaned me the fee for the extended treatment. 

I was both afraid of Dr. Chambers and relieved. I 
spent the first month or so afraid of losing all things I 
thought were valuable. Suddenly I realized there was 
nothing as important as getting over my terrible illness. 
My counselor told me to close my practice and go to a 
half-way house after the extended treatment. By then 
I was ready to do anything to recover. 

I look on that first year of my recovery as the most 
valuable and exciting year of my life. After about 10 
months, I was granted a restricted license to practice 
in another state, and cautiously, under supervision, I 
reentered the medical profession. After a year and a 
half out of state, I returned to Maryland and to my 
family. 

I regret the trouble and pain that I caused others 
during my addiction. I regret a lot of my behavior but 
am no longer ashamed of it. I know that my behavior 
was the result of a mind and of values distorted by my 
disease. 

Incredible as it sounds, I am grateful for my disease. 
I have not had a drink or mood-altering drug in a 
number of years. I have a growing relationship with my 
God whom I rejected in childhood. My behavior is now 
in line with my values. My recovery program is afford¬ 
ing me emotional and spiritual growth that would have 
been impossible otherwise. I am grateful that I still 
have my wife and that our relationship is growing. My 
life has taken new direction and meaning. My career is 
devoted to helping those who still suffer from alcohol¬ 
ism and other addictions. I have gained self-respect for 


the first time in my life. Moreover, I am gaining the 
trust and respect of others around me. 

The only reservation I have about publishing this 
story is that it is the horror story of the end stage of 
chronic alcoholism. I fear that it may be read by some¬ 
one who needs help but has not yet gotten “that bad” 
and who will use this as a rationalization to avoid 
needed help for alcoholism or addiction. 

• • • 

Personal and Confidential 

My recovery process begins with the involvement of 
the Committee on Physician Rehabilitation in my life, 
a life of addiction. I received that letter marked “Per¬ 
sonal and Confidential” from the Medical and Chirur- 
gical Faculty of the State of Maryland in the early 
spring, 1980. After phone contact with the Chairman 
of the Committee, I met with him and another fellow 
physician, a process that I came to know of later as an 
“intervention.” This occurred in the office of the Chair¬ 
man in Kensington. At this time, very gently, some 
abnormalities of my behavior were brought to my at¬ 
tention and some questions were asked about my drug 
and alcohol use. 

By this time, I had a strong suspicion that I was a 
compulsive pill user (usually benzodiazepines), prob¬ 
ably not addicted to them, and certainly not an alco¬ 
holic. Bolstered by a few cocktails I had on the way 
over and speaking through a mouthful of lifesavers to 
cover any odor that might be escaping, relaxed by 
benzodiazepines that I had taken prior to this meeting, 
I was able to deny any difficulty with drugs or alcohol 
use, abuse, or dependency. 

It was very patiently explained to me that this was a 
benign or rather a loving process that was being applied 
to me in the name of the Committee, which was part of 
the Medical and Chirurgical Faculty of the State of 
Maryland, the governing body of the physicians of the 
State of Maryland. It was suggested that I go to an 
inpatient type of treatment, which I off-handedly re¬ 
jected since I had other things more important in my 
life to contend with. (At this time, however, I really 
cannot think of any that important in the life that was 
full of desperation and chaos.) I did agree to attend AA 
meetings, both in Baltimore and in the Washington 
area, which I did for a period of time. I enjoyed the 
meetings. I would attend them, go home thinking about 
all the charming people I had met and the interesting 
things they had said while I had a couple of “nightcaps” 
waiting for my usual dose of benzodiazepines to take 
effect so I could sleep. 

In retrospect, I may have been missing some point 
that was being made. At that time, mine was a life of 
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deep depression, failure, and especially failure at suicide 
attempt. One day I decided to do myself in so the 
insurance on my life could be paid to my family and 
they could live a better life than they were living at the 
time. I dressed in my best three-piece suit with clean 
underwear (as my mother had taught me) to be prepared 
to be taken to a hospital for that final pronunciation. I 
had a last drink of scotch and got into my Audi to crash 
myself into an underpass on the beltway. It was Friday 
night. I had written a note, placed it on the refrigerator, 
and gone out in the rain to do the ultimate “Act of 
Love” for my family. On the way to culminate this act, 
I ran out of gas. 

As I walked home in the rain with a voice ringing in 
my ears, “You can’t even do this right,” a dog ran up 
and bit me. I fell down an embankment rolling in the 
mud. I went to a liquor store in the area, got a quart of 
scotch, and woke up on a Saturday morning in the bus 
station in downtown Baltimore. I was so bedraggled 
that no one had rolled me, relieving me of the couple of 
hundred dollars I had in my pocket. 

My first thought was, “My God, my family will have 
missed me, found the suicide note, and be frantic with 
the police out looking for me.” I found a cab with some 
difficulty, due to the condition I was in, and arrived 
home to find out my first expectations had not been 
realized: my family had not found the note, had not 
even missed me, and worse, did not even question my 
state of attire and disarray. 

By this time, my practice was nonexistent, having 
been lost by my simply not going to the office or seeing 
patients for three months. Savings were gone, since my 
receivables had stopped coming in some time before. 
The only friends I acknowledged were six Siamese cats 
and two dogs. I did phone in occasionally to my office 
to put off the frantic queries of my secretary as to what 
I was going to do, how I was going to do it, and what 
we were going to do. I would, however, check the office 
just before the building closed, usually between 11:30 
and midnight, when I was out wandering on the street, 
going from one drinking establishment to another. But 
still I did not think I was an alcoholic. I was beginning 
to believe I really was hooked on pills. 

One evening when I went in, there was another letter 
marked “Personal and Confidential” informing me that 
the Committee did not think my actions had been 
appropriate and that I was to make another visit to the 
chairman of the Committee within a very short time. 
This I did, and he informed me there were no options 
open to me now except to go into treatment or to have 
this Committee make an application for revocation of 
my license. 

As I look back, this was the first time in a long time 
that I felt any relief. Relief that a decision had been 
made for me by a group of people I really began to think 


cared for me and who would help me out of my despair. 
Yes, this is when my recovery finally began, with the 
help of friends who really cared about me during the 
period of detoxification and rehabilitation in a facility. 
Committee members were there to answer questions, to 
give encouragement, to share their stories of rehabili¬ 
tation with me, to give me hope—of which I had very 
little. 

On discharge from the facility, a temporary home 
was found for me with one of the physician members of 
the Committee: a gift from this man, his wife, and his 
family I can never repay, but I always will remember, 
the ultimate “Gift of Love.” 

The ensuing years following my recovery have been 
enhanced by the involvement of this group of recover¬ 
ing, impaired ones. They have advised me, guided me, 
comforted me, monitored me. The therapeutic contract 
of monitoring helped stabilize me and get me through 
those periods of “Christ, I didn’t get sober or straight 
for this.” My involvement with the Committee as an 
active member has meant a number of things to me: 
providing satisfaction in doing something worthwhile, 
being part of the advocacy program to support others 
like myself to establish new friendships, strong and 
meaningful. 

• • • 

The Appropriate Specialist 

I am a practicing physician, and I have an incurable 
disease: addiction. For now, my disease is in remission, 
and I am practicing my specialty with success. Without 
help from the Committee on Physician Rehabilitation 
of our Medical Faculty, neither would be the case. 

Addiction is unique among incurable diseases. It af¬ 
fects both body and mind, yet it can be kept perma¬ 
nently in remission. As with any disease, remission 
requires treatment. Treatment cannot be given until 
the patient realizes he/she is ill and seeks help from 
the appropriate specialist. The patient must then work 
with the treatment program established by his/her doc¬ 
tor. 

As physicians we know there are no guarantees as to 
a successful outcome. Still, we treat each patient’s 
illness with the goal of cure or remission. In my case, 
the appropriate specialist is the Committee on Physi¬ 
cian Rehabilitation. By following the treatment plan 
established for me, I am staying well. 

To the physicians among us who choose to remain ill 
by allowing their alcoholism or other addiction to go 
untreated, I urge you to let go of your fears and to avail 
yourselves of this program. This program is not the 
inquisition you might fear it to be, as I did. I know now 
it is not. 

If you are abusing alcohol or using drugs, you are 
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sick. Our program offers a cure. It is incumbent on you 
to take the first step. If you will work with this program, 
you can recover. If you do not work with this program, 
your mind and your body will continue to degenerate 
and soon you will die. I know. I almost did! 

• • • 

Hope Exists 

My disease of addiction smoldered for many years 
before catching on fire with the use of cocaine. I suffered 
for many years, exhibiting this disease’s characteristics 
of dishonesty, egocentricity, and hostility before it came 
to light during my residency. 

It was at this point that Med-Chi’s Committee on 
Physician Rehabilitation and others intervened on my 
behalf and offered me a means to recover. Today, after 
accepting my disease and the wreckage I had created in 
my personal and professional life, I am grateful. Hope 
exists, and one day at a time, I am learning to become 
happy and practicing the kind of medicine I enjoy. 


Doing It Alone 

For years I have been fighting addiction 
to alcohol. Now I am practicing medicine 
regularly and could not have done so without 
the treatment program. I am most grateful 
to be in a remission, having reached this 
point after doing as directed by the special¬ 
ists who direct the program. 

Our sickness is manifest in our “abuse” of 
alcohol and/or addiction to other drugs. 

“Doing it Alone” can lead to deterioration 
and death. 


I Surrendered 

My name is not being revealed in this personal his¬ 
tory because anonymity is the spiritual foundation of 
the recovery programs I attend. I can, however, say that 
I am a grateful recovering alcoholic and drug addict. It 
is through the help of the Med-Chi Committee on 
Physician Rehabilitation that I have been able to be 
restored to a life worth living. Without the Committee’s 
help, I most certainly would have died. 

My drug addiction and alcoholism began at age 15 
with marijuana and alcohol. My first drinking experi¬ 
ence resulted in a blackout. I continued to experiment 
with other drugs. To paraphrase Will Rogers, “I never 
met a drug I didn’t like.” Despite intermittent remis¬ 
sions and exacerbations the overall pattern of my dis¬ 


ease was one of progressively increasing severity of 
illness. 

Nevertheless, I did well academically and in the late 
1970s entered medical school. During the first two 
years, my drug and alcohol use was somewhat re¬ 
strained. Yet with the less-structured clinical years, my 
addiction was off and running. 

In the spring of my senior year of medical school, 
while under the influence of narcotics, sedatives, and 
alcohol, I was involved in a head-on collision and hos¬ 
pitalized. Fortunately, no one else was injured. Even 
more fortunately, a classmate phoned Dr. Charles 
Whitfield and was steered to the Med-Chi Committee 
on Phyisican Rehabilitation. My classmate was afraid 
I would die as a result of my drug addiction and wanted 
to get me help. The Committee’s role is, indeed, one of 
advocacy and support while providing the firm guidance 
needed to coerce me into early recovery. 

A discrete investigation was made. I was totally un¬ 
aware of this. When enough information had been 
gathered, I received a letter from Dr. Joseph Chambers, 
Chairman of the Committee, advising me that I was in 
need of the Committee’s help for a problem with sub¬ 
stance abuse. They asked me to set up a meeting with 
Drs. McDermott and Dixon. I did not realize these 
physicians were to be my “intervention team.” 

We met at the hospital where I had begun my intern¬ 
ship, and I was confronted with the destruction of my 
ability to function, which had been brought about by 
my addiction. Despite my anger and denial, I was con¬ 
vinced to attend AA meetings and enroll in outpatient 
group therapy. At the time, I thought the Committee 
was being punitive. I now realize their loving care saved 
my life. 

The Committee recommended inpatient treatment, 
which I vehemently refused, and I did begin to improve 
in outpatient treatment. But outpatient treatment was 
not sufficient in my case, and I relapsed dramatically 
almost one year after my initial confrontation. At this 
point, I realized I would have to enter a four-week 
inpatient program. With the Committee’s support, I 
entered such a treatment facility. The Committee was 
also instrumental in securing for me the support of my 
Chief of Service in the Residency Program where I now 
had completed my internship. Without the Committee’s 
support, my Chief of Service never would have been 
able to persuade the hospital to allow me to complete 
my postgraduate training. 

After I finished inpatient treatment, I had another 
relapse. Yet I was able to continue with treatment. The 
severity of my disease was diminishing. The Committee 
continued to support me. Finally, I was able to begin 
solid recovery based on complete abstinence from all 
drugs and alcohol. 
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It has been some time since my last use of drugs and 
alcohol, yet my attending AA/NA meetings is at a 
greater frequency than it was early in my addiction. 

The fellowship has so much more to offer than merely 
stopping my active addiction. AA/NA meetings help 
me achieve new levels of personal, emotional, and spir¬ 
itual growth. Early in my addiction, I did not want to 
recover but simply wanted to get the Medical Society 
off my back. With further attendance, I became envious 
of the quality of life I saw exhibited by those members 
in recovery. Eventually, I wanted what they had, and 
at that point “I surrendered.” I knew my life had become 
unmanageable through my use of drugs and alcohol. I 
came to believe I could recover, as I now knew others 
who had recovered and were willing to help me. 
Through the working of the 12 Steps Program of AA/ 
NA, I have been given the greatest gift of all: the 
freedom to be myself and to like and respect myself. 

Some colleagues have commented that I simply re¬ 
placed my addiction to alcohol and drugs with an ad¬ 
diction to AA/NA. My view is somewhat different; I 
like to discuss addictions versus what I refer to as 
dependencies. Addictions are negative; they cause pain, 
distract from a full life, and diminish us human beings. 
Dependencies are positive, they bring joy, expand our 
horizons, and enlarge our human dimensions; they im¬ 
prove our quality of life. As an example: a diabetic is 
dependent on insulin for a good quality of life; he is not 
an “insulin addict.” A patient with COPD my be de¬ 
pendent on supplemental oxygen for a reasonable qual¬ 
ity of life; he is not an “oxygen addict.” 

In my case, alcohol and drugs were my addictions. 
They subtracted from my life. AA/NA have become my 
dependencies. They enhance the quality of my life, and 
quality of life is exactly the reason I continue to attend 
AA/NA. I’m grateful for their existence. 

And above all, I remain grateful for the care and 
support of the Med-Chi Committee on Physician Re¬ 
habilitation. Without their help, I would have died. 
Through their efforts on my behalf, I have been able to 
enjoy both professional and personal success. My self- 
respect has been restored. These people, the members 


of the Committee, whom I once viewed as my worst 
enemies, I now appreciate as having been my best 
friends. They saved my life. 

• • • 

Summary 

In this time of increased pressure to deal with phy¬ 
sicians in a punitive manner, it is vitally important that 
we not lose sight of the enormous value that a confi¬ 
dential, nondisciplinary program has in attracting and 
in effectively treating physicians suffering from alco¬ 
holism and drug addiction. 

The danger is that well-meaning public advocates 
responding to sensational media stories will destroy the 
credibility and effectiveness of such a program by in¬ 
sisting that every name be reported to the Commission 
on Medical Discipline. In that event, colleagues, nurses, 
patients, and families will stop making reports because 
they will not wish to harm the physicians. 


Experience has shown that when the Im¬ 
paired Physicians Program becomes disci¬ 
plinary in nature, the reports stop coming in 
(the most recent examples are Connecticut 
and Massachusetts). The impaired physi¬ 
cians go unreported unless their disease 
causes a major infraction in their practice, 
and then they are dealt with as disciplinary 
cases. 


Ironically, a punitive “mandatory reporting” law re¬ 
sults in less reporting, not more. Furthermore, the 
reporting does not occur until the disease has pro¬ 
gressed to a very late stage where it begins to affect job 
performance in a measurable way. 
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There’s no such thing as a single approach to alcoholism treatment that works best 
for everyone. Because every person with a drinking problem is a unique individual. 

So at Sheppard Pratt, we don’t fit alcoholics into a program, like other treatment 
centers. We create a program for each individual. A program that draws on many 
years of experience and strong professional resources. A core program that incorpo¬ 
rates the principles of AA, sensitivity to human needs, and a thorough understanding 
of alcoholism. r r — " tv v; :'~ ~] 

And we use this kind of individualized I HtIm m MM the Sheppard Pratt Alcoholism I 
approach for people with drug problems, too. I fe 1 J|| Treatment Program to: 

If you or someone you care about has I Name _I 

a drinking or drug problem, find out how J 
Sheppard Pratt can help with an individual- t&kamm 

ized treatment program. j - j 

For an informative brochure send | City _ state _ Zip _I 

the coupon. For admission information call | Mail to: Dr Barry Rudnick , Admissions officer. 

Dr. Barry Rudmck, Admissions Officer at | Sheppard and Enoch Pratt Hospital, I 

( 301 ) 823 - 8200 . | A/MMJ __J-0. Box 6815 Baltirnore0^21204^^ 


SHEPPARD 


Please send information about 
the Sheppard Pratt Alcoholism 
Treatment Program to: 


Name. 


Address. 


. State . 


A/MMJ 


Mail to: Dr. Barry Rudnick, Admissions Officer, 
Sheppard and Enoch Pratt Hospital, 
EO. Box 6815 Baltimore, MD 21204 


At some places, all alcoholics 
are treated the same. 
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Substance Abuse among Health Professionals 

KARL V. GALLEGOS MD, FREDERICK W. VEIT MD, PHILIP O. WILSON MD, 
THOMAS PORTER PhD, and G. DOUGLAS TALBOTT MD 

Chemical dependence is believed to be a leading occupational hazard for physicians 
and other health professionals. This study compared the abuse of alcohol and other 
drugs among 1,971 chemically dependent health professionals who have been assessed 
and/or treated by the Georgia Alcohol and Drug Associates. Significant differences 
were seen between professional groups with respect to age, sex, the kinds of substances 
abused, the number of drugs abused, and the route of administration. 


From the Medical Association of Georgia’s Impaired Physician’s 
Program (Drs. Talbott and Wilson), The Georgia Alcohol and Drug 
Associates (Drs. Gallegos, Wilson, Talbott, Porter), and the Caduceus 
Foundation (Drs. Gallegos, Veit, Wilson, and Talbott). Reprints: Dr. 
Gallegos, Georgia Alcohol and Drug Associates, Inc., Ste 100, 4015 
South Cobb Dr., Smyrna, GA 30080. 

The Medical Association of Georgia (MAG) recog¬ 
nized the problem of impairment among physicians and 
began the process of funding and implementing a spe¬ 
cialized program to treat impaired physicians in 1975. 
Major program elements include the identification, in¬ 
tervention, assessment, treatment, and rehabilitation 
of physicians 1,2 and other health professionals impaired 
by chemical dependence and other emotional disorders. 
Under the auspices of MAG, the program has achieved 
national recognition. Physicians and other health 
professionals from throughout the nation have been 
referred to it. Since the program’s inception, more than 
2,100 health professionals (HPs) have presented for 
evaluation and treatment of impairment. 

Chemical dependence is a primary disease 3 6 charac¬ 
terized by continuous, compulsive use of mood-altering 
substances (including alcohol) despite adverse conse¬ 
quences. Physician impairment was comprehensively 
defined in the 1972 report of AMA’s Council on Mental 
Health as “the inability to practice medicine with rea¬ 
sonable skill and safety to patients by reason of physical 
or mental illness, including alcoholism or drug depend¬ 
ence.” 7 

The prevalence of impairment from alcoholism, sub¬ 
stance abuse, and other mental disorders in the general 
population of adults may be as high as 19 percent. 8,9 
While HPs may be at no greater risk for these impair¬ 
ments than is the general population, the damage done 
to the profession and to the public by those working as 
HPs while impaired is of increasingly great concern. 10 
Consequently, effective methods for the prevention of 
impairment among HPs need to be implemented by 
these professional groups. Every HP must be exposed 
to information about impairment prior to their gradu¬ 
ation from professional schools and during the contin¬ 
uing education process. 

In this article we describe the population of HPs 
referred for evaluation and treatment, quantify the 
differences seen between the groups with respect to 
patterns of substance abuse and other variables studied, 
discuss the clinical and practical implications of the 


findings of the investigation, and make recommenda¬ 
tions to the major health professional groups studied 
(physicians, nurses, dentists, and pharmacists) for fu¬ 
ture research and prevention. 

Methods 

The actual population includes all HPs (N = 2,015) 
who presented for assessment of impairment to the 
MAG Impaired Physician Program between July 1975 
and August 1987. These individuals have been grouped 
for the purpose of analysis into five distinct professional 
categories. Of those who were included in the physician 
group (N = 1,352), 1,268 were medical doctors, 74 were 
doctors of osteopathy, and 10 were medical students. 
There were 127 pharmacists and 129 dentists. The 
group entitled “Other HP” (N = 104) includes 26 veter¬ 
inarians, 13 mental health counselors, 12 podiatrists, 9 
physician assistants, 6 psychologists, 6 hospital admin¬ 
istrators, 5 PhDs from health-related disciplines, 4 chi¬ 
ropractors, and 23 other paramedical health profession¬ 
als. Within the nurse group (N = 303) there were 211 
registered nurses, 36 licensed practical nurses, 50 cer¬ 
tified nurse anesthetists, and 6 nursing students. Most 
of the individuals assessed (98.5 percent) were U.S. 
citizens, and they represented 49 states. 

The Other HP group is a study sample for comparison 
purposes only. From a purely sociologic perspective, 
there are tremendous differences within this group. 
However, as an aggregate of varied health care pro¬ 
viders, they appear to represent a measure of central 
tendency with respect to most of the variables studied. 
Consequently, we believe this group depicts an inter¬ 
esting comparison sample, and the biases imposed by 
such a comparison are understood to be present. 

The assessment procedure was performed by the 
Georgia Alcohol and Drug Associates (GADA), an or¬ 
ganization of certified addictionologists and psychia¬ 
trists who specialize in (1) the assessment of impair¬ 
ment of health professionals, (2) intervention services, 
(3) inpatient and outpatient treatment of chemical de¬ 
pendence, and (4) the follow-up and aftercare of pa¬ 
tients who have been treated. A comprehensive addic¬ 
tion evaluation, psychiatric interview, medical exami¬ 
nation, family and social history, and psychometric 
testing are done routinely either at the time of admis¬ 
sion to treatment or to determine the need for treat¬ 
ment. 
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The chart of each individual in the actual population 
was reviewed retrospectively by the Division of Data 
and Statistics Data of the Caduceus Foundation, an 
independent nonprofit corporation specializing in the 
study of impairment among HPs. 

Forty-four individuals from the actual population had 
no evidence of chemical dependence by assessment 
criteria. The remaining health professionals (N = 1,971) 
comprise the study population. All persons in the study 
population were chemically dependent. 

Statistical Analysis 

Pearson’s chi-square goodness-of-fit was performed 
comparing the distribution of health professional 
groups in the actual population with the distribution of 
professional category proportions for the entire 
population 11 of all US health professionals (the target 
population). The sex distribution of each professional 
group was compared with that of the target population. 

Student’s t-test was used to determine differences 
between the physician group and all other groups with 
respect to age, and 99 percent confidence intervals were 
calculated. Next, the chi-square test and analysis of 
variance (ANOVA) was used to investigate differences 
with respect to various demographic variables (sex, 
race, and the history of previous alcohol and drug or 
psychiatric treatment) between and within professional 
groups in the actual population. Finally the chi-square 
test was used to find differences with respect to patterns 
of substance abuse (drugs of choice, classification of 
substance abuse, route of administration, and so on) 
within the study population. 

Results 

By comparison with the distribution of US health 
professionals (Table 1), the actual population (and the 


study population) is not a representative sample of all 
such professionals in this country. Physicians are sig¬ 
nificantly overrepresented ( X 2 = 333.66; p < .001). 
While pharmacists and dentists are represented pro¬ 
portionally in relation to the actual population, nurses 
( X 2 = 35.769; p < .001) and other HPs (X 2 = 12.749; p 
< .05) are underrepresented. In the general population 
of HPs, females comprise 14.6 percent of all US physi¬ 
cians, 12 15.8 percent of the pharmacists, 13 2.4 percent 
of all dentists, 14 and 97 percent of all registered nurses. 15 
Males are significantly overrepresented in each of the 
groups as compared to the actual population. 

Analysis of the study’s demographic data (Table 2) 
reveals that physicians are the oldest (p < .001) and 
nurses are the youngest group. With 99 percent confi¬ 
dence we can say that on the average, physicians are 
from 5.9 to 11.3 years older than pharmacists, 1.0 to 6.3 
years older than dentists, from 1.5 to 7.3 years older 
than the other HPs, and from 8.2 to 11.8 years older 
than nurses. More than 61.7 percent of all the nurses 
were 35 years of age or younger. 

There is a predominance of males in each of the 
groups except in the nurse group, where only 20.1 
percent are male. When both sex and age are consid¬ 
ered, women in each professional group are significantly 
younger (p < .01) than their male peers. There is no 
significant difference between the groups with respect 
to minority representation. Pharmacists are the group 
more likely to present for their first inpatient treatment 
to the MAG Impaired Health Professionals’ Program. 
However, there is no significant difference between the 
groups with respect to the number and kinds of previous 
treatment, despite the major age differences seen. 

Unlike physicians and dentists represented in the 
study group (Table 3), pharmacists and nurses appear 
more likely to be polydrug addicted, and they are less 


Table 1. Distribution of All US Health Professionals by Group Compared to Impaired 

Health Professionals 


Occupation 

Percent of Total 

US Health Force* 

Percent of Total 
Impaired Health 
Professionals Program 

Goodness 
of Fit 
Square 

Physicians (Includes Doctor of Medi- 

cine and Doctor of Osteopathy) 

9.83 

67.10 

333.657$ 

Pharmacist 

3.29 

6.30 

2.754 

Dentist 

2.82 

6.40 

4.545 

Other HP 

21.84 

5.16 

12.749t 

Nurses 

62.22 

15.04 

35.769$ 


(X 2 = 389.474; DF = 4, p < .0001) 


* Source: US Department of Labor Statistics, 1981, 11 table revised from the American Medical Association: The American Health Care 
System 1984. 
t p < .05 

$ p < .001 
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Table 2. Demographic Characteristics of Health Professionals Assessed for Impairment 

(7/75-8/87) 



Physicians 

Pharmacists 

Dentists 

Other HP 

Nurses 


(N = 1,352) 

(N = 127) 

(N = 129) 

(N = 104) 

(N = 303) 

Age (in years) 






Meant 

44.60 

36.00 

40.98 

40.18 

34.63 

SD 

11.39 

9.52 

9.25 

10.30 

8.20 

t-value 


8.24 

3.50 

3.91 

14.42 

99% Confidence Limits 


(5.91-11.29) 

(0.96-6.28) 

(1.51-7.33) 

(8.19-11.75) 

Sex 

95.04 

88.98 

99.22 

79.81 

20.13+ 

Male 

4.96+ 

11.02 

.78+ 

20.19 

79.87+ 

Female 

(X 2 =: 

236.001; DF = 4, p < .0001) 




Race 

White 

96.38 

98.43 

98.45 

95.19 

97.69 


2.29 

12.57 

0.00 

3.85 

1.98 

Other 

1.33 

0.00 

1.55 

0.96 

0.33 

(X 2 = 

6.115; DF = 4, p = .1907) 




Previous psychiatric and/or 






alcohol & drug treatment 

None 

41.12 

57.48 

48.84 

46.15 

41.25 

Outpatient 

Inpatient 

11.32 

8.66 

7.75 

7.69 

11.22 

1 Only 

24.63 

22.05 

25.58 

19.23 

29.70 

2-3 

17.60 

7.09 

11.63 

18.27 

14.85 

>3 

5.33 

4.72 

6.2 

8.65 

2.97 


(X 2 = 

17.078; DF = 4, p = .0019) 





+ p < .001 
t p < .05 


Table 3. Patterns of Substance Abuse among Impaired Health Professionals Assessed for 
Impairment by Georgia Alcohol and Drug Associates (7/75—8/87) 


Number of drugs reported 
abused 

Physicians 
(N = 1,318) 

Pharmacists 
(N = 127) 

Dentists 
(N = 126) 

Other HP 
(N = 102) 

Nurses 
(N = 298) 

1 Only 

29.21 

18.90 

29.37 

33.33 

18.79 

2-3 

34.90 

24.41 

35.71 

26.47 

26.61 

>4 

Reported classification of 
substances abuse 

35.89 

(X 2 = 

56.69 

20.457; DF = 8, p = .0087) 

34.92 

40.20 

54.70 

Alcohol 

26.56 

15.75 

25.40 

29.41 

14.43 

Ale & drugs 

49.47 

51.18 

45.24 

48.04 

56.04 

Drugs only 

Route of administration 
of drugs of choice 

23.98 

(X 2 = 

33.07 

12.222; DF = 8, p = .1416) 

29.37 

22.55 

29.53 

Oral* 

60.85 

74.02 

63.57 

61.76 

36.58 

Parenteral* 

Reported abuse by drug classt 

39.15 

(X 2 = 

25.98 

31.484; DF = 4, p < .0001) 

36.43 

38.24 

63.42 

Stimulants! 

22.11 

35.43 

16.26 

23.40 

21.74 

Narcotics* 

47.19 

59.06 

52.38 

32.35 

68.12 

Hypnotics 

29.92 

36.22 

24.39 

27.66 

27.09 


* p < .01 

t Totals do not equal 100% 
$ p < .05 
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likely to be exclusively alcohol abusing. Coincidentally, 
more than 81 percent of nurses and 81 percent phar¬ 
macists were found to be addicted to at least two drugs. 
Over half of both these occupational groups reported 
addiction to four or more drugs (56.7 percent of phar¬ 
macists and 54.7 percent of nurses). When age was 
compared to the classification of substance abuse for 
each of the groups, younger health professionals (those 
less than 40 years of age) were less likely to be exclu¬ 
sively alcohol abusing and were more likely than older 
professionals to report abusing drugs only. Young phy¬ 
sicians, pharmacists, and nurses, reported abusing 
“drugs only” more frequently than the young members 
of the dentist and other HP group. 

More than 68.1 percent of nurses reported abusing 
narcotics, and they frequently abused these drugs par- 
enterally. A nurse who reported abusing narcotics was 
more likely to report abusing many different narcotics. 
As a group, nurses were least likely to report being 
cross-addicted to drugs from many different classes. 
Unlike nurses, physicians and particularly pharmacists 
frequently abused many different classes of drugs. 
Pharmacists (35.4 percent) were more likely than phy¬ 
sicians, nurses, dentists, and other HPs to abuse stim¬ 
ulants. They reported the abuse of sedatives (36.2 per¬ 
cent) more than any other occupational group, and they 
abused narcotics (59.1 percent) more frequently than 
any other professional group except nurses. Pharma¬ 
cists were least likely to abuse their drugs parenterally. 
Analysis of abuse by drug class revealed there was no 
difference between the groups with respect to the abuse 
of sedative hypnotics. 

Analysis of the twelve drugs (Table 4) most fre¬ 
quently reported to be abused by each of the groups 


reveals: (1) alcohol is the drug most frequently abused 
by each group; (2) there is no significant difference 
between the groups with respect to cocaine abuse; and 
(3) there are significant differences between the groups 
with respect to the abuse of meperidine hydrochloride, 
amphetamines, oxycocodone hydrochloride, fentanyl 
citrate, and morphine sulfate. The differences seen 
between the groups, with respect to drug of choices, 
classification of substance abuse, number of drugs 
abused, and route of administration appears to be re¬ 
lated more to profession than to age or sex. 

Discussion 

Clinical and Practical Implications National con¬ 
cern about drug abuse in this country has prompted 
recent emergency legislation authorizing $1.7 billion for 
increased government efforts 16 to reduce both the sup¬ 
ply and demand for drugs (Public Law 99-570, The 
Anti-Drug Abuse Act of 1986). No part of these funds 
has been allocated to study patterns of substance abuse 
among HPs or to determine the extent of the problem. 
This is unfortunate not only because of the direct 
impact impaired health professionals have on the wel¬ 
fare of society as a whole but also because of the 
invaluable insight into substance abuse that might be 
gleaned from a study of this unique population. 

We found that physicians (and other HPs) provide a 
unique and good population for the investigation of 
chemical dependence for many reasons. 

• They are cooperative in that they understand the 
need for research, and they enjoy being part of an 
investigation 


Table 4. Drugs Most Frequently Reported Abused by Impaired Health Professionals Assessed for 
Impairment by Georgia Alcohol and Drug Associates (7/75-8/87) 


Drugs Most Frequently 

Physicians 

Pharmacists 

Dentists 

Other HP 

Nurses 

Reported Abused* 

(N = 1,318) 

(N = 127) 

(N = 126) 

(N = 102) 

(N = 298) 

Alcohol 

70.18 

55.91 

65.08 

70.59 

59.73 

Meperidine hydrochloridet 

25.72 

14.96 

29.37 

12.75 

43.62 

Diazepam 

16.54 

22.83 

19.84 

18.63 

18.79 

Amphetamines:}: 

10.24 

18.90 

5.56 

10.78 

7.38 

Cocaine 

10.24 

15.75 

9.52 

14.71 

14.09 

Marijuana 

9.79 

12.60 

11.11 

15.69 

16.78 

Oxycodone hydrochloride § 

9.10 

20.47 

21.43 

3.92 

8.72 

Codeine sulfate 

7.21 

17.32 

7.94 

5.88 

10.74 

Pentazocine 

6.90 

3.94 

6.35 

6.86 

4.36 

Fentanyl citratet 

6.53 

0.00 

1.59 

1.96 

11.74 

Propoxyphene 

4.55 

6.30 

4.76 

3.92 

5.03 

Morphine sulfatef 

4.10 

7.09 

1.59 

2.94 

15.44 


* Total of drugs abused excedes 100% because of polydrug addiction 
t p < .01 
t p < .05 

§ p < .001 
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• Unlike nonhealth professionals, they can give an 
exquisitely detailed history of their substance- 
abuse patterns, and due to licensing requirements 
they are easy to track in aftercare 

• They have been well characterized 11-15 

We believe that investigation of chemical dependence 
among HPs will lead to new perspectives regarding 
chemical dependence in the health care field and will 
result in recommendations to industry and the general 
population about the treatment of this major public 
health problem. 

Most HPs studied reported obtaining the substances 
they abused from the workplace or from another health 
professional peer. If the rate of chemical dependence is 
no greater among HPs than in the general population 
(and a conservative estimate of 10 percent is used to 
calculate the prevalence of the disease), it is likely that 
more than 450,000 health professionals in this country 
are affected. Furthermore, the workplace provides a 
fertile environment for the progression of disease be¬ 
cause of drug availability, difficulty in recognizing the 
problem, and the denial in the affected health profes¬ 
sional. 

This study has provided evidence that the drug of 
choice (and consequently, route of administration) 
among chemically dependent HPs appears to be related 
more to profession than age or sex. 


Certain professional groups have greater ac¬ 
cess to drugs than others. Within these 
professions, improved mechanisms for mon¬ 
itoring the presence of substance abuse must 
be sought. 


When the disease has been recognized in the individual, 
treatment must be recommended. Reentry into the 
profession after the appropriate treatment must be done 
safely both for the recovering health professional and 
for the patients they serve. 

Little attention has been dedicated to the occupa¬ 
tional risk for the development of chemical dependence 
during the process of formal education in professional 
schools. This appears to be in part related to the limited 
fund of knowledge about the problem and in part to a 
kind of “global denial” that exists. Deterring the initi¬ 
ation of substance abuse appears to be a very complex 
problem. 17,18 However, the detection of disease and ini¬ 
tiation of treatment is relatively easy, and treatment 
has been shown to be effective in returning HPs to the 
workplace 19-22 when an aftercare program of recovery is 


maintained by the patient and on-going surveillance is 
administered by the profession. 

Biases of the Study The study group is not a rep¬ 
resentative sample of all US health professionals. 
Nurses are grossly underrepresented as compared to 
the actual population. This finding is believed to be 
related to several interacting factors including (1) a 
referral bias: 23 the MAG program has been reported to 
be a program primarily for impaired physicians, and 
much of the publicity related to the program has been 
published in literature most often read by physicians; 
(2) an admission rate bias: 24 nonphysician health 
professionals (particularly nurses) frequently do not 
have the insurance or financial resources to seek treat¬ 
ment in the program; and (3) a nursing exodus: specu¬ 
lation exists that when nurses are confronted about 
their disease, they more frequently leave nursing 25 than 
do physicians, dentists, or pharmacists. 

Women in each of the professional categories are 
underrepresented in the study population. This is be¬ 
lieved to be related to both an ascertainment and 
diagnosis 26 bias: (1) females, in general, are underrep¬ 
resented in the population treated for chemical depend¬ 
ence by GADA and (2) women who seek treatment for 
their “problems,” which may be caused by chemical 
dependence, frequently may be diagnosed as having 
psychiatric illness and not chemical dependence. The 
females in the study group were younger and were found 
to be more likely than men to have had some previous 
psychiatric intervention despite the fact that they re¬ 
port a substance-abuse history equivalent to their male 
peers (in terms of dose, frequency, and duration of drug 
use). 

The substance-abuse history was obtained from the 
patient by many different examiners. Data about drugs 
abused, the route of administration of these drugs, and 
the frequency and duration of substance abuse were 
obtained early in the course of treatment. Denial (recall 
bias) may have resulted in underreporting. 27 ' 28 Measures 
to control for misclassification and these kinds of re¬ 
porting biases could not be controlled in this retrospec¬ 
tive study. 

Another kind of potential misclassification bias 29 ex¬ 
ists in the investigation. Approximately 1.8 percent of 
the physician population had another professional de¬ 
gree (RPh, PhD, for example). Individuals were classi¬ 
fied according to the professional group in which they 
reported last practicing prior to admission for assess¬ 
ment or treatment. 

Conclusions 

The many forces (behavioral, physiological, sociolog¬ 
ical, and genetic) believed to predispose an individual 
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to chemical dependence (and certain of the psychiatric 
disorders) may have only “chance” association with the 
choice of profession. Although a HP’s profession cannot 
be shown to be causally associated with a specific im¬ 
pairment (or a specific drug of choice), it may be indi¬ 
rectly or directly associated with a single (or several) 
determinant(s) for the impairment. This study supports 
the hypothesis that drug access (afforded to chemically 
dependent HPs by their profession) appears to be a risk 
factor for drug of choice. 

Chemical dependence, however, is a complex disorder 
with presumed multifactorial etiology. Risk factors 
(other than access to drugs) need to be more fully 
understood. A new finding from our research that looks 
at genetic influences for the disease has revealed that 
approximately 85.6 percent of all chemically dependent 
HPs treated (prospective study of family history of 
chemical dependence, now in press) have a positive 
family history of addiction in offspring, siblings, par¬ 
ents, or grandparents. 

To reduce the occurrence of the common methodo- 
logic problems associated with research in chemical 
dependence, collaborative research between treatment 
organizations and each of the major health professions 
is necessary. Currently several state medical society 
impaired physician programs, in collaboration with the 
American Medical Association, are working together to 
develop a mechanism for uniform data collection, 30 
standardized definitions, and variables for study. The 
goals of the project are to (1) provide an accurate 
assessment of the scope of impairment among physi¬ 
cians and other HPs, (2) more clearly define impair¬ 
ment and set categorical priorities with respect to each 
of the major impairments affecting HPs, and (3) de¬ 
velop and implement research and control programs to 
reduce the incidence and prevalence of these impair¬ 
ments among HPs. Improved surveillance of aftercare 
and recovery, which will be monitored by the partici¬ 
pating state medical societies, will lead to improve¬ 
ments in patient management and decrease the kind of 
biases that occur when treatment centers do their own 
follow-up studies. Secondary gains from the project will 
include revised curriculum for the education of HPs 
and new insights pertinent to improved intervention 
and treatment of this disease within the general popu¬ 
lation. 

We believe these factors play a role in the 
development 31 of impairment in HPs: 

• Genetic predisposition and environmental expo¬ 
sures 

• Stress and poor coping skills 

• Lack of education regarding chemical dependence 
and other impairments that affect HPs 


• Absence of effective prevention and control strat¬ 
egies 

• Drug availability in the context of a permissive 
professional and social environment 

• Denial 

By 1988 standards, problems related to chemical de¬ 
pendence among health providers can be reduced by 
early detection, intervention, treatment, and close af¬ 
tercare surveillance of recovery. 
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Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MMJ, 1211 Cathedral St, Baltimore, MD 21201 


CONFIDENTIAL, DISCREET, 
SUPPORTIVE 


The Committee on Physician Rehabilitation , deals with any impairment including 
ALCOHOLISM, DRUG ADDICTION, MENTAL ILLNESS, SENILITY, or PHYSICAL 
DISABILITY. It's purpose is to help the estimated 15% of physicians who suffer some 

form of impairment during their careers. 




Most impairments can be treated, but not if they are covered up. It is especially tragic 
to let someone's career, family, and health deteriorate from a TREATABLE illness. 


HELP TO BREAK THE CONSPIRACY OF SILENCE 


Call if you have questions: Robert White MA, CAC, Program Director: (301 

TOLL FREE: 1-800-492-1056 / HOTLINE: (301)727-0120 
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Drugs Used by Impaired Health Professionals 

ANTHONY TOMMASELLO MS 


There is no doubt that physicians are a population at risk for substance abuse and 
chemical dependence. The unique aspects of their exposure patterns seem to be less 
important than the overriding concern that physicians in need of intervention and 
treatment are recognized as such and are given the opportunity to receive it with 
dignity. 


From the University of Maryland School of Pharmacy. 

The application of epidemiological methods to study 
drug use, drug abuse, and chemical dependence has won 
approval of the scientific community. 1 It is now accept¬ 
able to study exposure patterns, to search for risk 
factors, compute prevalence rates and attack rates, to 
study the etiology and consequences of drug abuse, and 
to implement and study the effectiveness of prevention 
and intervention programs. Data on the general popu¬ 
lation are available, as are data reflecting drug use 
trends among specific groups of Americans. These data- 
gathering efforts provide the potential for assessing 
whether the risk of drug abuse and of chemical depend¬ 
ence differs between the specific groups of interest and 
the general population. 

Problems of definition are encountered early in the 
exploration of the question of drug abuse and chemical 
dependence. (Chemical dependence and addiction will 
be used synonymously in this paper). Historically the 
term addiction was applied only in cases where psycho¬ 
logical dependence, tolerance, and physical dependence 
could be demonstrated as concurrent manifestations. 
Gradually the medical community has come to the 
understanding that chemical dependency is primarily a 
behavioral disorder and that physical dependence is not 
a necessary condition in the diagnosis of the addictive 
state. Jerome Jaffe as early as 1975 recognized the need 
to redefine “addiction.” He advanced the idea that 
addiction is “An overwhelming involvement with the 
use of a drug, the securing of its supply with a high 
tendency to relapse after withdrawal.” 2 Since then 
David Smith has provided a more concise conceptuali¬ 
zation of addiction as “Compulsive use with loss of 
control and continued use in spite of adverse conse¬ 
quences.” Physical dependence may be involved in some 
cases of addiction depending on the drug, the dose used, 
and the frequency and duration of use. 

On the other hand, drug abuse may be viewed as the 
occurrence of a problem due to drug use. A helpful 
analogy might be that drug abuse is to addiction what 
a snapshot is to a photo album. One is a singular event, 
the other is an historical account of many events woven 
together by the common theme of problems associated 
with drug involvement. 

Early Studies on Drug Use 

Interview and questionnaire data are the basis for 


much of our current knowledge about the epidemiology 
of the drug epidemic. Two major national studies are 
conducted on a regular basis using this methodology: 
the National High School Survey and the National 
Household Survey. As the names imply, the sampling 
frames of the two studies produce some overlap in that 
students sampled in their high schools may also, by 
chance, be sampled in their home. The household sur¬ 
vey covers a broader age range (12 to adult). 

Drug use patterns are self-reported responses in both 
these projects. Varying levels of drug involvement are 
ascertained by asking if the subject has “ever used” a 
substance (exposure), “used in the past year” (current 
use), or “used in the past month” (recent use). While 
these questions do not distinguish drug use from chem¬ 
ical dependence, the data do provide a description of 
the national trend reflecting various levels of involve¬ 
ment with individual drugs. Thus the peak prevalence 
of marijuana exposure among high school seniors was 
60.4 percent in 1979, with a steady decline ever since. 
Prevalence of current and recent marijuana use among 
high school seniors follows that same trend. In that 
same year, the household survey indicated that the 
exposure prevalence among those 26 years and older 
was 19.6 percent. While there are obvious limitations 
to the inferences that can be drawn from this simple 
excerpt of the data sets, the capability of making such 
comparisons is an important epidemiological advance¬ 
ment. 

Perhaps the first systematic attempt to examine dif¬ 
ferences in drug use patterns between physicians and 
the general public was done by Valliant and colleagues. 3 
They prospectively traced the drug using behaviors of 
45 physicians and 90 controls matched for intelligence 
and occupational perserverance. These men were class¬ 
mates during their college years prior to their career 
selection. All the men were considered to be “relatively 
free of physical, emotional and academic difficulties” at 
the time of their selection into the study, which began 
in the late 1930s. The men were followed for roughly 
thirty years by “extensive questionnaires mailed on the 
average once every two years and by occasional personal 
interview.” 

Differences between physicians and controls were 
considered from questionnaire responses relative to 
drug use behavior in 1949, 1953, 1957, 1964, and 1967. 
The data reveal few differences between the drug use 
patterns of these two groups of men. A comparison of 
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alcohol use in the two groups shows similar proportions 
in five levels of involvement from “rare or occasional” 
to “social or occupational damage.” An important find¬ 
ing of the study is the progressively greater proportion 
of both groups over the years who reported problems 
with alcohol use. The prevalence of problem drinking 
increased from a low of 3 percent at age 28 to 16 percent 
at age 46. When alcohol and drugs were examined 
together a significantly greater proportion of physicians 
reported problems. Deeper analysis showed the differ¬ 
ence to be almost entirely made up by sedative use. The 
study reports: “In a population selected for health, then, 
much of the physicians’ increased use of drugs is ac¬ 
counted for by sleeping pills.” 

It should be pointed out that this study was begun 
prior to the onset of the drug epidemic of the 1960s. 
Thus the reported difference between physicians and 
matched controls may have to be reassessed in a con¬ 
temporary cohort. The current medical literature in¬ 
cludes no such report. The focus appears to be on drug 
use patterns of physicians and medical students. Even 
here few opportunities exist to make meaningful com¬ 
parisons across studies. However within a single study 
the opportunity exists to explore the difference between 
drug use self-reports of students and practicing physi¬ 
cians. 

A 1971 survey of 1,057 medical students and 1,314 
physicians revealed the marijuana exposure rate among 
students to be 52.1 percent with 30.9 percent claiming 
current use. Six hundred eighteen of these students 
attended school in the Northeast United States. Of this 
Northeastern group 59.1 percent were exposed and 35.5 
percent claimed current use of marijuana. Only 20.9 
percent of the practicing physicians in this study re¬ 
ported exposure with a much smaller 6.4 percent ad¬ 
mitting current marijuana use. Among the Northeast¬ 
ern physicians in this group (n = 647), 19.2 percent 
reported marijuana exposure while only 6.2 percent 
admitted current use. 4 

Recent Studies 

A mailed questionnaire survey in a New England 
state conducted in 1982 asked medical students and 
young physicians about their drug use. 5 The better than 
60 percent response rate provided a sample of 134. By 
far the drug most frequently used was alcohol. Only 6 
percent of either group identified themselves as abstain¬ 
ers in the month prior to the survey. The next most 
frequently used substance was marijuana with 61 per¬ 
cent reporting exposure and 28 percent reporting cur¬ 
rent use. Cocaine exposure was reported by 19 percent 
with 8 percent admitting current use. Recreational ex¬ 
posure to hallucinogens, amphetamines, sedatives, 
tranquilizers, and opiates was reported by 16 percent, 


12 percent, 7 percent, 6 percent, and 6 percent, respec¬ 
tively, of the sample. A later study (1984) by the same 
research group differentiated between recreational use 
and drug use for self-treatment. 6 They reported the 
recreational marijuana exposure prevalence among 504 
medical students to be 72 percent with 34 percent 
admitting current use. Physicians surveyed in the same 
state (n = 500) yielded a marijuana exposure prevalence 
of 34 percent with 8 percent reporting current use. 
Recreational use of opioids was low among both stu¬ 
dents (8 percent exposure) and physicians (4 percent 
exposure). However exposure to opioids for self-treat¬ 
ment was considerably higher at 21 percent and 23 
percent respectively for students and physicians. Sim¬ 
ilarly, recreational tranquilizer exposure was low in 
both groups (7 percent for students and 3 percent for 
physicians) but self-treatment with tranquilizers was 
much higher (14 percent for students and 23 percent 
for physicians). 

The surveys cited above sampled from a population 
expected to be healthy. The physicians and medical 
students were participating actively in the pursuit of 
their practice or studies. Another perspective on the 
question of which drugs physicians use can be gotten 
by inspecting the records of those seeking treatment 
for addiction problems. Such a study, reported by John¬ 
son and Connelly, 7 reviewed the records of 50 physi¬ 
cians entered into treatment at a short-term alcohol 
and drug unit during the five-year period from 1974 
through 1979. These were all the physicians admitted 
to the alcohol/drug unit in this period, and they repre¬ 
sented 13.3% of the total admissions to the ward in 
that interval. 

Aside from alcohol, which was the sole drug of abuse 
for 46 percent of the physicians, the most commonly 
used substance was meperidine. Alcohol in combination 
with other drugs was reported in 24 percent and drugs 
alone in 30 percent of the admissions. In addition to 
meperidine, other drugs mentioned in order of preva¬ 
lence were pentazocine (seven cases), barbiturates and 
other sedatives (seven cases), and amphetamines (three 
cases). It would have been interesting to compare the 
case mix of physicians entering this treatment unit 
with the remaining population of the ward to see if 
their use of alcohol and drugs is similar to the general 
public. 

Another treatment-based retrospective study was re¬ 
ported by the Georgia-based Impaired Physicians Pro¬ 
gram. 8 Records of the first 1,000 physicians admitted 
to the program from July 1975 through March 1986 
were reviewed. It appears to be the largest study of 
physicians in treatment in recent time. Although the 
program is based in Georgia, physicians from 39 states, 
Canada, the United Kingdom, and Brazil were in the 
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study group. Medical students and nonphysician health 
professionals were intentionally excluded. The study 
group was predominantly male (96.1 percent) with a 
mean age of 45.3 years. 

Alcohol was the most commonly cited drug of abuse 
(66.4 percent of cases) followed by meperidine (26.4 
percent), diazepam (16.5 percent), and amphetamines 
(11.3 percent). All the remaining drugs were cited in 
fewer than 10 percent of the cases but included mari¬ 
juana, cocaine, percodan, codeine, pentazocine, and fen- 
tanyl in descending order. These drugs were the ten 
most frequently recorded. Only 28 percent of the phy¬ 
sicians reported abuse of a single substance upon ad¬ 
mission into treatment. Strikingly, 38.9 percent of the 
patients reported parental use at some point in their 
addiction history. The authors’ time-trend analysis re¬ 
flected an increase in cocaine abuse that was absent 
from the records until 1980 but by 1986 was the drug 
of choice for about 29 percent of the admissions. They 
also noted that younger physicians more frequently 
abused multiple substances and that parenteral abuse 
is increasing. 

In reviewing studies of health professionals it is im¬ 
portant to keep the larger drug abuse epidemic in mind. 
For instance, the increase in polydrug abuse admissions 
among physicians from the 1970s study by Johnson to 
the 1980s study by Talbott is reflective of what treat¬ 
ment providers are seeing in contemporary practice. 
Another observation in line with this conceptualization 
is the finding by McAuliffe et aV ! that physicians over 
40 are less likely to be recreational drug users than are 
younger physicians. This survey was done in 1984 so 
that those over 40 (born prior to 1944) would have 
graduated from the college campus before the more 
permissive attitudes about exploring drug-induced al¬ 
terations in consciousness gained widespread expres¬ 
sion. 


In a broad sense it appears that drug abuse 
among physicians generally reflects the en¬ 
vironment of their existence. 


There appear to be some peculiarities that describe 
drug abuse among physicians. For instance, the preva¬ 
lence of parenteral abuse for the socioeconomic status 
they occupy seems rather high among physicians. The 
extent to which this is true awaits comparison studies 
of incident cases of physicians verses others of similar 


status who seek treatment. Another unusual finding is 
that meperidine is second only to alcohol as the drug of 
choice among addicted physicians. The dramatic differ¬ 
ence reported by McAuliffe et al. between opioid expo¬ 
sure for recreational verses self-treatment purposes sug¬ 
gests that self-prescribing of opioids is a high-risk be¬ 
havior. The words of Sir William Osier seem appropri¬ 
ate: “A physician who treats himself has a fool for a 
patient.” 

Easy access to drugs appears to have its liabilities. It 
would be interesting to compare the prevalence of me¬ 
peridine abuse among physicians with other health 
professionals having similar easy access, such as phar¬ 
macists. Knowledge of drug pharmacology also may 
carry special risks. At a 1987 AMA conference on 
impaired health professionals, David Smith announced 
that physicians were turning to fentanyl abuse in a 
attempt to circumvent the discovery of their continued 
abuse of opioids by urinalysis during treatment. The 
extremely short half-life of this agent makes detection 
unlikely. It is even a more remote likelihood given the 
fact that few urine testing labs include fentanyl on their 
range of detectable substances. 

Physicians are a population at risk for substance 
abuse and chemical dependence. The overriding con¬ 
cern is that physicians in need of intervention and 
treatment be recognized as such and given the oppor¬ 
tunity to receive it with dignity. 
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Cognitive Impairment in Physicians 

DENIS J. MADDEN PhD 


The concept of an impaired physician is a relatively recent one. Cognitively impaired 
physicians, a subgroup within this larger category, are those who have suffered some 
diminution of mental abilities because of some insult to the brain. 


From the Department of Psychiatry, University of Maryland, 
Baltimore. 

In November 1972 the AMA Council on Mental 
Health issued a report entitled “The Sick Physician.” 
In this report, the Council stated that “accountability 
to the public, through assurance of competent care to 
patients by physicians and other health professionals, 
is a paramount responsibility of organized medicine.” 1 
Thus was set in motion a sustained effort to address 
and deal with the impaired physician. Prior to this, 
only seven state medical societies had committees in 
place to deal with this issue. Even fewer considered the 
setting up of a committee to respond to this relatively 
new concept of an impaired physician. The AMA was 
concerned both with identifying and with helping phy¬ 
sicians who were impaired. It was equally concerned 
with safeguarding the health of patients who might 
come to such physicians seeking medical care. Today, 
largely as a result of the AMA efforts, all fifty state 
medical associations have mechanisms to deal with 
impaired physician problems. 

Concept of Impaired Physician 

“Impaired physician” generally refers to physicians 
who have problems associated with alcoholism, drug 
dependence, and mental illness. A smaller number pre¬ 
sent with problems resulting from physical disability. 
For physicians reported to the Physician Rehabilitation 
Program for the State of Maryland in 1986, these were 
the primary impairments and numbers: 


Alcoholism 25 

Drug addiction 29 

Psychiatric illness 12 

Physical disability 4 

Total 70 2 


Although not so well defined as to represent a distinct 
group, there are physicians who suffer from some form 
of cognitive impairment. These physicians have expe¬ 
rienced a dampening of mental abilities because of some 
insult to the brain. They are not impaired because of 
poor training or failure to keep up with modern medical 
thinking. Physicians, like anyone else, are subject to 
the same kinds of cognitive deficits resulting from tu¬ 
mors of the brain, cerebral vascular disease, head injury, 
Alzheimer’s disease, demyelinating disease, Parkinson’s 
disease, brain infections, and toxic and metabolic brain 
disorders including alcoholism, drug abuse, and aging. 


Signs and Symptoms 

All health care providers emphasize the need for early 
recognition and treatment of debilitating illnesses. Yet 
it appears that the functional impairment of physicians 
often goes unrecognized for long periods. There are 
several possible reasons for this. 

First, there is among most primary care physicians 
a lack of understanding of psychiatric illnesses includ¬ 
ing levels of cognitive impairment. It is estimated that 
almost 30 million Americans suffer from some form of 
psychiatric illness within any six-month period. About 
70 percent of these persons seek assistance by making 
a visit to a health care provider. However, only 10 
percent seek assistance from a mental health specialist. 
Given the majority of persons suffering from some form 
of mental illness seek assistance from primary care 
physicians, one would wonder about the results of such 
consultations. One study indicated that only about 10 
percent of those meeting research diagnostic criteria 
for substance abuse or mental disorder were recognized 
as such by the primary care physician. Results were 
better when focusing on major depression alone, with 
estimates of recognition ranging from 25 to 50 percent. 3 

Second, this lack of understanding is in large part 
due to poor training. Medical schools devote less than 
1 percent of their required teaching time to an inte¬ 
grated approach to alcoholism and drug abuse. 4 Internal 
medicine residencies, for the most part, teach psychi¬ 
atric concepts through utilization of inpatient psychi¬ 
atric consultations. This limits the possibility of devel¬ 
oping the ability to recognize and treat the many psy¬ 
chiatric problems that will be encountered in private 
practice. Family practice residencies do little'better in 
their formation programs. While these residencies do 
attend to psychological issues and patient-physician 
interactions, they fail to provide equal attention to the 
assessment of psychiatric disorders. Family practice 
residents have relatively little interest in formal train¬ 
ing in the diagnosis of specific mental disorders. 5 Even 
after being in practice and coming to know through 
experience and the literature that large numbers of 
patients with mental illnesses come to their primary 
care physicians for assistance, only about 32.2 percent 
of family practitioners who responded to a survey 
thought they needed further training in treating emo¬ 
tional and psychiatric disorders. 6 

Third, there is much denial on the part of the 
impaired physician. This denial often is supported by 
other physicians who are colleagues of the impaired 
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physician. Some overlook many deficiencies remember¬ 
ing only the many years of service the impaired physi¬ 
cian offered the community. Family members also may 
join in denial. Some express anger over the fact that 
anyone could bring charges against their spouse. In one 
particular case, the spouse insisted on being present for 
the neuropsychological evaluation even though the 
items of exam had nothing to do with the specific 
complaint. The spouse wanted to be sure the examiner 
did not take advantage of her husband and say he did 
not know things that he did. In another instance, the 
spouse not only wanted to be present but also actually 
responded to the test items or interrupted and reex¬ 
plained directions to her husband. This made for a very 
trying situation and gave further evidence of the level 
of impairment since the physician was not able to 
understand the directions put to him in the examina¬ 
tion. 

All the 11 physicians (Table 1) who came for neuro¬ 
psychological evaluation of cognitive functioning were 
referred by a committee having some form of jurisdic¬ 
tion over them. During that same time, only one phy¬ 
sician came on his own because of concerns with men¬ 
tation. Over half were referred because it was believed 
the observed behavior possibly signaling cognitive im¬ 
pairment resulted from substance abuse or some other 
psychiatric illness. Only four of the eleven referred were 
sent for evaluation because the physician in question 
had suffered a more direct insult to the brain, for 
example, one physician had been unconscious for a 
period of six weeks 10 years prior to the evaluation. 

Some of the behavioral signs that alerted colleagues 
that there might be a problem included: 

• giving confusing orders to hospital personnel and 
then denying any such orders were given 

• inarticulate speech 

• examining patients and then returning to see them 
again not remembering they had been examined 

Table 1. Physicians Referred Over Two-years 
for Neuropsychological Evaluation 

Patient 


Number 

Age 

Reason for Referral 

1 

68 

Drug abuse 

2 

34 

Depression with suicide attempt 

3 

48 

Alcoholism 

4 

68 

Some brain insult 

5 

33 

Alcohol and drug abuse 

6 

63 

Some brain insult 

7 

64 

Some brain insult 

8 

60 

Psychiatric illness 

9 

25 

Memory loss and difficulty in concentration 

10 

59 

Depression 

11 

49 

Drug abuse and depression 


• ordering drugs or treatment not related to the 
patient’s complaints 

• writing notes in charts with lines crisscrossing 

• repeated complaints by physician colleagues and 
nurses that the physician was impossible to get 
along with 

• inability to remember what was read or just said 

• inability to think clearly in an emergency situation 

Despite all these documented complaints, the physi¬ 
cians themselves denied any problem, and some were 
angry that they had to submit to an examination. One 
physician who had a long-term problem with drug abuse 
denied ever “even making a blunder” in his medical 
practice. Not only did the physicians themselves deny 
any problems in their functioning, but also it was not 
uncommon to have other physicians call and send let¬ 
ters of support. Oftentimes, these testimonials told of 
the years of service the physician had given (sometimes 
to very poor patients) and other good works he had 
performed in his medical career. When other physicians 
came to the support of a colleague, they would make 
such statements as “this man is extremely diligent” or 
“he is the kind of physician you want to have treat you, 
he never gives up on a patient.” This made it difficult 
for the examiner who was looked upon by the physician 
patient and by other physicians as acting in a judgmen¬ 
tal or punitive manner. One physician referred did, in 
retrospect, admit he had a problem with alcohol. He 
went on to say, however, that when he was having his 
greatest difficulty with alcohol during his medicine 
rotation, he obtained his best evaluations from the 
attendings. He thus seemed to think his drinking would 
not interfere with his practice of medicine. 

It was difficult for most of the physicians to come for 
a series of psychological tests that required them to 
respond to specific questions within certain time limits. 
The notion of being sent and then having the results 
scored and evaluated was stressful for most. Some 
responded to the stress by calling after the test and 
telling the examiner they had reconsidered some of the 
questions and wanted to change their response. Others 
called and said that when they came for the testing, 
family issues needing attention were distracting them 
and therefore they might not have given their best 
performance. Others called to say they had not slept 
well the night before the testing. These physicians did 
not appear to be fatigued and were, as a matter of fact, 
able to complete all the testing, which took at least one 
full day (and sometimes two) to administer. Some of 
the physicians talked about their previous experiences 
and unique aspects of their practice or mentioned the 
various senior physicians around town they worked 
with or who had referred patients to them. 
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Tests Administered 

An evaluation process begins when there is some 
question of a physician’s competence to practice medi¬ 
cine. Neuropsychological testing is included along with 
practice competence examinations and recommenda¬ 
tions of the Peer Review Committee in cases referred 
by the Physician Rehabilitation Program. The neuro¬ 
psychological evaluation used most frequently includes 
an IQ measure, a level of academic achievement meas¬ 
ure, and a complete Neuropsychological Test Battery, 
usually the Halstead-Reitan Neuropsychological Test 
Battery. The latter is reported to be the most exten¬ 
sively used method for clinical evaluation of brain be¬ 
havior relationships. 7 The Halstead-Reitan Neuropsy¬ 
chological Test Battery is made up of several tests 
including: 

• The Halstead Category Test 

• Tactual Performance Test 

• Seashore Rhythm Test 

• Speech Sounds Perception Test 

• Finger Oscillation Test 

Tests of personality such as the Minnesota Multi- 
phasic Personality Inventory (MMPI) or the Millon 
Clinical Multi-Axial Inventory (MCMI) are adminis¬ 
tered to obtain some reading of personality variables 
and to determine the test-taking attitude of the subject. 
The Wechsler Adult Intelligence Scale—Revised form 
(WAIS-R) is the most frequently used test to determine 
IQ levels. The Wide Range Achievement Test (WRAT), 
which provides measures in competence in reading, 


spelling, and arithmetic is used to measure levels of 
achievement. 

After all these tests have been administered, an Im¬ 
pairment Index is computed. This is a summary value 
based on the subject’s performance on each of the above 
tests. The Impairment Index is the proportion of tests 
that have results in the range characteristic of brain¬ 
damaged individuals. 

However, to obtain a more comprehensive under¬ 
standing of the behavior of an individual, it is also 
necessary to evaluate performance on each individual 
test. One test of particular help in evaluating cognitive 
functioning of physicians is the Halstead Category Test. 
Several characteristics make it different from any other 
psychological test. It is a complex concept formation 
test requiring the subject to note similarities and dif¬ 
ferences in stimulus material and then to postulate 
reasonable hypotheses about these similarities and dif¬ 
ferences. The hypotheses are then given a positive or 
negative reinforcement by the examiner who informs 
the subject whether the hypotheses are correct or in¬ 
correct. The subject then must adapt or change hy¬ 
potheses based on the new information received from 
the examiner. In effect, the test presents each subject 
with a learning experiment in which the subject has 
opportunity to demonstrate flexibility in thinking as 
well as competence in abstraction. 

In reviewing the results of some of the neuropsycho¬ 
logical tests of physicians referred for evaluation (Table 
2), one appreciates the assistance they provide in eval¬ 
uating cognitive ability. On the Wechsler Adult Intel- 


Table 2. Neuropsychological Test Results of Physicians Referred Over Two-year Period 


Patient 

Number 

VIQ 

PIQ 

FSIQ 

Read 

(percent) 

Spell 

(percent) 

Math 

(percent) 

Imp Ind 

Cat 

1 

114 

108 

113 

97 

92 

50 

0.4 

+ 

2 

85 

74 

79 

30 

18 

21 

0.9* 

+ 

3 

105 

99 

102 

94 

86 

39 

0.8* 

+ 

4 

111 

104 

109 

90 

95 

63 

0.5* 

+ 

5 

124 

122 

128 

58 

75 

92 

0.1 

- 

6 

105 

98 

101 

8 

42 

42 

0.8* 

+ 

7 

106 

88 

97 

84 

86 

79 

0.7* 

+ 

8 

107 

100 

103 

88 

95 

63 

0.8* 

-1- 

9 

124 

133 

131 

81 

91 

99 

0.1 

- 

10 

96 

113 

103 

73 

86 

14 

1.0* 

+ 

11 

121 

86 

101 

79 

66 

81 

0.4 

+ 


* Subject scored within the impaired range 

t Subject score within the impaired range 

VIQ = Verbal IQ 

PIQ = Performance IQ 

FSIQ = Full Scale IQ 

Read = Reading 

Spell = Spelling 

Imp Ind = Impairment index 

Cat = Halstead category test 
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ligence Scale-Revised Form, eight of the eleven physi¬ 
cians obtained Full-Scale IQ scores that were within 
the average or borderline range of current intellectual 
functioning. These scores in themselves suggest a high 
probability of loss of cognitive functioning since prior 
acquisitional skills probably were much greater. Aging 
must be taken into consideration, but even here aging 
could not entirely account for these relatively low scores 
for physicians. One of the oldest subjects (68 years old) 
obtained the third highest IQ score. 

Reviewing results of the Wide Range Achievement 
Test, one obtains further helpful information. Physi¬ 
cians varied in performance from the 8th percentile to 
the 99th percentile. These percentile rankings indicate 
how the physician scores when compared with other 
adults within the same age group on the particular test. 
As previously mentioned, one of the most helpful meas¬ 
ures in the test battery is the Impairment Index. The 
results of these eleven administrations showed seven 
physicians scoring within the impaired range, similar 
to individuals with known organic brain damage. 

Test results of cases 7 and 8 give a good indication 
of how the Impairment Index from the Halstead Reitan 
Neuropsychological Test Battery is very helfpul in as¬ 
sessing cognitive abilities. In both these cases, the in¬ 
dividuals obtained Full-Scale IQ scores in average lim¬ 
its. Their percentile rankings indicated levels of 
achievement in areas of reading, spelling, and arith¬ 
metic within very respectable ranges. The Impairment 
Indexes, however, indicate mild to serious impairment 
of adaptive abilities dependent upon organic brain func¬ 
tioning. When considering the Halstead Category Test 
alone, one sees that all the individuals who obtained 
Impairment Indexes in the impaired range also scored 
within the impaired range on the Halstead Category 
Test. Two other individuals scored in the impaired 
range on the Halstead Category Test but did not obtain 
an Impairment Index in the impaired range. Such in¬ 
formation also is helpful in assessing cognitive abilities 
because it alerts the examiner to the possibility that an 
individual may have some difficulty in functioning in a 
situation where flexibility of thought along with reason¬ 
ing abilities under the constraint of time is of great 
importance. 

The neuropsychological test results in themselves do 
not supply sufficient information to determine whether 
a physician is impaired to a degree that he or she is not 
competent to practice medicine. Certainly, serious ques¬ 
tions would arise on the basis of the neuropsychological 
test alone if an individual obtained an Impairment 
Index in the seriously impaired range (that is, from 0.8 
to 1.0). The neuropsychological test results represent 
one part of the evaluation process. 


Further Considerations 

Eleven physicians were referred over a two-year 
period for evaluation of cognitive abilities. It must be 
assumed that other physicians who might suspect some 
dampening of abilities or who might be approached by 
their colleagues have been evaluated privately. As men¬ 
tioned, over the same period, only one physician came 
to this examiner voluntarily because of concerns over 
memory loss and difficulty in reasoning. This particular 
physician was found to be functioning within the very 
superior range on all measures. This information was 
of assistance to him and allowed him to more diligently 
pursue psychiatric intervention for an underlying 
depression. 

The treatment of choice for physicians found to be 
cognitively impaired is determined by the etiological 
factors that account for these deficits. Thus, for exam¬ 
ple, individuals who seem to have lost some of their 
intellectual acuteness due to substance abuse or some 
other psychiatric illness would be treated for these 
disturbances and then reevaluated. After it has been 
determined that cognitive deficits are present, the prac¬ 
tice of the physician should be monitored if he plans to 
remain in active practice. The nature and location of 
the practice are important factors to keep in mind when 
making such a decision. 

Not all physicians referred for evaluation because of 
substance abuse obtained an Impairment Index in the 
impaired range. Seventy-five percent, however, ob¬ 
tained impaired scores on the Category Test. This 
suggests that important cognitive abilities are being 
affected. This area requires further consideration be¬ 
cause physician attitudes about substance abuse vary. 
Shine and Demas 8 report on a survey of 90 randomly 
selected physicians and medical students in a large 
teaching hospital. The results of this survey indicated 
that over 40 percent did not consider drug abuse a 
disease. In another survey, 9 which was by way of self- 
report, medical students classified themselves as drug 
users to the following degrees: 

Percent 


Marijuana 27.4 

Cocaine 10.8 

Stimulus 6.9 

Tranquilizers 9.9 


It may be that these future physicians will present an 
“at risk” category that will need much attention in 
future years. Medical education needs to include this 
information in the formative years of student doctors. 

It cannot be overemphasized that evaluation of phy¬ 
sicians to determine levels of cognitive competence is 
in no way a punitive exercise. It is extremely difficult 
for an examiner to witness certain cognitive deficits 


204 MMJ March 1988 



within individuals who have worked so hard to obtain 
their medical degrees and then served so diligently for 
years assisting others in time of need. It is reasonable 
that denial is used by all in this process. It is not 
uncommon to test the limits as far as possible when 
evaluating physicians in an attempt to obtain the best 
performance. One has an obligation, however, to the 
physician and to patients to accurately report test re¬ 
sults. The manner in which this takes place requires 
the greatest amount of gentleness and compassion. 
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Med-Chi Photo Contest Rules 

Eligibility 

You must be a member of the Faculty or the Auxiliary of the Medical and Chirurgical Faculty to enter. 

Professional photographers may not enter. Members of the Photo Contest Committee and their families 

are not eligible. 

Contest Rules 

1. Photographs may be submitted in two categories—BLACK and WHITE or COLOR. 

2. Limit: three entries per person. 

3. Entries must have name, address, and telephone number attached to the BACK of each photograph. 

4. PRINTS only, no smaller than 8 x 10 or larger than 11 x 14, will be accepted. If your favorite shot 
is a slide, you must have a print made to enter in the contest within these size ranges. 

5. Entries may be mailed or brought to the Faculty Office, 1211 Cathedral Street, Baltimore, Maryland 
21201 by the close of the business day on April 13, 1988. 

6. Entries MUST be matted or dry mounted. No framed photographs will be accepted. 

7. Photographs entered in the contest will be on display at the Annual Meeting of April 1988. 

8. Winners will be announced at the Annual Meeting of the Medical and Chirurgical Faculty of the 
State of Maryland, , April 27 through April 29, 1988. 

9. Photographs will NOT be mailed back. Photographs may be claimed at the exhibit area at the 
close of the Annual Meeting on Friday, April 29 or at the Faculty Building thereafter. 

10. The Faculty does not guarantee against loss or damage of any kind to the photographs submitted 
to the contest. 

11. Prizes will be awarded to the FIRST and SECOND place winners. Additional information about 
the prizes will be published in the Maryland Medical Journal. 
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Whither the Impaired Physician? 

The Politics of Impairment 

EDWARD T. CARDEN MD 

Any attempt to develop a global perspective on impaired physicians rapidly reveals 
not a “problem” requiring “solutions” but rather a dilemma desperately needing man¬ 
agement. Analysis of the conflicting social, political, and medical issues surrounding 
this dilemma makes apparent only one overriding principle: The welfare of society 
and the welfare of the individual impaired physician are inseparable. 


Dr. Carden is a member of the National Advisory Committee on 
Impaired Physicians, American Medical Association, and Vice-Chair¬ 
man, Committee on Impaired Physicians, Physician Effectiveness 
Program, Ohio State Medical Association. 

By establishing programs that are confidential and 
primarily therapeutic (and disciplinary only for “non¬ 
responders”) society benefits because the colleagues, 
family, and friends of the impaired physicians report 
them earlier in their impairment in order to obtain the 
effective intervention of such programs. Plenty of data 
on impairment proves that it is not amenable to detec¬ 
tion by legislative fiat. All states with mandatory re¬ 
porting laws have not experienced any increase in re¬ 
ferrals to their medical board. 

In general, the more threatening the forces applied 
to this dilemma, the more likely ordinary people are to 
cover for an impaired person. Perhaps it’s as simple as 
America’s traditional and healthy lack of trust in the 
power of bureaucracies. An example of this is the FAA’s 
difficulties with impaired pilots, even with all its man¬ 
datory medical screening, until it (1) waved the auto¬ 
matic lifetime grounding of pilots that accompanied a 
diagnosis of alcoholism or other drug addiction and (2) 
enlisted a cooperative and confidential effort to detect 
and follow such pilots by the Airline Pilots Association. 

Background 

The networking needed to deal effectively with the 
impaired physician appears to be the cutting edge of 
those somewhat paradoxical forces that shape the good 
of society by protecting the rights and dignity of the 
individual. As in all human endeavors, risk cannot be 
eliminated but can be managed to a tolerable minimum. 

Many people in the political arena are unaware of 
that reality and are willing to create oversimplified 
initiatives based on fear, rather than on any under¬ 
standing of this complex issue. An excellent example 
recently occurred in New Jersey, where a State Com¬ 
mission on Investigation issued a public report that 
discussed only 20 of the (then) 380 cases of the medical 
society’s impaired physicians program. These cases 
were consciously misinterpreted and misrepresented to 
create a “public outcry” for mandatory reporting to the 
State Board. The report made a one-line reference to 
the national reputation of the New Jersey program and 
alluded to the excellent laboratory affiliations used for 
its monitoring activities, just enough positive commen¬ 


tary to obfuscate its design as a “hatchet job.” 

This experience shows a need for absolute confiden¬ 
tiality in our medical society programs. These projects 
must be protected from the exigencies of ambitious 
politicians. Each program needs a highly defined 
“Memorandum of Understanding” with its state board 
that will guarantee its confidentiality unless an inde¬ 
pendent investigation produces significant evidence of 
a pattern of malfeasance in the medical society pro¬ 
gram. 

New Jersey was “audited” within the federal confi¬ 
dentiality laws, which allowed the Commission to report 
cases using numbers only. While the identity of these 
physicians was protected, no one could realistically step 
forward to pinpoint the gross misinterpretation and 
inaccuracy of the report. 

Conceptually, an impaired physicians program is an 
employee assistance program (EAP) for physicians. The 
key ingredients to successful EAPs are: 

• Active casualty surveillance (you don’t wait for 
the primary victim to realize there is a problem) 

• Intervention 

• Referral for appropriate treatment 

• Pervasive policy of advocacy (job security, pro¬ 
motion potential, and so on) provided the patient 
responds (within reasonable clinical limits) to 
intervention and treatment 

There are two phases of the active casuality surveil¬ 
lance: Case finding —which is made possible by the 
program’s image of effectiveness, advocacy, and confi¬ 
dentiality. Monitoring —most long-term studies on 
impairment, especially chemical impairment, show con¬ 
clusively that routine sporadic follow-up, with biological 
fluids as necessary, is a very therapeutic process. It 
decreases both the incidence and the duration of recid¬ 
ivism, and recovering people view it that way, too. Done 
properly, it reinforces their recovery and is not a state¬ 
ment of mistrust except to those who are not recovering. 

Typology and Effectiveness 

So far, four types of impaired physicians programs 
have evolved: 

Voluntary While many of these programs have a 
“paper only” existence, several have attained a signifi- 
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cant level of sustained activity. Ohio is an example, 
dealing with approximately 25 new cases per year (out 
of 22,000 licenses). 

State Board Sponsored The “Diversion” pro¬ 
gram, sponsored by the Board of Medical Quality As¬ 
surance of California, does not have a medical director 
but has been fully operational since April 1980. About 
two years later, the California Medical Association 
changed its originally supportive posture toward this 
program for many methodologic reasons. In 7.5 years, 
and after spending over four million dollars, they have 
dealt with 460 cases out of 65,000 licensees (practicing 
within the state) (see Table). This program was con¬ 
demned as ineffective by two reports of the California 
Attorney General’s office. In 1985 there were some 
personnel changes, but the overall penetration of the 
problems of the impaired physician by this program has 
not changed significantly. It should be noted that this 
program is confidential (the board gets only the names 
of those who have been judged to have failed the pro¬ 
gram). Thus, their difficulties are not just operational 
but are also “image-oriented” (that is, as a part of a 
regulatory process). 

Treatment Center Oriented In 1975, the Medi¬ 
cal Association of Georgia granted the Ridgeview Insti¬ 
tute of Smyrna $63,000 annually to develop and conduct 
an impaired physicians program for the State of Geor¬ 
gia. In the first nine years, they treated approximately 
1,500 physicians, of whom 125 were reported from Geor¬ 
gia (out of 8,500 Georgia licensees). However, two years 
later, a report from Georgia indicates that they have 
treated 297 Georgia physicians. There was no follow¬ 
up on physicians who did not respond to intervention 
(about 75), and there was no attempt to deal with 
untreatable impairments, such as senility. It is the 
Georgia program that originated the concepts that most 
chemically impaired physicians need 120 days of treat¬ 
ment, and that they should be treated only in environ¬ 
ments where there are many other impaired physicians. 


Because of their orientation (from a treatment center), 
the remarkable changes in some of the data they supply, 
and the less-than-total documentation of some of their 
outcome claims, some experts believe they are subject 
to conflict of interest problems. 

It should be noted that the Georgia program now 
recommends a full-time medical director and staff, paid 
entirely by medical society funds and grants, as the 
optimal model for dealing with impaired physicians. 

State Medical Society Sponsored Some have a 
full-time medical director as well as other full-time 
personnel. States with full-time nonphysician directors 
include Maryland, Louisiana, Washington, and Vir¬ 
ginia. The three original states with full-time medical 
directors have the following lessons to teach: 

• New York —funded through the legislature that 
has given one $350,000 grant (of which $250,000 
was spent) and a second grant of $450,000. The 
problem with this program is that there is no 
commitment from the medical society. For 1986, 
they refer to a $35,000 “in kind” money and a 
$12,500 treatment loan fund as their participation. 
Meanwhile, the director must hire a staff with only 
a year or less of guaranteed employment, which 
must be renewed annually through the legislative 
process, a politically volatile source of funds. They 
had 204 cases out of 54,000 licensees in the first 
19 months. Their current staff, in addition to the 
medical director, consists of a full-time secretary 
and three very part-time regional medical direc¬ 
tors, four program coordinators, and one adminis¬ 
trative assistant. 

• Florida —this program started in February 1985, 
with a $150,000 annual grant from the medical 
society, derived entirely from dues. This is the 
largest financial commitment from a state medical 
society so far developed in the United States. They 


Table. Comparison of State Programs 



California 

Licensed practicing physicians 

65,000 

Number of cases 

460 

Duration of project 

90 mos 

Cost (aggregate) 

$4,000,000 

Percent of physicians in 

0.4 

program 


Cost per case 

$8,700 

Average monthly new caseload 

5.11 

Cases per month per 10,000 

0.79 


physicians 


New York 

Florida 

New Jerse 

50,000 

24,000 

12,000 

204 

273 

359 

19 mos 

24 mos 

53 mos 

$675,000 

$350,000 

$827,000 

0.4 

1.1 

3.0 

$3,300 

$1,280 

$2,300 

10.74 

11.4 

6.77 

2.15 

4.74 

5.64 
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have some “in kind” money from the malpractice 
company for rent and so on. Their staff consists 
of one full-time secretary and the medical director, 
who covers a state with 58,000 square miles. Since 
monitoring is therefore a huge problem, most phy¬ 
sicians are treated for longer periods than other 
patients in order to enhance their prognosis. Their 
program had 273 cases out of 24,000 licensees in 
its first 24 months. 

• New Jersey —the Medical Society of New Jersey 
hired America’s first full-time medical director in 
September 1982. Their budget has grown from 
$154,000 to $285,000 in five years, with the two 
captive malpractice insurance companies consist¬ 
ently and equally contributing 2/3 of each budget. 
They started with two and now employ four full¬ 
time people. Serendipitously, about 80 percent of 
the population of New Jersey resides within an 
hour or so of the medical society headquarters, 
making the state very easy to “cover,” and requir¬ 
ing only about 6 percent of their clients to receive 
more than the usual 4 to 6 weeks of inpatient 
treatment. It is also the only program that has 
been adequately staffed from its inception. 

In five years they have had over 400 cases out of 
12,000 licensees practicing in the state. This means 
that over 3 percent of all the physicians in New 
Jersey have been identified as impaired. Two- 
thirds of this sample have chemical impairment. 
Assuming physicians do not vary from the general 
population in the incidence of chemical impair¬ 
ment (15 to 20 percent or so according to the latest 
NIMH catchment area studies on disease preva¬ 
lence) but only in the choice of chemicals (narcot¬ 
ics as opposed to alcohol), New Jersey has in five 
years reached only 15 percent of its theoretical 
target. No other segment of our society has 
achieved that level of success (including the Air¬ 
lines Pilots Association whose program has been 
operational since 1971), but there is still much to 
be done. 

Funding Methods 

The major impediment to the development of pro¬ 
grams for impaired physicians is funding. Medical serv¬ 
ice organizations must anticipate a drop in their mem¬ 
bership with significant dues increases. Most state so¬ 
cieties would need a 10 to 20 percent increase to ade¬ 
quately staff an impaired physicians program. 

Alternative sources can be found but generally re¬ 
quire a persistent, well-planned strategy to demonstrate 
a “mutuality of interest.” This is absolutely necessary 


to offset the usual image of physicians as well-paid 
professionals who shouldn’t need outside support. It is 
unquestionably mutual interest, not charity, that will 
generate funds from outside sources. 

This is a compendium of sources uncovered by var¬ 
ious programs: 

Medical Societies While medical societies cannot 
usually underwrite a total program, alternative sources 
will be very interested in realistic “good faith” support 
before they consider a contribution. That degree of 
support can be achieved only if the administrative and 
political leadership of the organization are personally 
convinced of the value of an adequately funded and 
staffed program. 

This occasionally is difficult to achieve, because many 
human beings have had personal experiences with im¬ 
pairment, especially chemical impairment, that have 
been very frustrating or even disastrous, and they may 
not be open minded about the potential effectiveness 
of a program. Impairment by a key personnel also will 
impede basic political action. When these attitudes 
engulf your medical society’s leadership, your efforts 
will be patronized (but not supported), and there is not 
much likelihood of success without a ground swell of 
activity from the general membership. This sometimes 
can be spearheaded by one large or several smaller 
county societies. County societies also can offer other 
support such as space, office personnel, or a monetary 
contribution to help a program get started or even form 
a joint venture with a state society, as happened with 
the Denver and Colorado medical societies. 

Another major impediment to the development of an 
optimal program could be concern by a medical society 
“exec” that employment of a physician by the medical 
society could undermine the exec’s status. Experience 
has shown, however, that these medical directors have 
much too large a task to become involved in medical 
society politics. 

State Medical Boards As mentioned, the FAA 
experience with pilots and the Diversion Program of 
the California Board of Medical Quality Assurance 
demonstrate that people are not inclined to turn to a 
regulatory agency to solve problems of impairment, 
especially early impairment. Some state boards recog¬ 
nize that fact and have offered funding for the medical 
societies. New York is the prime example, having re¬ 
ceived one $350,000 grant and $450,000 grant. Ohio has 
excluded the Medical Society Program from its man¬ 
datory reporting law, but unfortunately its program is 
still voluntary. 

State boards can be offered the following assurances 
that our programs are effective: 
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• A statistical report of the number and types of 
cases, their final disposition, and results of contin¬ 
uous monitoring, and so on. 

• The opportunity to evaluate the medical societies 
“timeliness” in turning cases over to the board that 
did not respond to intervention and/or treatment 
and that were in some way dangerous to the public 
or themselves. 

• The failure to find the medical societies involve¬ 
ment in cases reported to the board by other 
sources or effective involvement if it was there 
(that is, no one who was a real danger was left in 
practice). 

It should be noted that it is legally impossible for 
some state boards to fund a medical society pro¬ 
gram, and it is politically impossible in others 
because of the misguided forces of consumerism. 
The State Board of Florida, for example, originally 
volunteered a “matching” $150,000 grant but had 
to withdraw this offer in the final stages of a 
written agreement because of political conse¬ 
quences. 

Malpractice Insurance Carriers No study has 
been done to demonstrate a higher malpractice inci¬ 
dence among impaired physicians. The people who 
monitor malpractice usually don’t know how to detect 
impairment, and therefore it is not identified as a factor. 
However, one does not need to stretch his/her clinical 
imagination to realize that a higher incidence and se¬ 
verity of malpractice is inevitable among impaired phy¬ 
sicians. 

The New Jersey Program eventually will have enough 
data to do a statistically valid study. The problem is 
interconnecting both data bases without loss of confi¬ 
dentiality. A preliminary study suggests much higher 
awards for cases involving impaired physicians, and a 
State Commission found that 5 out of 32 physicians 
with more than 6 malpractice suits were in the impaired 
physicians program (although there were no misdeeds 
detected after their enrollment in this program). A 
definitive study can be obtained only after there is a 
sufficient sample of impaired physicians in each spe¬ 
cialty to compare with national and state averages. This 
will take time. 

In the meantime, grants to Impaired Physicians Pro¬ 
grams can be developed under the “Research and De¬ 
velopment” concept, with the expectation that data 
eventually will support a “loss-prevention” basis for the 
grant. If each malpractice carrier contributed annually 
to each state medical society their average cost of just 
one case, the funding problem would be virtually solved. 

Health Insurance Carriers No health insurance 


carrier, to my knowledge, has contributed anything to 
an impaired physicians program, although many have 
supported specific treatment programs for their own 
personnel and patients. The reason is that support for 
impaired physicians would require similar support for 
other health professionals. As one company spokesman 
said, “Where would it end? Hospital architects? Radio¬ 
active waste disposal teams?? Where???” 

The second reason is that many carriers believe their 
Utilization Review Process will accomplish the same 
objective, from their standpoint, as would an impaired 
physician program. This reflects the carriers inexperi¬ 
ence with the nature of many impairments, especially 
the earlier and middle stages, but it is difficult to argue 
with inexperience. 

Other Health Professional Associations This 
was the focus of the seventh and eighth National Con¬ 
ference on Impaired Physicians. In general, these as¬ 
sociations have identical problems in generating suffi¬ 
cient funds to do something about their impaired peo¬ 
ple. Their full participation is an absolute necessity in 
sparsely populated states, however. Without them, 
there will never be the “critical mass” necessary to have 
effective networking and other assistance. 

In other states, these associations offer a potential 
market for a successful program to enlarge itself and to 
increase the efficiency of its personnel by condensing 
the geographical aspects of their activities. New Jersey 
and Florida are embarking in this area right now. 

It also should be noted that auxiliaries sometimes 
can play a very special role in “consciousness raising.” 

Clients Oregon is the only state so far to charge a 
fee to clients of its program. Despite a sliding scale, 
virtually all clients either could afford nothing or else 
the $200 per month maximum was no major problem. 
The fee is collected for two years, no matter what type 
of services are received from the program. Thus, earlier- 
stage impaired physicians and dentists are subsidizing 
the later-stage victims, who frequently cannot afford 
the fee and generally require more advocacy and mon¬ 
itoring services with the board, hospital staff, and the 
like. It should be noted that an $85,000 deficit (so far) 
in Oregon has been picked up by the medical society, 
so at best, client fees can be only a partial source of 
funding. 

Hospitals “Mutuality of interest” can be estab¬ 
lished in several ways with hospitals: 

• Malpractice Carriers New Jersey receives 
$45,000 annually from the Hospital Associations’ 
two (captive) malpractice carriers (for a total of 
$90,000 out of $285,000 budget). 


Vol 37, No 3 MMJ 209 


• Hospital Associations They likely will have the 
same perspective as health insurance carriers and 
so far have not been a source of funds. However, 
Hospital Associations can be tremendous political 
allies in any endeavor for impaired physicians. 

• Hospital Staffs and Administration In Ari¬ 
zona, St. Joseph’s Medical Center has pledged a 
$50,000 grant, $25,000 from Medical Staff contri¬ 
butions and $25,000 from the hospital itself. St. 
Luke’s in that state has contributed half its medi¬ 
cal director’s time to get the state program started. 
This is an example of “local” enlightenment trying 
to raise the consciousness of a larger community 
to get a program off and running. 

• Addiction Treatment Centers The Georgia 
and Mississippi Programs have been integrally tied 
to treatment centers since their inception, and the 
centers have donated most of the man-hours nec¬ 
essary to run the program in exchange for the 
increased flow of patients to their center. This 
approach is feasible when there is a total void of 
activity. However, as previously implied, everyone 
becomes subject to (not guilty of) continuous alle¬ 
gations of conflict of interest. The allegations come 
not only from competing centers who feel left out 
but also from clinicians who may not agree that 
120 days of treatment is needed as often as it is 
used at these centers. For this and other reasons 
(such as a desire to start to include untreatable 
impairments like senility in their program), Geor¬ 


gia now wants to fund a medical director but 
because of financial stress has to decrease its an¬ 
nual contribution from $63,000 to $50,000. 

Pharmaceutical Companies The New Jersey 
program has received some one-time contributions for 
their treatment loan fund from several pharmaceutical 
companies. These companies are more likely to fund a 
program for impaired pharmacists than for impaired 
physicians. 

Conclusion 

The response of organized medicine to impaired col¬ 
leagues is accelerating but is still very inadequate in 
many states. To the extent that our service organiza¬ 
tions do not address the problem more vehemently, the 
void will be filled by a state bureaucratic process that 
inevitably will be less effective and more expensive, 
with that cost obtained through increased licensure 
fees. An article in this issue by Lon Connor (page 213) 
will give a more comprehensive summary and consensus 
of our national experience. 

Health is not simply a lack of disease but includes an 
ability to heal the inevitable negative forces encoun¬ 
tered during life. A healthy society is no different from 
a healthy individual. We must create a network for 
healing all kinds of problems if we are to maintain 
human progress. It is only when everyone realizes the 
stake we have in each other that our culture becomes 
free from impairment. 
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Comparison of Impaired Physician 
Programs Nationwide 

S. LON CONNER 

Physician impairment from alcoholism and drug addiction was first addressed on a 
national level by the AMA at its first symposium held in San Francisco in 1975, 
attended by concerned physicians from all over the United States. In 1975 there were 
only five states with an operational impaired physicians program; all were operating 
on a strictly volunteer basis. Today, 13 years later, every state in the nation has an 
impaired physicians program of some sort. 


Conner is the Executive Director of the Medical Association of the 
State of Alabama. 

As the only nonphysician member of the AMA’s 
Impaired Physicians Advisory Committee, I have taken 
it as my lot to attempt to analyze why some programs 
seem to take off and others never get off the ground. 
For the past two years, I have surveyed all 50 states in 
an attempt to gather factual data for this analysis for 
presentation at the AMA’s impaired physicians meet¬ 
ing. The data are indeed revealing. 

Every state has an impaired physicians program, 
ranging all the way from a highly structured program 
with a full-time medical director assisted by seven staff 
members to some apparently more conceptual than 
operational. 

Medical Director 

Nineteen of these programs have medical directors, 

I nine being full-time. Ten have part-time medical direc¬ 
tors, and 11 more states have plans for or are consid¬ 
ering hiring a medical director. At this time last year, 
only five states had full-time medical directors and five 
more had part-time medical directors. 

This is not to suggest that you cannot have a good 
program without a medical director, because you can. 
But of all the programs without medical directors, about 
60 percent are staffed by a person whose prime respon¬ 
sibility is another job. 

Of those without medical directors, 59 percent report 
that the impaired physicians program is not even a line 
item on their budgets. And we wonder why their pro¬ 
grams do not work? Programs with medical directors 
have better financial support from their associations 
than those with lay directors. 

As an association executive, I don’t believe in throw¬ 
ing money at a problem, but in the case of impaired 
physicians programs, the statistics are quite clear. 
States that have medical directors have a higher per¬ 
centage of interventions than those that do not. Of the 
states with more than 50 interventions last year, all but 
two had medical directors. 

Certainly I can go to a county medical society to 
speak about the Impaired Physicians Program (I speak 
to these societies all the time), but neither I nor any of 
my staff have the same credibility that a physician has 
in trying to promote this program. When you look 
doctors in the eye and tell them you want to help them 


and you want them to put their future medical career 
in your hands, they need to know not only that you are 
sincere but also that you have the expertise to help 
them. 

This is also true when you ask a physician to report 
a colleague whom he or she knows is in need of help. A 
well-trained medical director can give credibility to a 
program that a lay person cannot. And I don’t mean 
you can accomplish this by hiring a retired doctor just 
because he has worked hard in the arena of organized 
medicine. You need a physician who believes in your 
program, who can sell it, inspire confidence, and moti¬ 
vate people to work. 

Staff 

Quite often the staff person assigned to work with 
the impaired physicians program is the person with the 
least to do and very likely with no training or interest 
in impairment. If this is the only staff working on the 
program and the remainder are volunteer physicians, 
unless your program is the exception, you will achieve 
only minimal success. 

Many programs have attempted to salve their con¬ 
sciences by installing hotlines that will enable those in 
need of help or those who want to report a case to have 
a readily accessible way to accomplish this. I’m not 
opposed to this, but if this is the major part of your 
effort, your results will be very limited. 

Funding 

Funding for these programs varies as much as does 
the staffing. Some states report they have no expenses 
except printing an occasional brochure, while one state 
had an annual program budget of $563,000. 

One state reported their impaired physicians program 
accounted for 11.7 percent of their total budget. Just as 
you would expect, the states that expend a lot of money 
(or a larger percentage of their budgets on their pro¬ 
grams) get good results. I think the old sayings “Put 
your money where your mouth is” and “You get what 
you pay for” hold true in this respect. 

You may well ask, “Why don’t state medical associ¬ 
ations adequately fund their programs?” It appears that 
most physicians either really don’t believe that addic¬ 
tion is a treatable disease or they don’t care enough to 
want to get involved. Either of these diagnoses is a 
terrible indictment. But bring it one step closer to home: 
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How many of you know a member of your county 
medical society or hospital medical staff who has an 
addiction problem but you have failed to talk to him 
about it, report him to the impaired physicians program, 
or bring it up during the hospital credentialing process? 

This same attitude permeates the leadership of many 
state medical associations. Which of you, when playing 
golf, would find one of your colleagues on the eighteenth 
hole with a broken leg and would leave him lying there? 
None of you. But you go into the clubhouse and see one 
of your colleagues with a glaze over his eyes, obviously 
in a drunken stupor, as he is most days by this time. 
And you speak, pat him on the shoulder, and go right 
on by. The man you would have helped with the broken 
leg was in far less danger than the one you left at the 
bar. This attitude on the part of physicians needs to be 
changed. 

There are many ways to fund impaired physicians 
programs. Many states use combinations of dues, foun¬ 
dations, donations, contracts with liability carriers, li¬ 
censing boards, special assessments and so forth. No 
one way is better than another, but a truly viable 
program needs to be adequately funded. 

Political Support 

Executive directors have a lot to do with what gets 
funded in the state and they support programs that 
their presidents, chairmen of the board, or board mem¬ 
bers support. If you can’t get the attention of the 
decision makers (the ones who approve the budget), it 
is going to be hard to get the necessary funds budgeted. 

How many board members of your state association 
have been to county medical society meetings to speak 
in support of the impaired physicians program? The 
support of your elected leadership must be developed if 
you expect your program to succeed. 

The need for a strong program in each state is evi¬ 
dent. A significant number of physicians have a definite 
drug and alcohol impairment problem. It is going to get 
worse if we don’t take decisive action. I am very pleased 
with the increased funding in many state programs 
since last year and with the increased number of pro¬ 
grams with a medical director. But there are still states 
not adequately addressing this problem, not responding 
to the challenge. 

One thing is sure: if organized medicine does not take 
a leadership role in this effort, someone else will: the 
licensing boards, plaintiff attorneys, or the state legis¬ 
latures. Their impetus definitely will be punitive rather 
than treatment oriented. We still have time to take 
aggressive action to control these programs, but unless 
we move rapidly, we surely are going to miss the oppor¬ 
tunity. 

Following are some fairly representative examples of 


specific experiences in various states. Naturally, I have 
generalized them to protect identities: 

• In many states, physicians have backed off from 
intervention because of the threat of lawsuit by a tar¬ 
geted impaired physician. There appears little real risk. 
Such lawsuits are rarely carried out for the obvious 
reason that an addicted physician fears, most of all, the 
kind of documented public exposure that would accom¬ 
pany an actual trial. While the risk does exist, it is risk 
of very low order. 

• In one state, physicians knew of the impairment of 
a young physician but did nothing effective to help him 
until he was called before the licensing authorities and 
disciplined for abuse of his controlled substances li¬ 
cense. He killed himself a short time later. 

• There are many examples of reluctance to report or 
testify against an impaired physician notorious for his 
intimidating hostility, filthy mouth, and general orner¬ 
iness. Everyone is afraid of him. Best strategy here 
might be one based on the safety of numbers: several 
confronters might feel bolder than one or two. 

• Intramural competition is not always good. In some 
states, it has been reported that execs of the licensing 
authority or medical examiners try to get impaired 
physicians up on disciplinary charges before they can 
be reached by the impaired physicians program. There 
is considerable national pressure to increase the number 
of sanctions, and the same targets of the impaired 
physicians programs would be fine scalps for the statis¬ 
tics game. Obviously, had the impaired physician pro¬ 
gram been truly effective, intervention would have oc¬ 
curred before disciplinary action became necessary. 

• Only slightly more than a third of the states re¬ 
sponding to my survey have some type of state law 
formally recognizing the impaired physician program 
through some type of funding mechanism. There may 
be a reluctance on the part of state societies to seek 
legislative support. Some doctors still prefer the ostrich 
approach to the problem: denying, at least to the public, 
that there is a problem. Just as denial is one of the key 
markers of impairment, so is group denial fairly char¬ 
acteristic of state societies that don’t want to face the 
impaired physician problem in any manner other than 
tokenism. 

• There appears to be little correlation between the 
number of impaired physicians in a state and that 
state’s response to the problem. Higher funding does 
not mean more impaired physicians; conversely, token 
funding is not an index of a low impairment index. All 
that can be said of any attempt to correlate funding 
with the problem is that in those states where funding 
and other support is high, one or more medical leaders 
took the bull by the horns and showed the way with 
conviction and dedication. 
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• Some programs have contracted with recovering 
impaired physicians by offering to represent them be¬ 
fore medical examiners, liability underwriters, discipli¬ 
nary boards, and others. Such a warranty goes far to 
build faith in the program and to undergird the recover¬ 
ing physician. 

This kind of support and trust contributes greatly to 
a recovering physician’s determination not to break 
faith with those who went to the mat for him or her. 

• Physician programs in some states have brought in 
other professional groups to share the costs and to share 
in development of effective programs. Impairment is no 
respecter of persons, specialties, or professions. An 
alcoholic physician and an alcoholic dentist or lawyer 
are brothers (or sisters) under the skin, whatever else 
they may have in common. 

• Where they have been tried, special assessments 
tend to have the same one-shot effect on programs as 
the assessment itself. Effective programs must be en¬ 
tered into for the long haul. Quick fixes are worse than 
useless. 

The importance of full-time medical directors is un¬ 
derscored in many aspects of state programs. Only a 
full-time medical director can effectively follow up on 
cases, many experts in the field say. He or she can 
check on recovering physicians in a professional yet 
friendly manner to determine whether the subject’s 
resolve is still strong and whether the outlook has 
changed. If it has, the medical director can detect this 
much better than a lay person, being attuned to clues 
in voice or behavior. A full-time medical director does 
not, of course, preclude volunteers, who always are 
sorely needed. 

Contracts with licensing boards have had a checkered 
history for impaired physician programs. The boards 
are too often interested in numbers, thus to demon¬ 
strate the intensity of the “campaign” to the public. 
There even have been demands to go public with actual 


people involved, with obvious consequences. Most of 
these contracts have been on year-to-year basis and 
thus have a tendency to become performance-driven for 
reasons of accountability. Moral: impaired physician 
programs should be as nearly independent and free¬ 
standing as possible under a state’s particular circum¬ 
stances. 


Summary 

The evidence is becoming increasingly clear on sev¬ 
eral points: impaired physician programs should be as 
independent as possible from other medical society 
programs and concerns. A full-time medical director, 
ideally, should have something very close to evangelical 
zeal in the calling to this work. There is a small risk in 
excessive zeal, of course, but this has not yet appeared 
to be a significant problem. 

The medical director model must, of course, be aug¬ 
mented by staff and volunteers to handle the legwork 
and all the thousand and one things that go into the 
smooth functioning of any enterprise. Staffers may, at 
first, feel they are being shipped to Siberia if they are 
asked to help out in the impaired physician program. 

It is important there be some screening for the as¬ 
signment. A good lobbyist in the legislature or even a 
fine general counsel might be miscast helping doctors 
to rebuild their lives. Compassion is a must. Family 
acquaintance with an addictive problem certainly would 
be a plus. 

But above all, a staff assistant in any capacity must 
appreciate the full meaning of the famous quotation 
from John Bradford, the sixteenth century Protestant 
martyr. When he witnessed a group of prisoners being 
led off to execution, Bradford (Chaplain to King Ed¬ 
ward VI) said for the ages: “But for the Grace of God 
there goes John Bradford.” 


^OOOOO&SOOOOOOOOOCOOGOOOGOQCCOGOQCOOOOO! 

Consultation is Back! 

WBAL Radio AM 1090 

8-9 p.m. every Thursday 

Featuring a variety of physician speakers and 
topics and hosted by John Stupak, the programs 
will consist of a short discussion of the topic 
followed by call-in questions from listeners. 

For a list of scheduled topics and speakers 9 
contact Nina Casey or Caroline Harman at the b 
Faculty Office > 539-0872. 8 
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The Impaired Physician Movement 

G. DOUGLAS TALBOTT MD 


A medical society’s impaired physicians program can assure the state’s citizens that 
physicians will not practice medicine until they are in recovery (and thus provide good 
quality control of medicine in that state), but it will not deal with the sick doctor in a 
punitive fashion. 


Dr. Talbott is Program Director, Medical Association of Georgia, 
Impaired Physicians Program. 

Looking back two decades, we see three individuals 
who were primary forces in the growth and development 
of the impaired physicians movement. Emmanual 
Steindler, the Director of Mental Health for the Amer¬ 
ican Medical Association; LeClaire Bissell, working in 
the New York State Program; and Luke Reed, Secretary 
of the International Doctors in Alcoholics Anonymous, 
played critical roles in stimulating this effort. 

The First National Conference was held in San Fran¬ 
cisco in 1975 at the St. Francis Drake Hotel, and these 
individuals along with a small cadre of interested phy¬ 
sicians stimulated the movement into rapid growth. 
Evidence of this was the Eighth National Meeting in 
Chicago this year with about 550 participants. In the 
past 13 years there have been additional leaders, too 
numerous to mention, who have contributed to the 
development of the Impaired Physicians Program. 

The name for the program has undergone a series of 
transformations. At first commonly known as the Dis¬ 
abled Doctors Program, this title was changed in the 
mid-1970s to the Impaired Physicians Program. Under 
the able leadership of Donald Keith MD, the AMA’s 
Impaired Physicians Committee has continued to ex¬ 
amine alternative nomenclature. Well-Being and Re¬ 
habilitation Committees have been other programs’ 
names. The Georgia program, along with the New Jer¬ 
sey program, settled on the title Physicians Assistance 
Program (PAP), which is compatible with Employee 
Assistance Programs (EAP). The word impaired was 
discarded by these two state programs for legal reasons. 
The legal opinion was that if a patient was seen by an 
impaired physician, although this physician had been 
in recovery for ten years, the physician was obligated 
to inform the patient that he or she was impaired and 
to allow the patient to receive a second opinion. 

State Leadership 

Looking back at the leadership over the past two 
decades of the individual state programs, one sees most 
programs were initiated by physicians who were in the 
recovery phase of their disease. These recovered phy¬ 
sicians were aided most effectively by nonrecovered 
physicians in positions of authority in the state medical 
association hierarchy. This was true of Georgia where 
Drs. Ernest Atkins, Cullen Richardson, and the Council 
and the Presidents of the State Medical Society vigor¬ 


ously supported the Impaired Physicians Program. 
Such was true of many of the southern states. However, 
some states like New Jersey turned to a full-time non¬ 
recovered medical director who was very knowledgeable 
about chemical dependency. Some states like Califor¬ 
nia, directed their programs through liaison with the 
medical licensing boards. However, the majority of 
states found the leadership by the state medical society 
was most effective. Again, the fluid aspects of the 
movement to date are addressed by the varied state 
models of leadership that still exist for the impaired 
physicians movement. 

Organizationally, the state medical programs vary 
from paper programs, which are only nominally effec¬ 
tive, to highly organized programs with excellent re¬ 
sults. David Canavan MD, with very able help from 
Edward Redding MDiv, has established a model pro¬ 
gram in New Jersey. Fiscally effective, organizationally 
sound, with excellent leadership, New Jersey’s program 
has established a superb patient recovery record aug¬ 
mented by excellent case record documentation. Para¬ 
mount has been the leadership of a full-time medical 
director who had no professional ties with any treat¬ 
ment modality. Many states such as Florida, New York, 
Tennessee, and Pennsylvania have followed suit. Geor¬ 
gia is in the process of simulating the New Jersey model 
as are some other states. 

Most states started with volunteer leadership, but 
this has presented two difficulties. First, many volun¬ 
teers are involved either experientially or professionally 
with treatment facilities. Although conflict of interest 
is neither intended nor an actuality, in most cases it is 
perceived as such. Second, most state programs quickly 
outgrow volunteer effort, and without full-time employ¬ 
ees, the program begins to flounder. Maryland has 
developed a cost-effective alternative combining a full¬ 
time master’s level addictions specialist with a volun¬ 
teer medical director. In some states the licensing 
boards provide leadership along with the executive di¬ 
rectors. Medical society committees are often adjuncts 
and are ineffective as such. These programs tend to 
become punitive rather than advocatory in nature. 

Licensing boards are responsible for disciplining im¬ 
moral or incompetent physicians. The state board usu¬ 
ally welcomes the development of an impaired physi¬ 
cian program sponsored by their own medical societies. 

Despite the urging of AMA’s Department of Sub¬ 
stance Abuse and other state program examples, some 
states continue to have ineffective token programs. 
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Usually this is because of uninformed or uninvolved 
medical society leadership. 

Funding Problems 

Funding is a constant problem, yet in many ways it 
shouldn’t be. It is established that a minimum of 13 to 
15 percent of physicians in any given state did, have, 
or will have the disease of chemical dependency, and 
an additional 5 percent will incur psychiatric illness. 
These are major problems in our fellow physicians, and 
we must provide for their welfare before the legal, 
judicial, or legislative systems take action. Medical so¬ 
cieties successful in providing budgets have done so by 
various methods such as raising licensure fees, obtain¬ 
ing monies from malpractice insurance companies, as¬ 
sessing the individual practitioners, or soliciting grants 
from the state, private foundations, and commercial 
companies. Underfunding, or collapse of funding inev¬ 
itably will determine the demise of these programs, as 
has happened in a few states. 

A basic problem in the impaired physicians program 
is that the rank and file of the medical society is still 
ambivalent toward their alcoholic and drug-addicted 
physician members. Undoubtedly their attitude is con¬ 
tributed to by the ignorance of these disorders as a 
primary, psychosocial, biogenetic disease. In some in¬ 
stances physicians’ peers continue to see their impaired 
fellow physicians as bad, immoral, weak, or unethical 
instead of truly sick. This affects the funding efforts. 

Major areas that must be addressed vigorously by 
state medical societies are: 

1. The need for full-time directors who have no ties 
to therapeutic facilities, either inpatient or out¬ 
patient. 


2. Leadership by state medical societies is critical 
rather than leadership resting in licensing boards, 
health boards, or legislative or judicial depart¬ 
ments. 

3. Funding continues to be a major problem seem¬ 
ingly best addressed by raising the licensing fees, 
although efforts should continue to receive monies 
from insurance companies and the private sector. 

4. Family therapy needs to be included in a much 
more vigorous way, not only in identification, in¬ 
tervention, and treatment but also in the preven¬ 
tion of this disease. 

5. Data collection is still scarce and not sophisti¬ 
cated. The Pilot Impaired Physician Epidemiolog¬ 
ical Surveillance Study (PIPESS) appears to be a 
good initial effort in this direction and should 
include all the states with impaired physicians 
programs. 

6. Other impaired health professionals programs 
(nurses, pharmacists, and dentists) should be in¬ 
corporated into the impaired physicians programs 
along with more vigorous efforts to include medi¬ 
cal students and resident training staff. 

7. The media should be reeducated that chemical 
dependency is a disease and not a moral problem. 
Addicted physicians require appropriate treatment 
not disciplinary measures. 

Currently the Impaired Physicians Programs (or 
the Physicians Assistance Programs as they should 
be called) are growing. Their need and destiny are 
clear. Their course will be troubled but successful if 
the dedication and enthusiasm demonstrated by so 
many for so long with so few in this field continues. 
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Private Duty and 
Home Nursing Care 

When you need home health care... 

call Staff Builders. Our RNs, LPNs, PTs, 

OTs, STs, MSWs, Nurses' Aides, Home 

Health/Personal Care Aides, and live- 

in Home Companions are all carefully 

screened. Also, bonded and insured. 

Professional—yet personal—care is as 

close as your phone. 24 hours a day. 

Seven days a week. 

BALTIMORE CITY 752-0062 • 625-0222 

BALTIMORE COUNTY 561-1595 

HARFORD 838-7110 

HOWARD 730-2311 

ANNE ARUNDEL 544-0588 

CARROLL 549 2121 

staff builders* 

Health Care Services 
The "Full Service" service. 

The nursing service hospitals nationwide use and trust 

Licensed by the State of Maryland and Federally Certified 
for Medicare/Medical Assistance/Blue Cross—Home Care 
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REISTERSTOWN FEDERAL 
SAVINGS BANK 



UP TO $750,000.00 


LOANS 


& 


call 833-2226 



Reisterstown 
Federal 
Savings Bank 


tu 

EQUAL HOUSING 
LENDER 


Baltimore County Office: 11817 Reisterstown Road at Chestnut Hill Lane, Reisterstown 
Carroll County Office: Ridge Road at Liberty Road, Eldersburg 
Reisterstown: 833-2226 Eldersburg: 795-5000 
24-Hour Interest Rate Line: 833-2227 

* A very limited offer 
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Information for Authors 


Med-Chi members reading papers before organizations, 
are invited to submit their papers to the MM] for consid¬ 
eration for publications. 

The Maryland Medical Journal is the monthly publi¬ 
cation of the Medical and Chirurgical Faculty of the 
State of Maryland. Its goals are educational and inform¬ 
ative: the publishing of scientific articles and other 
technical information as well as editorials, special arti¬ 
cles (evaluations, position papers, reviews of nonscien- 
tific subjects), membership news, notices of medical 
events, legislative and governmental news, meetings, 
continuing education courses, and programs and poli¬ 
cies of the Faculty. 

Manuscripts may be sent to Editor MM], 1211 Cathe- 
l dral St., Baltimore, MD 21201. Articles are accepted for 
publication on the condition that they are contributed 
solely to this journal. Transmittal letters should desig¬ 
nate one author as correspondent and include his/her 
address and telephone number. Manuscripts are re¬ 
viewed by the editor, editorial board members, and 
guest reviewers. The final decision is reserved for the 
Editor. 

Specifications 

Manuscripts must be original typed copy, double¬ 
spaced throughout (including text, case reports, leg¬ 
ends, tables, and references) with margins of at least 
one inch. Number pages consecutively. Please submit 
two additional copies. 

Include in the manuscript the concise title, full name 
of the author (or authors) with highest degree, aca¬ 
demic and professional titles, affiliations, and any insti¬ 
tutional or other credits. 

An introductory synopsis/abstract of approximately 
100-150 words is required. 

Tables are to be typed on separate sheets of paper, 
numbered, and have a brief descriptive title. The Editor 
reserves the right to edit tables. Be sure that statistics 
are consistent in both tables and text. 

References are limited to those citations noted in the 
text. References are to be typed double-spaced and 
numbered consecutively as they appear in text. They 
will be examined critically at the time of review and 
must be kept to a minimum. The number of references 
is generally limited to 20 in major contributions and 
fewer in shorter articles. Exceptions may be made if 
appropriate in the opinion of the reviewing editor. 
Personal communications and unpublished data should 
not be included. The following are necessary: names 


of all authors, complete title of article cited (lower case), 
name of journal abbreviated according to Index Medi- 
cus, volume number, first and last page numbers, and 
year of publication. For more extenisve information 
about preparing medical articles for publication, the 
editors suggest the International Committee of Medical 
Journal Editors: Uniform requirements for manuscripts 
submitted to biomedical journals. The complete doc¬ 
ument is available in the June 1982 issue of the Annals 
of Internal Medicine. 

Illustrations are material that cannot be set in type. 
Photographic material must be submitted as high-con- 
trast, glossy prints. Drawings and graphs must be done 
professionally in india ink on high-grade white drawing 
paper. Omit illustrations that do not increase under¬ 
standing of text, and limit them to a reasonable number. 
Four or fewer illustrations should be adequate for a 
manuscript of 4 to 5 typed pages. Legends are to be 
typed on a separate sheet of paper. Type on a gummed 
label and affix to the back of each illustration: figure 
number, title of manuscript, name of senior author, and 
arrow indicating top. Legends for illustrations should 
be typed on a separate page with numbers correspond¬ 
ing to those on the photographs and drawings. Cost of 
printing color photographs must be borne by the au¬ 
thor. 

Recognizable photos of patients are to be masked 
and should carry with them written permission for 
publication. 

Permissions. When material is reproduced from 
other sources, full credit must be given to both the 
author and publisher, and written permission from 
these sources must be included when the material is 
submitted. 

Copyright. Material published in the Journal is pro¬ 
tected by copyright and may not be reproduced with¬ 
out the written permission of both the author and the 
Journal. 


Editorial Responsibility 

Manuscripts are subject to editorial modification and 
such revisions necessary to bring them into conformity 
with Journal style. 

Galley proofs will be mailed to the principal author 
and, if not returned by the specified date, will be 
considered approved as typeset. 

Statements made or opinions expressed by any con¬ 
tributor in any article or feature published in the Journal 
are the sole responsibility of the author. 
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Baltimore (301)466-3300 Washington (202)982-1082 
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Medical Miscellany 


State Medical Journal Survey 


State medical society journals surveyed last spring 
were very well read, according to Health Industries 
Research of Wilton, CT. The firm surveyed readership 
of nine selected state medical journals from the thirty- 
member State Journal Group and two independent 
journals. The research company used its own FOCUS 
technique, measuring what physicians read and how 
they read. 

Journals tested were those of Georgia, Kansas, Ken¬ 
tucky, Louisiana, Maryland, Michigan, New Jersey, 
Pennsylvania, South Dakota, Texas, and West Virginia. 

“State journals studied here are—without excep¬ 
tion—very well read,” reports the executive summary 
of the firm’s report. Some significant findings of the 
study compared with Maryland’s responses show: 



Average 

MMJ 

Issue readership 

69-88% 

76% 

Ad exposure 

31-53% 

40% 

Continue to receive 

87-96% 

94% 

Reading time 

31 min 

31 min 


Nearly all physicians surveyed read at least one of 
every four issues, and in Maryland 54 percent of the 
respondents read four out of four issues; 18 percent 
read three of each four. 

Sample: MMJ provided a random sample based on 
an nth name selection from our circulation list. Spe¬ 
cialty and age data were defined through responses to 
the survey. Of the 200 surveys mailed, one was undeliv¬ 
erable; 137 completed questionnaires meant there was 
a 68.8 percent response. 

The FOCUS: Technique FOCUS measures what phy¬ 
sicians read and how they read. The technique is based 
on the realization that some physicians are, by nature, 
more thorough readers than others and that all physi¬ 
cians read some specific journals more thoroughly than 
others. Physician reading patterns are studied by med¬ 


ical journal advertisers, and advertising dollars are 
spent on journals that consistently demonstrate the 
highest level of physician readership. 

Research into physician reading habits led to the 
development of a vocabulary for describing the thor¬ 
oughness with which individual doctors read. These are 
the four reading patterns: 

Cover to cover: The best possible reader who should 
see virtually every ad. 

Read/look: A very valuable reader who reads articles 
of interest and looks through remaining pages. 

Skim: A highly selective reader of much less value to 
the advertiser with ad exposure based on chance. 

Table of contents to articles: Also a highly selective 
reader with ad exposure dependent upon the location 
of the ad. 


MMJ readers’ patterns, by age groups are 



Total 

Under 45 

45-65 

Over 65 

Cover to cover 

4% 


5% 

27% 

Read/look 

51% 

40% 

59% 

55% 

Skim pages 

21% 

29% 

17% 

— 

T of C to article 

24% 

31% 

19% 

18% 

Avg issue readers 

76% 

71% 

79% 

82% 

Avg issue ad exposure 

40% 

31% 

45% 

55% 


Of the survey respondents, 94 percent want to con¬ 
tinue to receive MMJ; this is how it looks by age groups. 


under 45 45-65 over 65 

89% 96% 100% 

The Managing Editor and all members of the Edito¬ 
rial Board are always receptive and desirous of com¬ 
ments from MMJ readers. Let us know what you think 
and how we can do a better job. 



CLARK MEDICAL/PROFESSIONAL BUILDING 

998 Edmondson Avenue 
Catonsville, Maryland 21228 
— site location — 


FINANCIAL ANALYSIS 

Do You Want to Lease? □ 

$1600 per month = 1073 sq. ft. 
Do You Want to Invest? □ 

Limited Partnership Available 
Do You Want to Own? □ 

Condominium Conversion 
Reservation 

ALL OF THE ABOVE □ 


A LIFESTYLE CHOICE 
(301) 747-6479 

Written Inquiries: P.O. Box 9385 
Catonsville, MD 21228 
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White Marsh 
Health Center 

Medical 
Office Space 
For Lease 


Join Franklin Square 
Health Systems in the 
White Marsh Health 
Center. White Marsh 
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community in the Balti¬ 
more Metropolitan area 
with over 360,000 
people in a 7-mile 
radius. The Health 
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• Over 50,000 square 
feet of medical 
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• Ample free parking 
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medical improve¬ 
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Immediate occupancy. 
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Properties, Inc. 

825-0545 
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Sunspace Design Studio Inc. 

mhic #16069 Maryland's Complete Sunroom Company 

call or visit our new showroom at 
3553 E. Joppa Road, Baltimore 

(301) 882-6200 
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BY GAMMANS INDUSTRIES, INC. 


ad-dict \ 3-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

■ " ■■ excessively 2 : to cause (a person) to - 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 

■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 



Call us. We can help. 

OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, P.O. Box E, Emmitsburg, Md. 21727 / 301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 
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Discipline Commission Action 


In the Matter of 
Nicholas M. Azzato MD 
Before the 

Commission on Medical Discipline 

Order for Emergency Suspension of License 

Based on information provided to the Commission 
on Medical Discipline (the “Commission”), the Com¬ 
mission makes the following Findings of Facts, Conclu¬ 
sions of Law, and Order. 


Findings of Fact 

1. Respondent is a physician licensed to practice 
medicine in the State of Maryland. 

2. On or about November 19, 1987, in the Circuit 
Court of Montgomery County, you entered pleas of 
guilty to two felony counts of distribution of a con¬ 
trolled dangerous substance in violation of Article 27, 
§286 of the Code. 

3. Sentencing in this matter is scheduled for January 
26, 1988. 

4. On March 29, 1987 you obtained valium after 
presenting to a pharmacist a prescription for valium for 
patient A that you knew was not for the treatment of 
the patient. You ultimately dispensed the valium to 
others, but not to patient A. 

5. In a police report received by the Division of Drug 
Control on June 8, 1987, Officer M. Trouther of the 
Montgomery County Police Department stated that on 
April 21, 1987 you admitted your drug dependency to 
the officer. 

6. Based on the foregoing findings, the Commission 
finds that there is reasonable cause to believe that 
Respondent: 

Fraudulently or deceptively uses a license. Section 14-504(2) of the 
Act. 

Is guilty of immoral conduct in the practice of medicine. Section 
14-504(3) of the Act. 

Is convicted of or pleads guilty or nolo contendere with respect to 
a crime involving moral turpitude, whether or not any appeal or 
other proceeding is pending to have the conviction set aside. Section 
14-504(6) of the Act. 

Is addicted to or habitually uses any narcotic or controlled danger¬ 
ous substance as defined in Article 27 of the Code. Section 14- 
504(9) of the Act. 


Conclusion of Law 

The Commission concludes that for reasons set forth 
in the foregoing paragraphs, emergency action is im¬ 
peratively required in this case under State Government 
Article, §10-405(b), Annotated Code of Maryland (the 
Administrative Procedure Act), because, in light of the 


On instruction of the Council of the Medical and Chirurgical Faculty 
of the State of Maryland, “Findings of Fact, Conclusions of Law, and 
Order” will be published in the Maryland Medical Journal. 


Up-To-Date Financial and Tax Planning Strategies for 1988 

WHY GOOD 
MEDICINE ALONE 



WON'T BRING YOU 
FINANCIAL SECURITY 

A SEMINAR PROGRAM DEVELOPED 
SPECIFICALLY FOR PRIVATE PRACTICE 
PHYSICIA NS 


This seminar is a must for any physician who asks: 

□ Which practice structure is best — S-corporation, 
professional corporation, or un-incorporation? 

□ How effective is my CPA? Attorney? Pension 
Consultant? 

□ What are the pros and cons of qualified pension 
plans versus non-qualified deferred compensation 
(money purchase plans and profit sharing plans?) 
Which is best for me? 

□ Are my wills, trusts, insurance, and pension plans 
structured to the best tax advantage for my heirs? 

□ What investment strategies can I use to achieve 
personal and practice financial growth? 

□ How should I allocate "fee dollars" for effective 
practice management? 

n What do I need to know to make informed decisions 
about my insurance contracts — life, health, disability? 


SEMINAR DATES AND LOCATIONS 

March 3 March 22 

Bethesda Marriott Holiday Inn 

5151 Pooks Hill Road Timonium Plaza 
Bethesda, MD 2004 Green Spring Drive 
Timonium, MD 

FOR MORE INFORMATION, PLEASE CONTACT: 

Health Care Program Development Office 
The Pennsylvania State University 
209 J. Orvis Keller Building 
University Park, PA 16802 

(814) 865-0287 


penn State _ 

A CONTINUING EDUCATION SERVICE OF THE PENN STATE COLLEGE OF BUSINESS ADMINISTRATION 
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We help Physicians slay in touch, 


X he Solution. 

It’s easy to understand, simple to operate, and 
quick to install. It’s guaranteed to make the 
business of practicing medicine easier, con¬ 
serving what you need most... 

Time. 

Management Technologies has been quiedy 
perfecting practice management in hundreds 
of physicians offices across the country for 
years. We provide the total package: planning 
and consultation, hardware, software, installa¬ 
tion, training, supplies and ‘Aftercare’ support 
services. So don’t waste another minute. Call 
MTI now at 800-777-7MTI. 

HOT. 

• Electronic Claims • Integrated Appointments 

• Integrated Word Processing • Graphics • Patient 
Recall • Multiple Fee Schedules • Walkout 
Receipts • Windowing • On Demand Billing 
& Reporting 



9790 Patuxent Woods Drive • Columbia, MD. 21046 • 800-777-7MTI 


foregoing, Respondent’s continued possession of a li¬ 
cense to practice medicine poses an imminent and grave 
danger to public health, welfare, and safety. 

Order 

It is this 21st day of December 1987 by the Commis¬ 
sion on Medical Discipline of Maryland: 

ORDERED that pursuant to the authority vested in 
the Commission by State Government Article, §10-405 
of the Annotated Code of Maryland, Respondent’s li¬ 
cense to practice medicine is hereby SUMMARILY 
SUSPENDED; and it is further 

ORDERED that on presentation of this Order, Re¬ 
spondent shall immediately deliver to the Commission: 

1. His complete license to practice medicine in the 
State of Maryland, and 

2. All permits issued to him to prescribe controlled 
dangerous substances, and it is further 

ORDERED that a hearing shall be held before the 
Commission within thirty (30) days of the date upon 
which the Commission receives a request from the 
Respondent for a hearing to consider this emergency 
suspension. 

HILARY T. O’HERLIHY MD, Chairman 
Commission on Medical Discipline 

• • • 

In the Matter of 
George C. Daniel MD 
Before the 

Commission on Medical Discipline 

Order for Summary Suspension 
of Medical License 

Based on information received from the United 
States Attorney’s Office and the Medical and Chirur- 
gical Faculty regarding the medical practice of George 
C. Daniel MD (the “Respondent”), the Commission on 
Medical Discipline (the “Commission”) makes the fol¬ 
lowing Findings of Fact, Conclusion of Law, and Order. 

Findings of Fact 

Based on all the information known and available to 
it, the Commission has reason to believe that: 

1. Respondent is a licensed physician in Maryland 
and by virtue of his license is authorized to practice 
medicine and prescribe controlled dangerous substances 
in Maryland. 

2. Respondent sold prescriptions to individuals 
whom he never treated as patients for dilaudid, perco- 
dan, and demerol. 

3. Respondent sold prescriptions to individuals 
whom he had never treated as patients and whom he 
did not know for dilaudid, percodan and demerol. 

4. Prior to writing the prescriptions, Respondent did 
neither ascertain whether there was a legitimate medi- 
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cal purpose for prescribing the medications nor perform 
a physical examination or knew of a physical exami- 
m nation which had been performed justifying the writing 

! of these prescriptions. 

5. Respondent wrote these prescriptions on Septem¬ 
ber 15, September 25, and October 8, 1987. 

6. Based on the above Findings of Fact, the Com¬ 
mission has reason to believe that Respondent has 
fradulently or deceptively used a license, is guilty of 
immoral conduct in the practice of medicine, and 
grossly and willfully overcharges for professional serv¬ 
ices, §§14-504(2), (3) and (20) of the Act, and could, 
after notice and an opportunity for a hearing, be repri¬ 
manded, placed on probation, or have his medical li¬ 
cense suspended or revoked as more fully set forth in 
the charge letter attached hereto. 

7. Writing prescriptions for Schedule II drugs, such 
as dilaudid, percodan, and demerol, for an individual 
without any history or physical examination by health 
professional justifying same poses a risk to the health, 
safety, and welfare of that individual. 

8. Writing prescriptions for dilaudid, percodan, and 
demerol without a legitimate medical reason poses not 
only a risk to the health, safety, and welfare of the 
individual for whom the prescription is written, but also 
poses a risk to the society at large. 

9. Respondent was arrested and indicted as a result 
of the above referenced acts, United States of America 
v. George D. Daniel MD, Criminal No. 87-0509, United 
States District Court for the District of Maryland. A 
trial on the charges is scheduled for February 2, 1988. 

10. Respondent is being held in the Baltimore City 
Jail, Baltimore, Maryland without bail until the trial. 

11. Although Respondent is incarcerated, Respond¬ 
ent can make telephone calls and could telephone in 
prescriptions under his still valid Drug Enforcement 
Administration (DEA) and Maryland Division of Drug 
Control registration. 

12. Although Respondent is incarcerated, Respond¬ 
ent can receive visitors who could bring in prescription 
pads enabling Respondent to write prescriptions for 
drugs without a valid medical purpose. 

13. Although Respondent is incarcerated, he can le¬ 
gally still practice medicine and recommend treatment. 

14. Although the US Assistant Attorney General has 
assured the Commission that he will inform the Com¬ 
mission immediately if the Respondent is released from 
the Baltimore City Jail, it is possible for Respondent 
to be released prior to the Commission being notified. 

15. If Respondent is released from jail without emer¬ 
gency action, Respondent could practice medicine and 
write prescriptions. 

16. Respondent’s retention of a Maryland license to 
practice medicine and his ability to prescribe poses a 
grave risk and imminent danger to the health, safety, 
and welfare of the citizens of Maryland. 

Conclusion of Law 

Based on the foregoing facts, the Commission finds 



OAKVIEW 

2.= TREATMENT CENTER 

3100 North Ridge Rd., Ellicott City, Md. 21043 
Baltimore 461-9922 Washington 621-3023 
Outside Maryland 1-800-223-7770 
Within Maryland 1-800-442-0233 


Referrals with many 
happy returns 


If alcohol or other drug addiction is part 
of your patient’s profile...let Oakview 
become part of your treatment team. 


At Oakview we are committed to 
immediate and continuing 
recovery from addiction. 


Our treatment plans reflect 
the involvement of the 
primary physicians in the 
continuum of recovery. 

Oakview s 

Treatment Center - 
an in-patient 
facility for 
adolescents 
and adults. 
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You Should Be Taking 
Care Of Your Patients 
... Not Your Billing! 



Management Systems, Inc. 

Will Speed Up Your Billing 
And “Cure” Ailing Accounts 

MSI implements new methods, designs new programs, and 
enhances existing systems to help physicians improve financial 
controls. 

Our system provides the doctor with fast turnaround time. 
Medicare & Blue Shield claim dispositions occur on a weekly 
basis. 

^ Statements reach patients shortly after services have been 
rendered and your expert care is still fresh in their minds. 
s Insurance rejections are easily resolved. 

^ Self-pay statements are generated as required with clear 
explanations. 


Management Systems, Inc.’s 
“Computer-Side Manner” Is 
The Best 

MSI can provide the level of participation 
each customer requires with a full range of 
services, using a batch system, an online system, or a 
comprehensive turnkey system 

^ Insurance forms are completed and submitted, and self-pay 
statements are mailed 

^ Receipts, deposits, and patient inquiries are handled by MSI. 
^ We manage your accounts receivable 

Our turnkey systems are comprehensive in handling all a 
physician’s billing needs. 

MSI can help physicians structure their office procedures. Our 
years of experience allow us to serve you in an efficient and 
individualized manner. 

Call MS! to find out how we can help you 

(301) 825-5626 


d_b <L_i> a 6 ) 13 

Management Y^^/Systems, Inc. 

7215 York Road, Baltimore, Maryland 21212 



that the public health, safety, and welfare imperatively 
requires emergency action in this case, pursuant to 
State Government Article, §10-405(b) Annotated Code 
of Maryland. 


Order 

It is this 15th day of DECEMBER 1987 by the 
Commission on Medical Discipline: 

ORDERED that pursuant to the authority vested in 
the Commission by State Law Article, §10-405 of the 
Annotated Code of Maryland, Respondent’s license to 
practice medicine in the State of Maryland is hereby 
SUMMARILY SUSPENDED; and be it further 
ORDERED that on presentation of this Order, Re¬ 
spondent shall immediately deliver or have delivered to 
the Commission’s Executive Director: (1) his original 
license from the Board of Medical Examiners (License 
Number D 31838); (2) his renewal card for his license 
to practice medicine from the Board of Medical Ex¬ 
aminers; (3) his federal controlled dangerous substance 
registration certificate; (4) his Maryland State Division 
of Drug Control, controlled dangeorus substances reg¬ 
istration, and (5) any prescription pads on which are 
imprinted his name or registration number; and be it 
further 

ORDERED that a hearing to consider this emergency 
suspension shall be held before the Commission within 
thirty (30) days of the date on which the Commission 
receives a written request for such a hearing from the 
Respondent. 

HILARY T. O’HERLIHY MD, Chairman 
Commission on Medical Discipline 

• • • 

In the Matter of 
Charles Clement Lucas MD 
Before the 

Commission on Medical Discipline 

Findings of Fact, 

Conclusions of Law, and Order 

Based on information coming to its attention, the 
Commission on Medical Discipline of Maryland (“the 
Commission”) determined to charge Charles Clement 
Lucas MD (“The Respondent”) with violating two pro¬ 
visions of §14-504 of Title 14 of the Health Occupations 
Article, Annotated Code of Maryland , the Maryland 
Medical Practice Act (“the Act”). The specific charge 
alleges violation of §14-504(6) and (22) of the Act which 
provides: 

Subject to the hearing provisions of this subtitle, the Com¬ 
mission ... may ... reprimand any licensee, place any licensee 
on probation, or suspend or revoke a license if the licensee: 

Is convicted of or pleads guilty or nolo contendere with respect 
to a crime involving moral turpitude, whether or not any appeal 
or other proceding is pending to have the conviction or plea set 
aside. Section 14-504(6) of the Act. 

Is disciplined by a licensing or disciplinary authority or con- 
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victed or disciplined by a court of any state or country for an act 

that would be grounds for disciplinary action under this section. 

Section 14-504(22) of the Act. 

Respondent was properly notified of the charges and 
allegations by letter dated November 17, 1987. A hear¬ 
ing was scheduled for December 29, 1987. A prehearing 
conference was held on December 3, 1987. Present at 
that prehearing conference were Charles Clement Lu¬ 
cas MD, Respondent; Rose Mary Hatem Bonsack MD, 
Representative of the Commission; and Robert L. Roth, 
Esquire, Administrative Prosecutor. As a result of dis¬ 
cussions and negotiations both at and following the 
prehearing conference, Respondent has agreed to enter 
into the following Consent Order. 

Findings of Fact 

The Commission finds that: 

1. At all times pertinent to the charges, Respondent 
was a physician, licensed to practice medicine in Mary¬ 
land and subject to the jurisdiction of the Commission. 

2. On or about April 7, 1982, in the Superior Court 
Division of the General Court of Justice of the State of 
North Carolina, you were convicted upon your plea of 
guilty to five counts of solicitation in violation of North 
Carolina General Statute §14-3. 

3. As a result of the conviction on June 23, 1986, 
Gordon M. Ambach, Commissioner of Education of the 
State of New York, issued an order suspending your 
license to practice medicine in New York for two years, 
staying the suspension and placing you on probation 
for two years. 

Conclusion of Law 

The Commission, by unanimous vote of those mem¬ 
bers considering this matter, concludes as a matter of 


law that Respondent is GUILTY of violating §14-504(6) 
and (22) of the Act. 

Order 

Based on the foregoing Findings of Fact and Conclu¬ 
sion of Law it is this 15th day of December 1987, by a 
unanimous vote of the quorum of those members of the 
Commission on Medical Discipline of Maryland consid¬ 
ering this case: 

ORDERED that Respondent, Charles Clement Lucas 
MD an individual licensed to practice medicine in 
Maryland is hereby REPRIMANDED for the above 
violations of the Act. 

HILARY T. O ’HERLIHY MD, Chairman 
Commission on Medical Discipline 


Consent 

By this Consent, I agree to accept and submit to this 
Order. I admit the Findings of Fact and Conclusions of 
Law preceeding the Order. I acknowledge the validity 
of the Order as if made after a hearing at which I would 
have had the right to counsel, to confront witnesses, to 
give testimony, to call witnesses on my own behalf, and 
to all other substantive and procedural protections pro¬ 
vided by law. I also recognized that I am waiving my 
right to appeal any adverse ruling of the Commission 
that might have followed any such hearing. By this 
Consent, I waive all such rights. I sign this Consent 
after consulting with my attorney and without reser¬ 
vation, and I fully understand its meaning. 

CHARLES CLEMENT LUCAS MD 



Medicolegal Hotline 
for any emergency 


248-3660 

838-5500 

251-9800 

333-6797 


Edward J. Conner MD 
Augustus F. Brown IV, Esq 

Edward Devin MD 
Ellen A. Callegary, Esq. 


March 
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YOCON' 

YOHIMBINE HCI 


O' R A FATE 

(sucralfate) 


Description: Yohimbine is a 3a-15a-20B-17a-hydroxy Yohimbine-16a-car- 
boxylic acid methyl ester. The alkaloid is found in Rubaceae and related trees. 
Also in Rauwolfia Serpentina (L) Benth. Yohimbine is an indolalkylamine 
alkaloid with chemical similarity to reserpine. It is a crystalline powder, 
odorless. Each compressed tablet contains (1/12 gr.) 5.4 mg of Yohimbine 
Hydrochloride. 

Action: Yohimbine blocks presynaptic alpha-2 adrenergic receptors Its 
action on peripheral blood vessels resembles that of reserpine, though it is 
weaker and of short duration. Yohimbine's peripheral autonomic nervous 
system effect is to increase parasympathetic (cholinergic) and decrease 
sympathetic (adrenergic) activity. It is to be noted that in male sexual 
performance, erection is linked to cholinergic activity and to alpha-2 ad¬ 
renergic blockade which may theoretically result in increased penile inflow, 
decreased penile outflow or both. 

Yohimbine exerts a stimulating action on the mood and may increase 
anxiety. Such actions have not been adequately studied or related to dosage 
although they appear to require high doses of the drug. Yohimbine has a mild 
anti-diuretic action, probably via stimulation of hypothalmic centers and 
release of posterior pituitary hormone. 

Reportedly, Yohimbine exerts no significant influence on cardiac stimula¬ 
tion and other effects mediated by B-adrenergic receptors, its effect on blood 
pressure, if any, would be to lower it; however no adequate studies are at hand 
to quantitate this effect in terms of Yohimbine dosage. 

Indications: Yocon" is indicated as a sympathicolytic and mydriatric. It may 
have activity as an aphrodisiac. 

Contraindications: Renal diseases, and patient’s sensitive to the drug. In 
view of the limited and inadequate information at hand, no precise tabulation 
can be offered of additional contraindications. 

Warning: Generally, this drug is not proposed for use in females and certainly 
must not be used during pregnancy. Neither is this drug proposed for use in 
pediatric, geriatric or cardio-renal patients with gastric or duodenal ulcer 
history. Nor should it be used in conjunction with mood-modifying drugs 
such as antidepressants, or in psychiatric patients in general. 

Adverse Reactions: Yohimbine readily penetrates the (CNS) and produces a 
complex pattern of responses in lower doses than required to produce periph¬ 
eral a-adrenergic blockade. These include, anti-diuresis, a general picture of 
central excitation including elevation of blood pressure and heart rate, in¬ 
creased motor activity, irritability and tremor. Sweating, nausea and vomiting 
are common after parenteral administration of the drug. 1 ' 2 Also dizziness, 
headache, skin flushing reported when used orally. 13 
Dosage and Administration: Experimental dosage reported in treatment of 
erectile impotence. 1 ' 3 4 1 tablet (5.4 mg) 3 times a day. to adult males taken 
orally. Occasional side effects reported with this dosage are nausea, dizziness 
or nervousness. In the event of side effects dosage to be reduced to 'h tablet 3 
times a day, followed by gradual increases to 1 tablet 3 times a day. Reported 
therapy not more than 10 weeks. 3 
How Supplied: Oral tablets of Yocon" 1/12 gr. 5.4 mg in 
bottles of 100’s NDC 53159-001-01 and 1000’s NDC 
53159-001-10. JjpKisgi 

References: 
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McMillan December Rev. 1/85. 

3. Weekly Urological Clinical letter, 27:2, July 4, 
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4. A. Morales et al., The Journal of Urology 128: 
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YOCON* 

YOKIM0JNE HYOflQCHUX. 

1000 TABLETS 


AVAILABLE EXCLUSIVELY FROM 



PALISADES 

PHARMACEUTICALS, INC. 

219 County Road 
Tenafly, New Jersey 07670 

(201) 569-8502 
Outside NJ 1-800-237-9083 


BRIEF SUMMARY 


CONTRAINDICATIONS 

There are no known contraindications to the use of sucralfate. 

PRECAUTIONS 

Duodenal ulcer is a chronic, recurrent disease. While short-term treatment 
with sucralfate can result in complete healing of the ulcer, a successful 
course of treatment with sucralfate should not be expected to alter the 
post-healing frequency or severity of duodenal ulceration. 

Drug Interactions: Animal studies have shown that the simultaneous 
administration of CARAFATE with tetracycline, phenytoin, or cimetidine will 
result in a statistically significant reduction in the bioavailability of these 
agents. This interaction appears to be nonsystemic in origin, presumably 
resulting from these agents being bound by CARAFATE in the gastrointesti¬ 
nal tract. The bioavailability of these agents may be restored simply by 
separating the administration of these agents from that of CARAFATE by 
two hours. The clinical significance of these animal studies is yet to be 
defined. 

Carcinogenesis, Mutagenesis, Impairment of Fertility: No evi¬ 
dence of drug-related tumorigenicity was found in chronic oral toxicity 
studies of 24 months' duration conducted in mice and rats at doses up to 1 
gm/kg (12 times the human dose). A reproduction study in rats at doses up 
to 38 times the human dose did not reveal any indication of fertility impair¬ 
ment. Mutagenicity studies have not been conducted. 

Pregnancy: Pregnancy Category B. Teratogenicity studies have been 
performed in mice, rats, and rabbits at doses up to 50 times the human dose 
and have revealed no evidence of harm to the fetus due to sucralfate. There 
are, however, no adequate and well-controlled studies in pregnant women. 
Because animal reproduction studies are not always predictive of human 
response, this drug should be used during pregnancy only if clearly needed. 

Nursing Mothers: It is not known whether this drug is excreted in 
human milk. Because many drugs are excreted in human milk, caution 
should be exercised when sucralfate is administered to a nursing woman. 

Pediatric Use: Safety and effectiveness in children have not been 
established. 

ADVERSE REACTIONS 

Adverse reactions to sucralfate in clinical trials were minor and only rarely led 
to discontinuation of the drug. In studies involving over 2,500 patients, 
adverse effects were reported in 121 (4.7%). Constipation was the most 
frequent complaint (2.2%). Other adverse effects, reported in no more than 
one of every 350 patients, were diarrhea, nausea, gastric discomfort, indi¬ 
gestion, dry mouth, rash, pruritus, back pain, dizziness, sleepiness, and vertigo. 

DOSAGE AND ADMINISTRATION 

The recommended adult oral dosage for duodenal ulcer is 1 gm four times a 
day on an empty stomach. 

Antacids may be prescribed as needed for relief of pain but should not 
be taken within one-half hour before or after sucralfate. 

While healing with sucralfate may occur during the first week or two, 
treatment should be continued for 4 to 8 weeks unless healing has been 
demonstrated by x-ray or endoscopic examination. 

HOW SUPPLIED 

CARAFATE (sucralfate) 1-gm pink tablets are supplied in bottles of 100 and 
in Unit Dose Identification Paks of 100. The tablets are embossed with 
MARION/1712. Issued 3/84 
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2. Marks IN, in Hellemans J, Vantrappen G (eds): Gastrointestinal Tract Dis¬ 
orders in the Elderly. Edinburgh, Churchill Livingstone, 70-81,1984. 

3. Krentz K, Jablonowski H, in Hellemans J, Vantrappen G (eds): Gastrointes¬ 
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Specialized ulcer therapy 


When advancing age 
signals reduced 
acid secretion 



jp 







If your duodenal ulcer patient is over 55, decreased 
mucosal resistance is more likely to cause an ulcer than 
hypersecretion of acid-pepsin.' A tendency toward lower 
acid secretion with advancing age has been shown. 23 


Declining gastric secretion and age' 



Age Group 


CARAFATE® (sucralfate/Marion) makes sense as 
initial ulcer therapy for the elderly. Carafate provides ulcer 


healing rates comparable to H, antagonists without the 
risk of systemic side effects or drug interactions—an impor¬ 
tant benefit for older patients. 

The unique, nonsystemic action of Carafate enhances 
the body's own ulcer healing ability, strengthening the muco¬ 
sal structure as it protects damaged tissue from further injury. 

When advancing age signals reduced acid secretion, 
choose the specialized ulcer therapy of safe, nonsystemic 
Carafate. 


Nothing works like 


OlRAFATE 

sucralfate/Marion 


Please see adjoining page for references and brief summary of prescribing information. 
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Then thousands... 


First hundreds... 


Soon more than a million. 


Soon more than a million insulin users 
will be taking Humulin. 

And no wonder. Humulin is identical to the insulin produced 
by the human pancreas—except that it is made by rDNA 
technology. 

Humulin is not derived from animal pancreases. So it con¬ 
tains none of the animal-source pancreatic impurities that 
may contribute to insulin allergies or immunogenicity. 

The clinical significance of insulin antibodies in the com¬ 
plications of diabetes is uncertain at this time. However, high 
antibody titers have been shown to decrease the small 
amounts of endogenous insulin secretion some insulin 
users still have. The lower immunogenicity of Humulin has been 
shown to result in lower insulin antibody titers; thus, Humulin 
may help to prolong endogenous insulin production in 
some patients. 


Any change of insulin should be made cautiously and 
only under medical supervision. Changes in refinement, 
purity, strength, brand (manufacturer), type (regular, NPH, 
Lente®, etc), species/source (beef, pork, beef-pork, or 
human), and/or method of manufacture (recombinant DNA 
versus animal-source insulin) may result in the need for a 
change in dosage. 


DIET... EXERCISE... 

Humulin (S) 

human insulin 
(recombinant DNA origin) 


gas. a ;Hr« S 

IQOuflltMW« '00 units pof nil ..||)0 - * >»0 .. 

™ ,i “ u Humulinn Humulin II 

Humulin l Humulin IH 


Lilly Leadership 

IN DIABETES CARE 




Eli Lilly and Company 

Indianapolis, Indiana 
46285 


For your insulin-using patients 


© 1987, ELI LILLY AND COMPANY 


HI-2907-B 
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Doctors take Note 


University of Maryland School of Medicine 

CME Courses: For each course additional informa¬ 
tion may be obtained by contacting Program of Contin¬ 
uing Education, University of Maryland School of Med¬ 
icine, Room 300, MSTF, 10 South Pine St., Baltimore, 
MD 21201 (301-328-3956). 

Mar 24—25 Fourth National Traumatic Brain 
Injury Symposium “The Neglected Disease,” spon¬ 
sored by the Speech-Communication Disorders Pro¬ 
gram, MIEMSS, Shock Trauma Center, Baltimore. 
Info: R. Schwartz 301-328-6101. 

Mar 25—26 Symposium on Urologic Cancer, 
Omni International Hotel, Baltimore. Fee: $175; 10+ 
AMA Cat I credits. 

Apr 6 Infections in the Elderly, Sheraton Inner 
Harbor Hotel, Baltimore. Fee: $25; 5 AMA Cat I credits. 

Apr 14-15 Second Annual Department of Fam¬ 
ily Medicine Weight Disorders Symposium —In¬ 
ternational Hotel at BWI Airport. Fee: $100; 10 AMA 
Cat I credits. AAFP credits available. 

Apr 21 Selected Topics in Internal Medicine, 
UMAB Campus, Baltimore. Eighth in series of Dean’s 
Conferences. Fee: $25; 5 AMA Cat I credits. AAFP 
credits available. 

May 16—18 Second International Conference 
on the Ilizarov Techniques, Sheraton Premiere, Ty¬ 
sons Corner, VA. Fee: $575; 15 AMA Cat I credits. 

Jun 16—17 Seventh Annual OB/GYN Sympo¬ 
sium, Annapolis Hilton Hotel, Annapolis. Fee: $125; 
AMA Cat I credits and ACOG cognates available. 

Jun 19—24 Fourteenth Annual Family Medi¬ 
cine Review Course, Sheraton Fontainebleau Inn & 
Spa, Ocean City. Fee: $395 (daily rates available); 20+ 
AMA Cat I credits. AAFP credits available. 

Visiting Professor Program —Director of speak¬ 
ers and topics available for area hospitals and other 
health care organizations. No administrative fee is 
charged. Info: 301-328-3956. 

Visiting Practitioner Preceptorships —Oppor¬ 
tunity for physicians to participate in clinical situations 
in the University of Maryland Medical Systems. Re¬ 
quires approval from clinical department/division 
heads. Direct inquiries to CME. AMA Cat I credits 
available. Direct all inquiries to CME (301-328-3956) 

Departmental Rounds and Conferences— 

Weekly, hands-on and lecture presentations hosted by 
the University’s clinical departments. Hour-for-hour 
AMA Cat I credits available. Brochure available. 


A tradition of 

home care 
excellence 
for over 



Providing a comprehensive 
range of home care services. 

Skilled Nursing 

IV Therapy 

Hospice Care 

Home Health Aides 

Physical Therapy 

Occupational Therapy 

Speech Therapy 

Medical-Social Work 

Additional Services Available 

Nutrition Services 

Enterostomal Therapy Consultation 

Clinical Pharmacy Consultation 

539-3961 


Advanced Trauma Life Support Provider/In¬ 
structor Programs, sponsored by University of Mary- 
land/MIEMSS. Fee: $350-500; 16-22 CME Cat I cred¬ 
its. Info: Melody Nelson 301-328-2919. 

Apr 14, 15—Provider 
May 19, 20-Provider 


wm 


VISITING NURSE 


Since 1895 ASSOCIATION 
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Jun 16, 17—Provider 
Jun27, 28—Provider 
Jul 14, 15—Provider 
Aug 18, 19—Provider 
Sep 14—16—Instructor 
Oct 13, 14—Provider 
Nov 17, 18—Provider 
Dec 15, 16—Provider 

• • • 

Miscellaneous Meetings 

Mar 25—27 Fifth Annual Greenbrier Psycho- 
pharmacologic Program, sponsored by the Psychi¬ 
atric Institute Foundation, Washington, DC held at the 
Greenbrier, White Sulphur Springs, WV. Fee: $260; 11 
CME Cat I credits. Info: A. Cannamela (202-828-1888). 

Mar 28—30 NIH Consensus Development Con¬ 
ference: Kidney Stones—Prevention and Treat¬ 
ment, Masur Auditorium, Warren Grant Magnuson 
Clinical Center, NIH, Bethesda. Info: Conference Re¬ 
gistrar, Prospect Assoc., Ste 500, 1801 Rockville Pike, 
Rockville, MD 20852 (301-468-MEET between 8:30 
a.m. and 5 p.m.). 

Apr 1 Tardive Dyskinesia: Demographics, 
Risk, and Treatments, at the Psychiatric Institute 
Foundation, 4460 MacArthur Blvd, NW, Washington, 
DC 20007, noon to 1:15 p.m. Registration required (202- 
944-3584). Additional info: M. Burge (202-828-1888). 

Apr 8-9 Current Topics in Adolescent Psychia¬ 
try, sponsored by the Psychiatric Institute Foundation, 
Washington, DC and held at the Park Hyatt Hotel, 
24th at M St NW, Washington, DC 20037. Fees: $160 
for two days; student/resident/intern, $100 for two 
days. 11 CME Cat I credits for physicians; 11 Cat A 
credits for psychologists. Info: A. Cannamela (202-828- 
1888). 

Apr 14-16 Common Hand Problems and Acute 
Injuries of the Hand and Upper Extremity— 
Chronic Wrist Pain, Park Hyatt Hotel, Washington, 
DC, sponsored by the National Hand Research and 
Rehabilitation Fund, Inc. Fee: $300, 19 Cat I credits. 
Info: M. Sorenson, The Hand Surgery & Rehabilitation 
Center, 622 Massachusetts Ave., NE, Washington, DC 
20002 (202-829-1000). 

Apr 19 Point/Counterpoint—Inpatient vs Out¬ 
patient: Competitive or Compatible? sponsored by 
the Psychiatric Institute Foundation, Washington, DC 
and held at the Conference Center at National Place, 
National Press Bldg, 13th Floor Lounge, 14th and F 
Sts NW, Washington, DC 20045. Fee: $10 for program/ 
breakfast: 1.5 Cat I CME credits. Info: A. Cannamela 
(202-828-1888). 

Apr 20—24 Second Annual Review and Update 
in Critical Care Medicine, cosponsored by the Cen¬ 
ter for Bio-Medical Communication and George Wash¬ 
ington University School of Medicine, to take place in 
the Washington, DC area. Fee: $675. Info: Svetlana 
Lisanti 201-385-1808. 


Apr 22-24 Third International Interdiscipli¬ 
nary Conference on Hypertension in Blacks, 

Hyatt Regency Hotel, Inner Harbor, Baltimore. Info: 
C. Cate, International Society on Hypertension in 
Blacks, 69 Butler St SE, Atlanta, GA 30303 (404-589- 
3810). 

Apr 22—24. Twenty-third Annual Pediatric 
Springfest: Adolescent Medicine, Infectious Dis¬ 
ease, and Office Pediatrics. 11.5 AMA Cat I credits, 
11.5 AAP PREP credits, and 1.2 CEU credits by Vir¬ 
ginia Commonwealth University. Info: Ann Potter 804- 
786-0494. 

May 2—4 NIH Consensus Development Confer¬ 
ence: Cochlear Implants, Masur Auditorium, War¬ 
ren Grant Magnuson Clinical Center, NIH, Bethesda. 
Info: Conference Registrar, Prospect Assoc., Ste 500, 
1801 Rockville Pike, Rockville, MD 20852 (301-468- 
MEET between 8:30 a.m. and 5 p.m.). 

May 4-6 1988 Region II & III High Blood 
Pressure Control Conference, Omni Hotel in Rich¬ 
mond, VA. Info: P. Ciavarella or J. Richardson, confer¬ 
ence co-chairpersons, Virginia Dept, of Health 804-786- 
4065. 

May 6 Psychiatric Outcomes of Neurodevelop- 
mental Disabilities, Psychiatric Institute of Wash¬ 
ington Gymnasium, 4460 MacArthur Blvd NW, Wash¬ 
ington, DC 20007, Noon-l:15 p.m. Registration re¬ 
quired (but no fee) for program/lunch; 1 Cat I credit 
for physicians; 1 Cat A credit for psychologists. Info: 
M. Burge (202-828-1888). 

May 11—15 Maryland Academy of Family Phy¬ 
sicians Annual Meeting and Scientific Session, 

Sheraton Fountainebleau Inn & Spa, Ocean City. Info: 
E. Barr 301-747-1980. 

Jun 27-29 NIH Consensus Development Con¬ 
ference: Perioperative Red Cell Transfusion, Ma¬ 
sur Auditorium, Warren Grant Magnuson Clinical Cen¬ 
ter, NIH, Bethesda. Info: A. Manning, Prospect Assoc., 
Ste 500, 1801 Rockville Pike, Rockville, MD 20852 
(301-469-MEET). 

Shady Grove Adventist Hospital, 9901 Medical 
Center Drive, Rockville, MD 20850. Grand Rounds: 

Mar 24 Clinical Approach in Evaluating Male Re¬ 
productive Disorders 

• • • 

The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium Building unless 
otherwise indicated. Sponsored Continued Education 
Activities for 1987-1988. Info: Office of Continuing 
Education, 720 Rutland Ave., Turner Auditorium, Bal¬ 
timore, MD 21205 (301-955-5880). 

Mar 19—20 Hemodynamic Monitoring/Patient 
Care and Pulmonary Artery Catheterization. Fee: 
$390; 14 AMA Cat I credits. Info: J. Ryan 301-955- 
6046. 

Apr 11—16 Pediatric Trends 1988. Fee: $500, 
residents and fellows $350; 45 AMA Cat I credits, 45 
PREP AAP credits. Info: P. Macedonia 301-955-6085. 
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Apr 22—23 Pediatric/Adult Clinical Update in 
Allergy for the Practicing Physician, Annapolis 
Ramada, Annapolis. Fee: $225. Info: P. Macedonia 301- 
955-6085. 

Apr 29 Ophthalmic Nursing Seminar—Update 
’88. Fee: $65 or $55 in per person for groups of 7 or 
more. Appropriate credits have been applied for. Info: 
P. Macedonia 301-955-6085. 

Jun 1—18 First Summer Institute in Environ¬ 
mental Studies, sponsored by The Johns Hopkins 
School of Hygiene and Public Health, Department of 
Environmental Sciences. Info: Dr. J. Corn 301-955- 
2609. 

Jun 2—3 Broyles Symposium: The Science and 
Surgery of Laryngeal Cancer. Fee: $275; 13 AMA 
Cat I credits. Info: F. Boling 301-955-6085. 

Jun 20—22 An Advanced Pediatric Life Sup¬ 
port Course. Fee: $415; 20 AMA Cat I credits, other 
appropriate credits pending. Info: P. Macedonia 301- 
955-6085. 

Jul 10—13 March of Dimes Clinical Genetics 
Conference: Heritable Disorders of Connective 
Tissue and Skeletal Dysplasias, Baltimore, Conven¬ 
tion Center. Fees: before June 1, $150; thereafter, $175. 
Student rates available. 21 AMA Cat I credits, 2.1 
CEUs. Info: C. Kearney 301-955-3168. 


Dow Jones Industrial Average 



DID 

BLACK MONDAY 

PUT YOU IN THE 


Control your financial future and realize a return 
on your investment of 23% or more!* 

SAFELY!!! 

Realize all of the positive aspects of real estate investment, 
while you eliminate all of the negatives. 


NO NEGATIVE CASH FLOW NO TENANT HASSLES 
NO CLOSING COSTS NO MAINTENANCE WORRIES 

NO QUALIFYING PROBLEMS NO PROPERTY MANAGEMENT FEES 

AND ALL WITH ONLY 10% DOWN! 


offered exclusively by 



Columbia Lakefront Office • The Ryland Bldg. • Columbia. MO 21044 

Office: 730-7400 Res.: 796-2090 

•klkm-r 

mw l _ *Return on investment is based on an annual appreciation of 8%. 




Reproductive Endocrinology Lecture Series 
1988, Thursdays through May 12, 3:30 to 4:30 p.m., 
Jones Conference Rm. Houck Bid, Rm 246, 600 N. 
Wolfe St, Baltimore, MD 21205. Free to members of 
the medical profession; 1 AMA Cat I credit per hour. 
Info: F. Boling 301-955-6085. 

Ophthalmic Electrophysiology Technician 
Training Course (on-going 1-week course by appoint¬ 
ment). The Wilmer Eye Institute, Baltimore. Info: C. 
M. Kearney. 

The Department of Radiology and Radiological 
Sciences offers several courses in abdominal and ob¬ 
stetrical ultrasound: Courses scheduled 1/11/88-12/5/ 
88. Info: Celia Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer 
5/9-13, 8/8-12, 11/14-18. Fee $460; 40 AMA Cat I 
credits. 

Advanced Obstetrics & Gynecology 4/6-8. Fee: 
$325; 24 AMA Cat I credits. 

Advanced Practicum in Ultrasound 12/5-9. Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians is offered throughout the year 
for experience in the lab and participation in read-in 
sessions; by appointment only. Fee: $460; 40 AMA Cat 
I credits. 

Johns Hopkins Medical Grand Rounds: Ac¬ 
credited audiovisual continuing education series of case 
discussion for clinicians: 30 topics/year in 5 bimonthly 
programs. Individual and group subscriptions; 40 AMA 
Cat I credits. Info: 301-955-3988. 



ESIGNERS, 

MAKERS, and MERCHANTS 
OF PRECIOUS JEWELS 
and the famous 
CHESAPEAKE BAY 
COLLECTION 

From our collection of 
remarkable diamond rings 
in many shapes and sizes. 

Through three generations, our philosophy has 
remained the same: to provide excellent work and 
traditional personal service—the finest possible 
value at the lowest possible cost. 

Oscar Caplan 



&cpnsfr 


Jewelers at 
the Bench 
Since 1905 


BALTIMORE: 314 N. Charles St. • 685-8800 
TOWSON: 616 York Rd. • 823-5995 
EASTON, Maryland: Tidewater Inn • 822-1553 
Major Credit Cards Honored 
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ARE YOU A NATURAL FOR 


AW 
WA 


MEMBERSHIP? 


YOU ARE if you are a physician, a nurse, or a pharmacist who 
wants to submit a readable and publishable article to a pro¬ 
fessional journal. 

YOU ARE if you are a professional writer, an editor, or a 
graphics designer in the health care field who wants to be¬ 
come even more creatively productive. 

YOU ARE if you are a medical communicator who wants to 
know and use the best contemporary verbal/visual techniques 
for conveying information. 

YOU ARE if you want to meet, on social and professional 
levels, the many kinds of people described who conduct and 
participate in relevant, stimulating workshops and seminars in 
all parts of the country. 

YOU ARE if you fill out, clip, and mail this coupon j. 

Executive Director, AMWA 
5272 River Road, Suite 410 
Bethesda, Maryland 20816 

YES I want to know more about AMWA. 

NAME_ .... . _ .... __ __ _ 


TITLE (or specialty) 
ADDRESS_ 


CITY 


STATE 


AMERICAN 
MEDCAL WRITERS 
ASSOCIATION 


AW 
i\\A 


Doctor, Planning to Relocate? 

If you are moving or planning to, please let us 
know so that you won’t miss a single issue of the 
Journal. Just fill out the form below and mail it to: 
Doris Cicchini, Journal, 1211 Cathedral St., Balto., 
MD 21201. 

Old Address: 

Name: . 

Address: . 

City/Town: . 

State: .Zip Code: . 

New Address: 


Name: . 

Address: .,. 

City/Town: . 

State:. Zip Code: . 

Telephone: . 

IMPORTANT: Date Effective: . 

Signature: . Date: 


Maryland Advertisers: 

TO ADVERTISE IN THE JOURNAL 
CALL 


Intramedia Network Corporation 
Trade Publication Division 

301-539-0123 


If arthritis 
isn't so serious, 
why is it costing 
America over 
14 billion dollars 
ayear? 


One in seven Americans has arthritis. 

And it often strikes them in their peak earning years. 

Every day, thousands of wage-earners are forced to leave their 
jobs. They can no longer cope with the pain and crippling of arthritis. 

And that costs. 

It costs in medical and disability payments, lost wages, lost taxes and lost time in 
the work place. Over twenty-seven million working days are lost each year because of it. 

The Arthritis Foundation is the only voluntary health organization fighting arthritis 
on every front. We sponsor research, self-help programs, and professional and 
public education. 

But we cant do it alone. 

Support the Arthritis Foundation. Contact your local chapter or write: Arthritis 
Foundation, Department A, P.O. Box 19000, Atlanta, 

Georgia 30326. 

A 

IT S TIME WE TOOK ARTHRITIS SERIOUSLY. FOUNDATION 
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Attention: Member Photographers 

The Maryland Medical Journal is building a file of Maryland pictures to use on 
our covers. Please submit your best shots of scenes around the state. If there can 
be a medical connection, so much the better. We can use 

black and white 

color 

verticals 

glossy prints (not slides or negatives) 

We will either reduce or enlarge your prints to MMJ cover size (approximately 
8 1/2 X 11). Send your nonreturnable photos to MMJ, 1211 Cathedral Street, 
Baltimore, MD 21201. 


Maryland Medical Journal 
April 1988 

History of Nonpenetrating Chest Trauma and Its Treatment 
Secular Changes in Case Mix of SCI Patients at Montebello 
Deafness Associated with Rocky Mountain Fever 

May 1988—National High Blood Pressure Month 
Hypertension and Diabetes 
Diabetic Neuropathy and Hypertension 
Epidemiology and Risk Factors for Stroke 
More about Lipid Disorders: Their Identification & Treatment 
Alcohol and Hypertension 
Hypertension and End-stage Renal Disease 
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PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Faculty of the State of Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872. 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resume to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate. 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


WANTED 


Medical House Officers 
General Medicine/ICU-CCU 
Nights and Weekends 

REQUIREMENTS: 

MD license, completion of accredited Internal Medicine 
residency program, ACLS and ICU/CCU experience 
preferred. 


BENEFITS: 

Free meals, malpractice coverage, competitive salary, 
attractive bonus package, pleasant working conditions. 


To reply, please call Ms. Lu Alt, 362-3027. 


>Y 


BON SECOURS HOSPITAL 


2000 West Baltimore Street 
Baltimore, MD 21223 




i 


Dx: recurrent 

ijnuiA* M ' Knm 



herpes labialis 

“HERPECIN-L is my treatment of choice for 
perioral herpes.” GP, NY 

“HERPECIN-L appears to actually prevent the 
blisters . . . used soon enough.” DDS, MN 

“HERPECIN-L*. . . a conservative approach 
with low risk/high benefits.” MD, FL 

“Used at prodromal symptoms . . . blisters 
never formed . .. remarkable.” DH, MA 

“(In clinical trials)... response was dramatic. 
HERPECIN-L . .proven far superior” DDS, PA 

“All patients claimed shorter duration ... at 
prodromal symptoms . . . HERPECIN-L 
averted the attacks.” MD, AK 


OTC. See P.D.R. for information. For samples to make 
your own clinical evaluation, write; Campbell Laboratories, 
Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y. 
10150 


In Maryland, HERPECIN-L is available at all Revco, 
RiteAid and other select pharmacies. 








Had 

Eiaoagfe? 

SPEND THE SUMMER AT THE BEACH 
AND GET PAID FOR IT ! 

Become a part of our team! 

We offer — 

• Excellent Pay 

• Flexible Schedule 

• Comfortable Housing 

• Beach Club Privileges 

• All Equipment & Supplies 
. . . and enjoy the beach 

Doctors Housecall 
Network 

301 - 583 - 61 09 OCEAN CITY, MD. 



X-RAY 

EXPERTS 


539-1888 

• 24-hour expediency 

• Exact film duplication of original x-rays 

• Available for your experts review/ 

insurance/legal responses 

• Convenient downtown location 

• Competitive prices 

“Our expertise shines through everytime. 
We make no bones about it.” 


Duplication 

Services 



Give us a call 
1-800-782-XRAY 


A Step Above... 


Roland Park North is a step above ordinary townhome living. In its final phase, with 4 levels of luxurious 
living space, two-car garages, over-sized decks, fully-equipped custom kitchens by Stuart, seven skylights, fireplaces 
and luxurious master bath suites, it’s everything you’ve come to expect in a Roland Park home. . . and more. 
Visit our furnished model today or call Esther Fitez at 323-9494, open daily 12-5 or by appointment; closed 
Wednesday. 5700 block of Roland Avenue, South of Lake Avenue. Priced from $319,500. 


tiofr The Strutt Group 

628-2207 
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HOUSE PHYSICIAN: Full-time and part- 
time positions available. Minimal re¬ 
quirements — Maryland license, 2 years 
residency, ACLS certified. Excellent 
salary. Pleasant work environment. 

Contact: Michael A. Stang, M.D. 

Carroll County Gen. Hospital 
Westminster, MD 21157 
(301) 857-6924 


PHYSICIAN 

Primary Care Internist for part-time Medical Clinic 
Coordinator. Multispecialty community center, Inner 
Harbor area. Affiliated with teaching community 
hospital. Private practice opportunity. Clinical preven¬ 
tive & screening program development & communi¬ 
ty involvement available immediately. Apply with CV 
& references to: 

I.A. Razzak, M.D., Chairman 
Ambulatory Care Department 
6701 N. Charles St. 

Baltimore, MD 21204 

_ (301) 828-2688 _ 


PHYSICIANS WANTED 

Six man Internal Medical Group located in Chevy 
Chase, Md. is currently looking for an Internist who 
is willing to practice general internal medicine 
preferably, but not necessarily with a sub-speciality 
in rheumatology & clinical allergy. 

Please contact: 

Dr. George Mishtowt 
5454 Wisconsin Avenue 
Chevy Chase, MD 20815 
(301) 656-9170 


PHYSICIANS: M.D.’s with general medical, 
surgical, or Family Practice background to work 
as urgent care physicians in busy hospital 
Emergency Department. Part-time/Full-time 
positions available. 

For details, contact: 

Dan K. Morhaim, M.D. 

Franklin Square Hospital Center 
9000 Franklin Square Drive 
Baltimore, MD 21237 
(301) 682-7046 _ 


ORTHOPAEDIST 

A highly successful multi-specialty group 
with three orthopaedic surgeons is search¬ 
ing for a fourth orthopaedist. 

All types of general orthopaedic problems 
are treated; however, due to the significant 
volume of back injury cases we encounter, 
an interest in spinal injuries is important. 

The income potential for an ambitious or¬ 
thopaedic surgeon is excellent. The practice 
is located in a growing Mid-Atlantic state only 
20 miles from a beach resort area. Baltimore 
& Philadelphia are also within close 
proximity. 

If you are interested, please submit your cur¬ 
riculum vitae & references to: 

Mr. J. Stokes 
P.O. Box 19 
Milford, DE 19963 


INTERNIST WITH INTEREST 
IN HYPERTENSION 

The Hypertension Division of the Depart¬ 
ment of Medicine at the University of 
Maryland Hospital is recruiting a full-time 
clinician-educator who is BE/BC in medicine 
through training at an academic medical 
center and wishes to participate in, and 
develop further, a highly successful clinical 
practice in Hypertension and Internal 
Medicine. Additional duties include attend¬ 
ing on medical and hypertension in-patient 
and clinic services, participation in clinical 
research and teaching of students, house 
staff and fellows. 

Send Curriculum Vitae to: 

Elijah Saunders, M.D. 

Head, Hypertension Division 
University of Maryland Hospital 
22 South Greene Street 
Baltimore, MD 21201 
Maryland encourages women and members 
of minority groups to apply. 
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Classified Ads 


OBSTETRICIAN-GYNECOLOGIST. Montgomery 
County desires associate. For details calls 301-774-6500. 


NEUROLOGIST SEEKS COLLEAGUE in Washing¬ 
ton DC area. Established practiced weighted toward pe¬ 
ripheral NS, EMG, and occupational medicine. Need 
experienced, hard-working, BC colleague with similar 
interests. Excellent financial arrangement. Reply with 
CV to Box 26 MMJ , 1211 Cathedral St., Baltimore, MD 
21201. 


CARDIOLOGY: INVASIVE/NONINVASIVE POSI¬ 
TION AVAILABLE IMMEDIATELY FOR BE/BC 
cardiologist(s) to join BC cardiologists in group practice 
in suburban Washington. Base salary and incentives de¬ 
pending on experience. Potential for partnership. Ad¬ 
vanced Heart Care, P.O. Box 1129, W. Bethesda, MD 
20917. 


PHYSICIAN WANTED IMMEDIATELY: general 
surgery, minor trauma, or industrial medicine back¬ 
ground helpful. Write: P.O. Box 23664, Baltimore, MD 
21203. 


SALE: 30-year practice, equipment, and home in north¬ 
west Baltimore County. Box 2 MMJ , 1211 Cathedral 
St., Baltimore, MD 21201. 


MARYLAND—BC/BE PEDIATRICIAN for estab¬ 
lished, busy, dynamic four-physician pediatric practice 
in Southern Maryland, 45 min south of Washington. 
Send CV to Box 664, Leonardtown, MD 20650. 


CLASSIFIED ADVERTISING 
(for Med-Chi members only) 

$3.50 per line per insertion 

Members of the Medical and Chirurgical Faculty shall be entitled 
to one complimentary ad insertion for personal, noncommercial 
use in any consecutive 12-month period. (PAs count as one mem¬ 
ber.) Items will be related to the practice of medicine. Widow's of 
members shall be entitled to two complimentary insertions for the 
disposal of the deceased physician’s practice or equipment. 

MARYLAND MEDICAL JOURNAL 
1211 Cathedral St.. Baltimore. MD 21201 


MEDICAL SURGEONS OFFICE TO SHARE- 

—Pikesville Office to sublease with private consultation 
room: X-ray and lab available. Parking lot; near public 
transportation; immediate occupancy. Dr. Abeshouse, 
116 Slade Ave., Baltimore, MD 21208 or call 
301-484-8066 except on Tuesday. 


NEW MEDICAL OFFICE SPACE TO SHARE in 
Towson part-time or evenings: excellent parking. Call 9 
to 5 (301-828-5151). 


OWINGS MILLS/PIKESVILLE OFFICE to sublease 
at Beltway Exit 20 N in Commercecenter. Fully fur¬ 
nished, private consultation room, 3 exam rooms, lab 
facilities, parking. Ideal for satellite location 
301-486-4445. 


BUSY PEDIATRIC PRACTICE has office space to 
share in our satellite office located in Upper Marlboro. 
Newly decorated and fully equipped 301-292-2200. 


FOR SALE: office telephone system, numerous built- 
ins with sinks and cupboards 301 -821-8181. 


FOR SALE: electrocardiograph Hewlett-Packard, 
Model 1500A, excellent condition, $350 
(301-764-6764). 


BC/BE General Internist, who 

desires to work hard to join 2 busy BC 
Internists in the Balto. Met. area. Active 
inpatient load in 2 hospitals. 

Reply: 

P.O. Box 589 
Randallstown, MD 21133 


Liberty Medical Center, a 282 bed com¬ 
munity hospital, is seeking a Board Cer¬ 
tified Cardiologist to serve as Chief of 
Cardiology. 

Send inquiries to: 

Ronald F. Sher, M.D. 

2600 Liberty Heights Ave. 
Baltimore, MD 21215 
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MacKenzie and Associates is pleased to announce the 
construction of a 57,000 square foot 

Medical Office Building 

containing a 12,000 square foot ambulatory surgical center 
in the McDonogh Crossroads Office Park 
Owings Mills, Maryland 

We are proud to welcome the following group of doctors who will 
have offices in the building and utilize the ambulatory facilities: 


Michael J. Schultz, M.D. 
Marc H. Gertner, M.D. 
Richard B. Damewood, M.D. 
Gary Hamamoto, M.D. 
Mark E. Gann, M.D. 

Larry Becker, M.D. 
Jerome P. Reichmister, M.D. 
William I. Smulyan, M.D. 
Jack L. Wapner, M.D. 
Robert D. Keehn, M.D. 
Mark S. Rosenthal, M.D. 

Stanley Brull, M.D. 

Stephen P. Cohen, M.D. 
Edwin S. Epstein, M.D. 
Bruce W. Berger, M.D. 
Steven R. Jaskulsky, M.D. 

Lionel Glassman, M.D. 


Lawrence D. Pinkner, M.D. 
Wisit Boonn, M.D. 

Dean P. Kane, M.D. 

Michael Weiss, M.D. 
Douglas McCorkle, M.D. 

Marc Lowen, M.D. 

Samuel Muher, M.D. 
Richard J. Bass, M.D. 
Sandra D. Quartner, M.D. 
Ernest Scher, M.D. 

Marvin M. Sager, M.D. 
Ralph B. Epstein, M.D. 

Gerald B. Feldman, M.D. 
Murray D. Pearlman, M.D. 
Sally E. Sondergaard, M.D. 

Sheldon M. Glusman, M.D. 
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New this year. . . 

One more reason to join the AM A 


Special benefit packages available with 1988 membership 

A diverse membership has diverse needs, and the AMA is committed to addressing those 
needs. This year we’re introducing something new when you join the AMA or renew your 
membership. In your AMA Membership Kit you’ll have the opportunity to sign up for one 
of three benefit packages of publications, conferences, participatory panels, focused issue 
updates, etc., on topics related to the area you designate. Each package is tailored to address 
your particular interests: 

■ Medical and scientific information and education designed to enhance your practice, 
profession, and the public health. 

■ Representation concentrated specifically on economic concerns, such as professional 
liability and third party reimbursement. 

■ Representation on a broad range of issues, including not only economic concerns, but also 
quality of care, ethical issues, public health, and scientific issues. 

To receive your full range of benefits, select one and only one of these free packages by filling 
out the business reply card in your AMA Membership Kit. 

Please look for the card in your AMA Membership Kit and return it promptly. Your new 
benefit package is one more way the AMA supports you as a physician. 



James H. Sammons, MD 
Executive Vice President 


American Medical Association 535 North Dearborn Street; Chicago, Illinois 60610 
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People who have nothing to prove 
tend to prove it by buying a Mercedes-Benz. 


Case in Point: 


THE MERCEDES-BENZ 
300 SEL 

No ordinary six cylinder, this 3-liter masterpiece 
produces 177 vibrant horsepower. Enough to propel 
this immensely solid sedan and its 100 cubic feet 
of sumptuously comfortable, leather-upholstered 
interior to a test-track maximum of over 120 mph. 

All accomplished with the inimitable grace that 
distinguishes the Mercedes-Benz S-Class. Come 
sample its impeccable road manners...soon. 

Valley motor/ 

* Mercedes-Benz 


9800 YORK ROAD 

SALES* LEASING •SERVICE* PARTS* BODY SHOP 
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YOUR ROCHE REPRESENTATIVE 
WOULD LIKE YOU TO HAVE < 
SOMETHING THAT WILL... 




JUMipilHillllU 

mm lill EJ 





... improve patient satisfaction with office visits 
... improve patient compliance with your instructions 
... reduce follow-up calls to clarify instructions 


The new Roche product books 

• Offer a supplement to, not a substitute for, patient contact 

• Support your specific instructions to the patient 

• Provide a long-term reinforcement of your oral counseling 

Because you are the primary source of medical information for your patients, 
we invite you to look over the Roche Product Booklets shown below and ask 
your Roche representative for a complimentary supply of those applicable to 
your practice. 
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MEDICATION 

ME 

EDUCATION 


Medicines that matter from people who care 






































COMMITOTO 

r> EXCELLENCE 



Presenting 

the winners of the 1988 

Roche President’s Achievement Awards 


Roche Laboratories is proud to honor these outstanding sales representatives, 
chosen for their unparalleled dedication to the health-care field, professionalism 
and consistent high level of performance. Please join us in congratulating these 
exceptional individuals. 



Turn to the preceding page and find out how your award-winning 
Roche representative can help both you and your patients. 
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"Breakfast with Cabbages and Kings" 


Jerry N. Patterson, Ph.D. 

Director, Education and Training 
University of Alabama Hospitals 

Guest Speaker and Complimentary Continental Breakfast 
190th Med-Chi Annual Meeting 
Thursday, April 28, 1988 
8:30 a.m. -10:15 a.m. 

Room 108 - Hall E 


Patients are wondering what happened to 
the "good old doctor," doctors are wondering 
what happened to the "good old patient." 
Many patients now seem to be consumers, de¬ 
manding not only individualized and humane 
care, but low cost, convenience, and perfect re¬ 
sults. Physicians find themselves caught up in 
a storm of expectations which they must sin¬ 
gle-handedly navigate in order to achieve 
and maintain quality patient care. 

Increasing patient expectations and a break¬ 
down of the doctor-patient relationship can 
add to the risk of malpractice claims against 
physicians. 


How can we hope to control this situation? Is 
the answer in the 5 % solution? 

Join us for a complimentary continental 
breakfast during the 190th Med-Chi Annual 
Meeting and hear Jerry N. Patterson, Ph.D., 
Director, Education and Training, University 
of Alabama Hospitals. Medical Mutual is 
pleased to sponsor this engaging speaker on 
Thursday, April 28, 1988, from 8:45 a.m. -10:15 
a.m. Coffee and danish will be served at 8:30. 

After Dr. Patterson speaks, be sure to take 
the special card to the Medical Mutual booth 
for your chance to win a personal television. 

Mark your calendar for April 28! 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle*Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 









































The MML Network 

Quality and Accessibility... 



24 hours a day, 

The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 

Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 


7daysaweek! 

Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 



Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY. INC. 


1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301) 247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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At last there’s a weight reduction program that 
you can control! 



Obesity, a disease, is associated 
with multiple health risks. 

The LIFE PLUS™ program, offered exclusively 
to Physicians, allows you to provide your 
overweight patients with a safe, effective weight 
loss program within your own practice. 

Based on a multi-disciplinary approach, this 
physician supervised weight reduction program 
combines protein sparing modified fasting, 
nutrition education, life style changes and 
exercise to achieve successful medical and weight 
loss results. 


■ 

. 


The LIFE PLUS™ program comes complete with: 

• Easy to follow program development 
instructions and video 

• High quality nutritional meal supplements and 
patient support materials 

For additional information on how to develop 
this rewarding program for your practice, call 
1-800-541-3121 or (301) 771-4001. Or write to 
Benn Kel Corporation, Nutritional Products 
Division, P.O. Box 1179, Sparks, MD 21152-9981. 


LifePlus 


PHYSICIAN SUPERVISED 
WEIGHT REDUCTION 
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Meridian wants you to know 


What you should know about 
Meridian Healthcare services and 
facilities . 


Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite” care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients’ families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 


21 West Road 

Baltimore, Maryland 21204 

301-296-1000 



MERIDIAN 



Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians' information and referral guide. 


Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PA’s with need for more than one information kit, please 
indicate the number of additional kits needed_ 
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DIAGNOSTIC 
ASSAY SERVICES 



Radio Immuno Assay 
Specialists In: 

Fertility Testing 
Early Pregnancy Detection 
Esoteric Steroid Metabolism Studies 
CEA-Roche ™ Monitoring 

9108 Gaither Road 
Gaithersburg, MD 20877 

D.C. Area 840-9220 
Balt. 792-9460 

Toll Free - Nationwide - 800-638-4000 
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The 4 Stages of a 
Physician’s Economic Life * 


• • • 



Age 


...and how to get help along the way: 

Your road to financial independence and wealth 
can start from wherever you may be. Some of our 
physician clients didn’t begin until late in life. 

But those who started sooner are doing better. 

The big thing is to start. 

We can help you define your objectives, prepare 
a careful roadmap, counsel and monitor your progress 
along the way...and submit written reports quarterly. 

Write or call me, William I. Kissinger, CPA, 

President — for more information or a copy of our 
small descriptive brochure. 


A 

Kissinger Advisory, Inc. 

A Registered Investment Advisor 
A Subsidiary of Kissinger Financial Services, Inc. 

Advisors and Planners 

Individuals • Self-Employed Professionals • Institutions • Closely-Held Firms 

1919 York Road, Timonium, Maryland 21093 
Telephone: 301/252-3400 Modem: 301/252-3623 


♦Chart copyright © 1988 by Kissinger Advisory, Inc. 
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Adele Wilzack, R.N., M.S. 
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Epidemiology and Disease Control Program 


■I EPIDEMIOLOGY AND DISEASE CONTROL NEWSLETTER 
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201 W. Preston Street/Baltimore, Maryland 21201/(301) 225-6700 


APRIL 1988 

ROCKY MOUNTAIN SPOTTED FEVER 

Rocky Mountain spotted fever (RMSF) is caused by Rickettsia 
rickettsii. The microorganism enters primarily the endothelial 
cells of small capillaries and venules, and produces a vasculitis 
with intravascular coagulation. 

The incubation period is usually a week, but may range from 
one to ten or more days, and is probably a function of the size 
of the inoculum. Disease onset is frequently sudden with fever, 
headache, and myalgias. A rash appears on the third to fifth 
day. The lesions are macular, rose colored, blanching, and one to 
four millimeters in size. The rash first appears on the feet and 
hands and then rapidly spreads to the trunk. Two-thirds of 
patients have the rash on the palms and the soles. If treatment 
is delayed, the rash becomes petechial and then purpuric. Some 
fulminant cases may end in death within five days prior to the 
onset of rash. Recent studies have shown that up to 25 % of 
patients may have coryza, dyspnea, pulmonary edema or 
interstitial pneumonia. Clinically inapparent cases have also 
been described. 

The most frequent misdiagnosis is measles or atypical 
measles in vaccinated children. Other febrile illnesses to be 
considered in the differential diagnosis are meningococcemia, 
typhoid fever, leptospirosis, infectious mononucleosis, scarlet 
fever, rheumatic fever, rubella, and enteroviral infections. 

Treatment should be started early based on clinical 
diagnosis. Tetracycline (25-50 mg/kg/per day) which should not 
be given to children less than nine years old, or chloramphenicol 
(50 mg/kg/per day) is given orally in four divided doses and 
continued for two-three days after the temperature reaches 
normal. Treatment is given for five to seven days. 

To confirm the clinical diagnosis (definite case) CDC and 
the Council of State and Territorial Epidemiologists recommend: 









1. Four-fold or greater rise in antibody titer to the 
spotted fever group antigen by immunofluorescent 
antibody (IFA), complement fixation (CF), latex 
agglutination (LA), microagglutination (MA), or indirect 
hemagglutination (IHA) test. 

2. Single titer ^ 1:64 by IFA or ^ 1:16 by CF. 

3. Positive immunofluorescence of skin lesion obtained by 
biopsy or of organ tissue at autopsy. 

4. Isolation of R. rickettsii. 

Probable cases are indicated by: 


1. Four-fold rise in titer or a single titer ^ 1:320 by 
Proteus OX-19 or OX-2. 

2. Single titer >, 1:128 by LA, IHA or MA. 

Convalescent blood is best obtained two to three weeks after 
the onset of illness. Occasionally, the rise in titers may be 
delayed for four or more weeks if antibiotic therapy is initiated 
early. 

RMSF is not directly spread from person-to-person. 
Transmission ordinarily occurs through the bite of an infected 
tick. In the eastern and southern parts of the country, the 
common vector is the dog tick (Dermacentor variabilis); in the 
Rocky Mountain states--the wood tick (Dermacentor andersoni). 
Higher humidity and temperature, and the proper vegetation, 
influence tick distribution. Studies on the prevalence of 
infection in ticks have shown that in a given area, only a small 
percentage of ticks are infected and this has given rise to the 
concept of geographic islands of infection. Ticks remain 
infected for life (18 months) and the adult female transmits the 
rickettsiae transovarially to all of its larvae for up to 12 
generations. Ticks might also become infected by feeding on an 
infected mammal. In the winter months, the ticks hibernate and 
R. rickettsii exists in a non-virulent phase. The virulent, 
infection-causing phase may be reactivated within several hours 
of the ticks' having had a fresh blood meal or when the tick is 
incubated at 37°C for 24 hours. 

Ticks require different hosts while going through the stages 
of egg, larva, nymph and adult. A study in Maryland and Virginia 
in the late sixties showed that 15 different mammals, including 
field mice, and 18 types of birds can be intermediate hosts and 
reserviors of infection. Dogs, in which infection and illness 
can occur with rickettsemia lasting for at least two weeks, are 
most often implicated in the transmission of infected ticks to 
humans. 



Reporting of RMSF in the USA started in 1920. Introduction 
of effective antibiotics in 1949 marked a decline in reports and 
drastic reduction in fatal cases. A rise in numbers was noted 
during the Seventies, probably due to better reporting and 
surveillance stimulated by CDC. The illness occurs from April 
through September, with highest incidence among children less 
than ten years of age. 

The incidence rate in the USA in 1986 was 0.32 cases per 
100,000 with 755 reported cases. In 1987, the incidence was 0.24 
cases per 100,000 with 592 cases reported (provisional data). In 
1986, the South Atlantic region (which includes Maryland), 
accounted for 44 percent of the total number of cases in the 
United States. Mortality, which is at present about three 
percent, consistently shows the highest rates in the 40-59 year 
old age group. Fatalities are directly related to delay in 
diagnosis, failure to obtain history of tick exposure, travel in 
counties with tick-infested areas and inappropriate antibiotic 
treatment. 

In Maryland, in 1987, 43 patients with RMSF were reported 
for an incidence of one case per 100,000 population. This was a 
48% increase from 1986, when 29 cases were reported at the rate 
of 0.7 per 100,000. All patients were investigated, followed-up 
and CDC RMSF Case Report forms were submitted on 100 % of them. 
The first three cases were noted in April, most occurred in May 
(15) and June (13), and the last one in September. Most affected 
were Anne Arundel and Talbot counties, each with six cases, 
followed by Harford (4), Dorchester (3) Frederick (3) and 
Montgomery (3). Garrett, Howard, Kent, Somerset and Wicomico had 
none. Two cases belonged to the same family. The youngest 
patient was 17 months old, the oldest 80 years of age, but 40% 
were 14 or less and almost 80% were less than 36. The male to 
female ratio was 1.5 to 1 and 88 % were white. Seventy-nine 
percent of reported cases required hospitalization; admission 
occurred on average on the 4.4th day after the onset of symptoms 
with treatment starting at the same time. Most physicians 
treated their patients with chloramphenicol (18), followed by 
tetracycline (13) or both (5). There were no fatalities and all 
patients recovered fully. Twenty-seven (63 percent) of the cases 
were confirmed by IFA, CF, or FA of skin obtained through biopsy 
or by latex agglutination. Two cases were categorized as 
probable; and the rest were not confirmed, mainly because the 
patients or their parents (in the case of minors) refused further 
testing. Sixty-seven percent of the patients had the history of 
a tick bite or attachment within fourteen (14) days of onset, 21 
percent had visited a known tick infested area; the rest had no 
available history of exposure. 

RMSF should be reported to the local health department. We 
urge physicians treating such patients to try to obtain 
convalescent blood to confirm the clinical diagnosis. 




RECOMMENDED METHOD FOR TICK REMOVAL: 

Ticks should be removed by grasping them gently with 
tweezers as closely as possible to the point of attachment and 
pulling slowly and steadily. If a portion of the mouth part 
remains, it should be treated like any other small foreign body; 
it may cause irritation, but it will not increase the risk of 
contracting RMSF. The fingers, protected with tissue paper, may 
be used to remove a tick from a person if tweezers are not 
available, but should always be washed after the removal of a 
tick. The fingers should not be used to de-tick dogs. Persons 
living and working in tick-infested areas should be educated 
about the prevention, symptoms, and signs of the disease. No 
vaccine against RMSF is currently available. Preventing RMSF is 
best accomplished by avoiding tick-infested areas and by frequent 
and careful searches for ticks on the body of persons who may 
have been in such areas. 



Prophylactic treatment of individuals that had tick bites or 
attachments is not recommended. Instead, the patient should take 
and record oral temperature twice a day, at 8 a.m. and 8 p.m. for 
two weeks. At the first sign of temperature above baseline, a 
physician should be notified immediately, blood specimen should 
be drawn for serological tests and specific antirickettsial 
therapy begun promptly. Delayed treatment increases 
complications and the probability of death. 

REFERENCES ARE AVAILABLE UPON REQUEST. 










“Get Back to Work!” 


He would if he could. 

But, like many, this man 
has been injured on-the-job. 

WORKSTART is a back to 
work rehabilitation program 
specifically designed to evaluate 
a worker’s physical capabilities 
and assist in a safe and timely 
return to work. 

This physician-directed program 
utilizes an integrated, multi¬ 
disciplinary approach towards 
rehabilitation, and is completely 
supervised by occupational and 
physical therapists. 

For the physician, WORKSTART removes the guesswork from 
the return-to-work prescription and assists in rating the individuals 
level of impairment and in the identification of malingering. 

It’s your responsibility to get him back to work... .It’s 
our responsibility to help. WORKSTART 

Our specialized focus on outpatient services includes Physical Therapy 
Occupational Therapy • Speech/Language Pathology 
Cardiac, Pulmonary and Sports/Work Injury Rehabilitation. 

Transportation is available. 

Medical st°%r ion Center 

661-7400 

9512 Harford Road (at the Beltway), Baltimore, Maryland 21234 
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HBP Commentary 


A Practical Approach to Dietary Therapy 
for Patients with High Blood Cholesterol Levels 

The Report of the Expert Panel on Detection, Evaluation and Treatment of High 
Blood Cholesterol in Adults, National Cholesterol Education Program, contains a 
detailed and practical approach to dietary therapy for the patient classified as having 
high total blood cholesterol and high-risk LDL-cholesterol. We have adapted relevant 
sections of the Report. 


Three dietary habits typically contribute signifi¬ 
cantly to elevated blood cholesterol. First is a high 
intake of saturated fatty acids. The average intake is 
13 to 15 percent of total calories, but many Americans 
consume 15 to 20 percent of their calories as saturated 
fatty acids. Second is a relatively high intake of choles¬ 
terol. Many patients with high-risk LDL-cholesterol 
levels exceed the current average intake of about 350 
to 450 mg per day. Third is a high caloric intake that 
exceeds body requirements and commonly causes obe¬ 
sity. The aim of dietary therapy is to reverse these 
excesses while maintaining and promoting good nutri¬ 
tion. Diet is the cornerstone of treatment of high- 
risk cholesterol levels. The view that diet modifica¬ 
tion is impractical or doomed to failure is not justified 
for most patients. Many individuals have modified their 
diets and obtained a substantial reduction in cholesterol 
levels. 

The new Adult Treatment Guidelines of the National 
Cholesterol Education Program describe specific ther¬ 
apies for high blood cholesterol; modification of diet is 
an essential element.* The initial diet modifications 
recommended for patients are very similar to those 
recommended by the American Heart Association and 
other organizations as part of a population-based ap¬ 
proach for lowering cholesterol. Diet recommendations 
are detailed to provide to patients in a medical treat¬ 
ment setting with an intensive type of dietary interven¬ 
tion referred to as “dietary treatment.” The diets rec¬ 
ommended in the Adult Treatment Report are consist¬ 
ent with good nutrition, and their aim is to achieve 
healthy eating patterns. Physicians should emphasize 
to patients that the goal is not a temporary “diet” but 
a permanent change in eating behavior. 

Step-One and Step-Two Diets 

Diet modification should occur in two steps, as out¬ 
lined and compared in Table 1. The Step-One Diet 
calls for the reduction of the major and obvious sources 


*MMJ 37 (1988):24-25. 


HBP Commentary is contributed by the Maryland Commis- 
a ‘% sion on High Blood Pressure and Related Cardiovascular 
f \ Risk Factors, 201 W. Preston St., Baltimore, MD 21201 
(301-225-5891). Editors: R. Patterson Russell MI), Past 
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and Carol Lewis MPH, ScD, Executive Director. 


of saturated fatty acids and cholesterol in the diet; for 
many patients this can be achieved without a radical 
alteration in dietary habits. The Step-Two Diet re¬ 
quires careful attention to the whole diet so as to reduce 
the intake of saturated fatty acids and cholesterol to a 
minimal level compatible with an acceptable and nutri¬ 
tious diet. Saturated fatty acids and cholesterol are not 
essential nutrients, and neither is required in the diet. 
The body can make these lipids in abundance, and they 
can be transported from one tissue to another to assure 
that any local shortage is supplied by lipids produced 
elsewhere in the body. The real need is to reduce dietary 
saturated fatty acids and cholesterol to the levels re¬ 
quired to achieve the goals of LDL-cholesterol lowering 
while providing a diet that is nutritious and palatable. 
The fat-modified diets proposed in the Report are de¬ 
signed to achieve these aims. 

Adherence to the prescribed diet is facilitated by 
monitoring the patient’s response. The Step-One Diet 
should be employed for three months, and if the desired 
response is not obtained despite good diet adherence, 
the patient can progress to the Step-Two Diet for 
another three months. During this period, serum cho¬ 
lesterol levels should be monitored at regular intervals 
(described below). 


For most patients, dietary therapy to lower 
serum total and LDL-cholesterol should be 
employed for at least six months before con¬ 
sidering drugs. Exceptions to this approach 
are patients with severe elevations of blood 
cholesterol and patients with definite CHD. 


Most patients should be able to adopt and adhere to 
the Step-One Diet. Table 2 outlines ways to achieve the 
goals of dietary therapy, and a copy may be given to 
the patient along with additional educational materials. 
It should be emphasized to the patient that the recom¬ 
mended diet can be both tasty and nutritious and that 
many choices of high-quality and acceptable foods are 
available in stores and restaurants. 

A few general dietary changes underlie implementa¬ 
tion of the Step-One Diet. To decrease intake of total 
fat, saturated fatty acids, and cholesterol, attention 
should be given to reducing foods containing butter fat: 
butter, cheese, ice cream, cream, whole (4 percent) milk, 
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Table 1. Dietary Therapy of High Blood Cholesterol 


Nutrient 


Recommended Intake 

Step-One Diet 


Step-Two Diet 


Total fat 


Less than 30% of total calories 


Saturated fatty acids Less than 10% of total calories Less than 7% of total calories 

Polyunsaturated fatty acids Up to 10% of total calories 

Monounsaturated fatty acids 10 to 15% of total calories 


Carbohydrates 
Protein 
Cholesterol 
Total calories 


50 to 60% of total calories 
10 to 20% of total calories 

Less than 300 mg/day Less than 200 mg/day 

To achieve and maintain desirable weight 


Table 2. Recommended Diet Modifications to Lower Blood Cholesterol 

The Step-One Diet 


Fish, chicken, turkey, and lean meats 

Skim and low-fat milk, cheese, yogurt, 
and dairy substitutes 


Eggs 

Fruits and vegetables 
Breads and cereals 

Fats and oils 


Choose 

Fish, poultry without skin, lean cuts of 
beef, lamb, pork or veal, shellfish 


Skim or 1% fat milk (liquid, powdered, 
evaporated) 

Buttermilk 


Nonfat (0% fat) or low-fat yogurt 
Low-fat cottage cheese (1% or 2% fat) 
Low-fat cheeses, farmer or pot cheeses 
(all of these should be labeled no 
more than 2-6 g fat per oz) 


Sherbet 

Sorbet 

Egg whites (2 whites = 1 whole egg in 
recipes), cholesterol-free egg substi¬ 
tutes 

Fresh, frozen, canned, or dried fruits 
and vegetables 

Homemade baked goods using unsatu¬ 
rated oils sparingly, angel food cake, 
low-fat crackers, low-fat cookies 

Rice, pasta 

Whole-grain breads and cereals (oat¬ 
meal, whole wheat, rye, bran, multi¬ 
grain, etc.) 

Baking cocoa 

Unsaturated vegetable oils: corn, olive, 
rapeseed (canola oil), safflower, se¬ 
same, soybean, sunflower 

Margarine or shortenings made from 
one of the unsaturated oils listed 
above 

Diet margarine 

Mayonnaise, salad dressings made with 
unsaturated oils listed above 

Low-fat dressings 

Seeds and nuts 


Decrease 

Fatty cuts of beef, lamb, pork, spare 
ribs, organ meats, regular cold cuts, 
sausage, hot dogs, bacon, sardines, 
roe 

Whole milk: (4% fat) regular, evapo¬ 
rated, condensed; cream, half and 
half, 2% milk, imitation milk prod¬ 
ucts, most nondairy creamers, 
whipped toppings 
Whole-milk yogurt 
Whole-milk cottage cheese (4% fat) 

All natural cheeses (e.g., blue, roque- 
fort, camembert, cheddar, swiss) 
Low-fat or “light” cream cheese, low-fat 
or “light” sour cream 
Cream cheeses, sour cream 
Ice cream 

Egg yolks 


Vegetables prepared in butter, cream, 
or other sauces 

Commercial baked goods: pies, cakes, 
doughnuts, croissants, pastries, muf¬ 
fins, biscuits, high-fat crackers, high- 
fat cookies 

Egg noodles 

Breads in which eggs are major ingredi¬ 
ent 

Chocolate 

Butter, coconut oil, palm oil, palm ker¬ 
nel oil, lard, bacon fat 


Dressings made with egg yolk 


Coconut 
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and even 2 percent milk. Only lean cuts of meat should 
be selected, visible fat should be trimmed away, and fat 
should be allowed to drain from meat after cooking. 
The skin of chicken should be removed, and fish should 
be substituted frequently for meat. Consumption of egg 
yolks and organ meats (liver, brain, sweetbreads) should 
be reduced. Shrimp, lobster, and other shellfish contain 
varying amounts of cholesterol but are low in fat, and 
thus may be eaten occasionally. The vegetable oils rich 
in saturated fatty acids (coconut oil, palm kernel oil, 
and palm oil) are used in some commercial foods and 
food products; products that list these ingredients on 
the label generally should be avoided. 

An important adjunct to long-term change in eating 
behavior is a regular exercise program. Especially useful 
forms of exercise are activities that require movement 
of the body over distance: walking, climbing stairs, 
running, cycling, and swimming. Improvements in car¬ 
diovascular fitness result from exercising regularly at 
moderate intensity for 15 to 30 minutes at least every 
other day. However, vigorous exercise must be carried 
out with caution in high-risk persons and only with the 
advice of a physician and under the supervision of 
trained personnel. 

Expected Responses to Dietary Therapy 

The degree of reduction of LDL-cholesterol levels 
that can be achieved by dietary therapy depends on the 
dietary habits of the patient before starting the diet and 
on the inherent responsiveness of the patient. In gen¬ 
eral, patients with high cholesterol levels show a greater 
absolute reduction in total and LDL-cholesterol con¬ 
centrations than do individuals with relatively low cho¬ 
lesterol levels. Metabolic ward studies suggest that 
switching from the typical American diet to the Step- 
One Diet could reduce cholesterol levels on average by 
30 to 40 mg/dl. Advancing to the Step-Two Diet can be 
expected to cause a further decline of approximately 15 
mg/dl in cholesterol levels. Some individuals may dem¬ 
onstrate even greater reductions on the two diets, and 
others will have lesser responses. Most of the decrease 
in total blood cholesterol occurs in the LDL fraction. 

Health Professionals’ Roles in Dietary Charge 

The success of dietary therapy will depend to a large 
extent on the physician’s attitudes, knowledge, and 
skills in motivating the patient and in organizing a 
team approach to dietary therapy. A positive attitude 
on the part of the physician is absolutely vital. The 
physician should describe to the patient his/her cate¬ 
gory of high blood cholesterol and should give an over¬ 
view of the therapeutic plan. The role of diet and 
possibly drugs should be discussed. The physician will 
need to review the patient’s past dietary history. The 
patient should be questioned about current dietary hab¬ 
its with special attention to intakes of food rich in 
saturated fatty acids and cholesterol. The need to mod¬ 


ify eating behavior to achieve the goals of therapy 
should be indicated, and the plan for carrying out 
dietary treatment, as it involves other members of the 
team, can be described. Finally, the physician has a 
vital role to play in monitoring response, in reinforcing 
the diet message, and in leading the therapeutic team. 
For assessing adherence to the diet, the physician can 
review the contents of Table 2 with the patient at 
follow-up visits. 

The physician’s staff should receive appropriate 
training for their roles in patient management, includ¬ 
ing aiding in further dietary assessment and in dietary 
education and counseling. Nurses and other assistants 
can play key roles in educating patients, in promoting 
behavioral changes, and in monitoring dietary changes. 
Various educational materials produced by the National 
Cholesterol Education Program and the American 
Heart Association can assist in dietary education for 
patients. 

For some patients referral to a registered dietitian 
(RD) can facilitate dietary instruction and monitoring 
of adherence. RDs are educated in the science of nutri¬ 
tion and are professionally trained in dietary interven¬ 
tion. They must meet uniform standards for registra¬ 
tion. The term “nutritionist” is used in a variety of 
ways. Some nutritionists are registered dietitians, but 
others may not be registered and may not have the 
clinical training in dietary counseling of an RD. Al¬ 
though such nutritionists may play a role in dietary 
education, referral to a registered dietitian is particu¬ 
larly valuable for more intensive dietary therapy, such 
as the Step-Two Diet, and evaluation of nutritional 
adequacy. Patients who had difficulty in adhering or 
responding to the Step-One Diet also have much to 
gain from counseling by a registered dietitian. Patients 
who are not initially successful in the Step-One Diet 
may be referred to a dietitian for another Step-One 
Diet trial before progressing to the Step-Two Diet. 

Dietitians can be identified through local hospitals 
as well as through state and district affiliates of the 
American Dietetic Association, (208 South LaSalle 
Street, Chicago, IL 60604), which maintains a roster of 
dietitians and responds to written requests for assist¬ 
ance in locating a registered dietitian in a given area. 
Dietitians with particular expertise in cholesterol man¬ 
agement are available in most large medical centers 
where they are often part of a multidisciplinary lipid 
clinic team or cardiac rehabilitation team. 

Monitoring and Follow-up 

After the patient starts the Step-One Diet, the total 
blood cholesterol level should be measured at four to 
six weeks and at three months. This will allow the 
patient time to adopt new eating habits and to respond 
to the dietary change. At the end of three months, the 
physician should assess the patient’s adherence to the 
diet plan and response to dietary therapy, judged on 
the basis of the change in blood cholesterol level. If the 
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response is satisfactory, that is, if the total cholesterol 
monitoring goal is met (<240 mg/dl without definite 
CHD or two other risk factors, <200 mg/dl with definite 
CHD or two other risk factors), then the LDL-choles- 
terol level should be measured to confirm that the LDL- 
cholesterol goal has been met. If the LDL goal is met, 
long-term monitoring can begin. If the response is not 
satisfactory, the patient generally should be referred to 
a registered dietitian and to the Step-Two Diet or to 
another trial on the Step-One Diet. If the latter, the 
patient should be reevaluated after four to six weeks 
and three months with progression to the Step-Two 
Diet if the response is still not satisfactory. 

On the Step-Two Diet, blood cholesterol levels 
should be measured after three to four weeks and three 
months of therapy. After three months of treatment 
with the Step-Two Diet, the physician should reassess 
the patient’s adherence and response to the diet. If the 
desired goal for lowering blood cholesterol has been 
attained, and a measurement of LDL-cholesterol level 
confirms that the LDL goal has been met, long-term 
monitoring can begin; if not, drug therapy should be 
considered. 


Reevaluation 

A follow-up measurement of the patient’s cholesterol 
level should be done at one year and then at one to two 
year intervals. More frequent follow-up or measure¬ 
ments of lipoprotein fractions can be made at the 
discretion of the physician. Extra attention should be 
given to the follow-up of young adults with borderline- 
high blood cholesterol. Periodic determinations of blood 
cholesterol will indicate to the patient the physician’s 
heightened and continuing concern. Knowledge that 
the cholesterol level will be checked periodically should 
motivate the patient to adhere to the recommended 
diet, and such measurements will enable the physician 
to detect an increase in cholesterol level to the high 
blood cholesterol range, should that occur. 

To obtain a copy of the Adult Treatment Panel’s full 
report, write to: National Cholesterol Education Pro¬ 
gram, National Heart, Lung, and Blood Institute, C-200, 
Bethesda, MD 20892. 


HELP WANTED 

PEDIATRICIAN 


Full Time/Part Time for an established practice. 
Attractive Package. Call 362-3027. 




BON SECOURS HOSPITAL 

2000 West Baltimore Street 
Baltimore, MD 21223 


You Should Be Taking 
Care Of Your Patients 
... Not Your Billing! 



Management Systems, Inc. 

Will Speed Up Your Billing 
And “Cure” Ailing Accounts 

MSI implements new methods, designs new programs, and 
enhances existing systems to help physicians improve financial 
controls. 

Our system provides the doctor with fast turnaround time. 

^ Medicare & Blue Shield claim dispositions occur on a weekly 
basis. 

s Statements reach patients shortly after services have been 
rendered and your expert care is still fresh in their minds. 
Insurance rejections are easily resolved. 

Self-pay statements are generated as required with clear 
explanations. 

Management Systems, Inc.’s 
“Computer-Side Manner” Is 
The Best 

MSI can provide the level of participation 
each customer requires with a full range of 
services, using a batch system, an online system, or a 
comprehensive turnkey system. 

^ Insurance forms are completed and submitted, and self-pay 
statements are mailed. 

Receipts, deposits, and patient inquiries are handled by MSI. 
^ We manage your accounts receivable 

Our turnkey systems are comprehensive in handling all a 
physician's billing needs. 

MSI can help physicians structure their office procedures. Our 
years of experience allow us to serve you in an efficient and 
individualized manner. 

Call MS! to find out how we can help you 

( 301 ) 825-5626 


Management Systems, Inc. 

7215 York Road, Baltimore, Maryland 21212 
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V 



Additional Services 

• Drug/Drug Interaction 

• Overdue Acct. Collection 

• Continuing Medical 
Education 


Hospitals/HMOs 

• Census 

• Lab 

• Xray 


Communication Services 

Electronic Mail 
Word Processing 
Bulletin Board 

Medical and Commercial Data Bases 


Physicians 

• Patient Referral 

• Information Interchange 

• Networking 


Third Party Claims 

• Blue Shield 

• Medicare B 

• Commercial Carriers 


I 

I 


Linking the Maryland health care community through a 
broad range of clinical and office support sen/ices 


For membership information contact: 

LifeCaid" 

INTERNATIONAL, INC. 

502 Washington Ave., Suite 300 
Towson, Maryland 21204 

494-4800 
































RELATIVE 

VALUE 

SCALES 


Executive Director's Newsletter 

April 1988 


During the 1987 AMA Annual Meeting, the Board of 
Trustees filed a report that described the status of 
the Harvard/AMA RVS Project. The report indicated 
that use of the Harvard/AMA RVS in a Medicare fee 
schedule system appears likely. 

The following data on the resource costs of providing 
physician services were used in the development of the 
RVS: Time involved in providing the service or 

procedure (including preoperative and postoperative 
times); Intensity of services (defined as encompass¬ 
ing technical skill, physical and mental effort, 
judgment, and risk to the patient); Amortized cost of 
specialty training (including factors such as length 
of residency training and earnings by specialty); and 
practice costs (including professional liability 
insurance premiums). 

Several issues still must be addressed by the AMA, 
such as including the possibility of gradual imple¬ 
mentation, monetary conversion factors to change the 
RVS to physician payments, updating mechanisms for 
both the RVS and conversion factor, and specialty and 
geographic variations. 

The Board remains convinced that an RVS resulting from 
this study could be the basis for a Medicare physi¬ 
cians reimbursement system that would be acceptable to 
the federal government, Medicare beneficiaries, and 
medicine. However, the Board continues to emphasize 
that the AMA is not committed to support any RVS 
implementation that would violate AMA policies, 
especially the Association's long-standing position 
against mandatory acceptance of third-party payment as 
payment in full. The Board will continue to inform 
the House of Delegates and the Federation about the 
progress of the Harvard/AMA RVS project. 


Med-Chi has received complaints that the Medicare 
carrier, Blue Cross and Blue Shield of Maryland, has 
issued letters to physicians denying unassigned 
claims because of the carriers perception that the 
medical care rendered was not medically necessary. 
Med-Chi is on record as vigorously opposing this 
action because of its obvious and inherent administra¬ 
tive problems and because of the damaging effect this 
has on physician/patient relationships. 


MEDICARE 








OBSTETRICAL 

MALPRACTICE 

SURVEY 


The carrier has been requested to provide information 
on the number of such letters directed to physicians 
regarding the denial of unassigned claims for "the 
lack of medical necessity," the number of appeals 
initiated by physicians, and following appeal, the 
number of referrals made from the initial determi¬ 
nation of "medically unnecessary." Med-Chi members 
are requested to provide examples of this action taken 
by either Medicare carrier in Maryland. 


In early March, a survey was sent to the 623 Med-Chi 
members who identified themselves in the Faculty's 
membership records as specializing in obstetrics. To 
date, 336 surveys have been returned, a 54% response. 
Of those who responded, 226 physicians indicated that 
they continue to practice obstetrics today. 

The survey asked how physicians' would respond to 
increases in medical malpractice insurance costs. Of 
the responding obstetricians, 14% indicated a 15% 
increase in the rate would force them to stop 
practicing obstetrics; 3% indicated they would move 
their practice to another state; 11% indicated they 
would move up their planned retirement date. When 
those results were examined with respect to the age of 
the respondents, a 15% increase in malpractice 
insurance rates would cause 22% of the respondents 
under the age of 50 to stop practicing obstetrics or 
move out of state. 

A jump of 25% in the insurance rates would force 31% 
of the responding obstetricians to stop practicing 
obstetrics. Another 9% indicated they would seek 
to set up practice in another state, and 15% would 
move up their planned retirement dates. Such an 
increase would cause 48% of the respondents under 
the age of 50 to stop practicing obstetrics in 
Maryland. 

If the rates skyrocketed by 35%, 43% of the respond¬ 
ents would stop practicing obstetrics. Another 14% 
would move to another state, and 13% would seek early 
retirement. Of the respondents under age 50, 69% 
stated that an increase of this magnitude would force 
them to stop delivering babies in Maryland. 

While these figures are based on subjective responses 
to hypothetical questions, they do indicate the 
inclinations of "high-risk" physicians and suggest 
that the malpractice crisis is at the breaking point. 

Similar surveys were sent to Faculty members who 
specialize in neurosurgery, orthopedic surgery, and 
emergency medicine. Watch for an article in MMJ 
detailing the full results. 





PRO PROJECT 


WOMEN IN 
MEDICINE 


GENERIC 

SUBSTITUTION 


CANCER RISK 
OF PESTICIDES 


If you have not done so, please complete the PRO 
survey published in the March 1988 issue of the MMJ . 
and return it to the Faculty office. 

The survey was designed to measure physicians' 
problems resulting from regulations established by 
HCFA and carried out by the Delmarva Foundation for 
Medical Care. Prompt return of the questionnaire to 
Med-Chi will assist us in quantifying the extent of 
the problem. 


It is well known that women do not join organized 
medicine at the same rate as their male colleagues. 
While we are making gains in student membership at the 
local level, women residents and young women 
physicians are joining at a lower rate than their male 
colleagues. 

Thus, May has again been designated as "Women in 
Medicine Recruitment Month." Med-Chi's Membership 
Department encourages all component medical societies 
to target membership recruitment toward women physi¬ 
cians and medical students. The number of women in 
medicine is continuing to increase. More than ever we 
need to reach out to this unrepresented group and make 
women physicians and medical students a vital and 
growing part of our medical society. 


The Maryland Board of Pharmacy's ruling on generic 
substitution is summarized by the following: 

In Section 12-508 of the Health Occupations article, 
"express intent by a prescriber to dispense a pre¬ 
scription" under this section means that the 
authorized prescriber must, in his or her own 
handwriting, indicate on the face of the prescription 
that it is to be dispensed exactly as written and no 
generic equivalent may be used by the pharmacist in 
filling the prescription. The physician must write 
"DISPENSE AS WRITTEN" or other language clearly 
indicating this. Other acceptable indications in the 
physicians own handwriting are "DAW" or "DNS." 

At the November 18, 1987 meeting of the Board of 
Pharmacy, it was determined that checking a block 
indicating that a generic equivalent may not be used 
is NOT ACCEPTABLE. Blocks or checks should be dis¬ 
regarded since they provide no real indication of the 
physician's handwriting. 


The AMA's Council on Scientific Affairs recently 
presented a report on the cancer risk of pesticides in 
agricultural workers. In summary, the report stated 




that a large number of pesticidal compounds have 
exhibited genotoxicity or carcinogenicity in animal 
and in vitro screening tests, but none except 
arsenic and vinyl chloride have been proved to be a 
carcinogenic in man. The primary hazards of 
pesticides in man involve acute toxicity from dermal 
contact with or inhalation of a relatively large dose. 
One recommendation of the report suggested how 
physicians might deal with an emergency involving an 
acute pesticidal exposure. 

Physicians should avail themselves of the compre¬ 
hensive toxicological data supplied by their regional 
poison control centers, as well as be familiar with 
other useful services. The National Pesticides 
Telecommunications Network (NPTN) is a toll-free 
service (1-800-858-7378) with information on the 
recognition of pesticide poisoning and recommended 
treatment protocols. The Environmental Protection 
Agency's Recognition and Management of Pesticide 
Poisonings and The Citizens Guide to Pesticides can 
be obtained from the EPA's Office of Pesticides and 
Toxic Substances in Washington, DC. 

Physicians who are aware of any adverse effects from a 
particular pesticide exposure are urged to contact EPA 
with details of the incident by writing or phoning 
Frank Davido, Hazard Evaluation Division (TS-769C), 
Office of Pesticide Programs, EPA, 401 M Street SW, 
Washington, DC 20460 (703-557-0576). Medical records 
will be considered confidential. 


"WALK WITH On Saturday morning. May 14, thousands of health- 
YOUR DOC" minded American families will be sharing a salutary 
walk around town with their physicians to promote 
better health and raise funds for the American 
Diabetes Association. 

The AMA has joined Wyeth-Ayerst Laboratories, the 
NutraSweet Company, the Rockport Company, Feeling 
Fine Programs, plus community hospitals throughout the 
nation in sponsoring "WALK WITH YOUR DOC." Your 
entire family can make it a gala day by helping in 
this nationwide event. 

For more information, contact the nearest office of 
the American Diabetes Association or Feeling Fine 
Programs, Inc., 3575 Cahuenga Blvd. West, #440, Los 
Angeles, CA 90068 (213-850-WALK). 







Quality Practice Digest 

LEGAL AND ETHICAL CONCERNS OF YOUR MEDICAL PRACTICE 


This monthly digest will summarize the laws of the state of 
Maryland, as well as the guidelines, procedures, codes of 
cooperation and policy statements of the Medical and 
Chirurgical Faculty. These laws and policies are being 
published to reflect recent areas of concern to physicians 
throughout the state. 

The Principles of Medical Ethics of the American Medical 

Association have been adopted as the ethical standards of the 
Medical and Chirurgical Faculty, and they govern the conduct 
of members in their relations to the public and to each other 
(Faculty Bylaws, Article XIV, Section 1) . For more 
information, please refer to the Compendium of Laws, 
Regulations, Opinions and Policies Governing the Practice of 

Medicine in Maryland . 


NEW ETHICAL OPINIONS 

The following Ethical Opinions were adopted by the Council at 
its March 26, 1988 meeting. 


FEES FOR ASSISTING AT SURGERY : A surgeon who requires a 
physician as an assistant should inform his patient of the 
necessity for a surgical assistant. It is appropriate for a 
physician who acts in the capacity of a surgical assistant to 
bill a patient a fee that is prevalent in the community. The 
patient should be informed before the procedure of any charge 
above this fee. 


ETHICAL RELATIONSHIP OF TREATING PHYSICIAN TO PATIENT 

INVOLVED IN LITIGATION ; In any litigation in which a 

patient's medical condition is at issue and that discloses 
the nature of the relationship of the physician to his 
patient, in the absence of a subpoena, the physician is free 
to testify or not. The testimony of the physician is 
expected to be honest and without prejudice to either party. 












PHYSICIAN'S DEATH OR ILLNESS : Should a sudden need arise to 
close a practice due to a physician's sudden death or 
illness, the next of kin should consult the physician or 
physician's will for direction. A physician should address 
this issue in his will or in a letter of instruction in order 
that his next of kin have some direction should he die 
suddenly. 

If a physician's will or letter of instruction does not 
address this issue, the next of kin can either approach 
another physician to assume the practice and notify the 
patients or can approach the medical society for assistance. 


SALE OR CLOSING OF MEDICAL PRACTICE : Whenever a physician's 
medical practice is closed or sold, notice to patients and 
continuity of care must be the primary concerns. Active 
patients should be notified as soon as possible. This may be 
accomplished by several different methods, including, but not 
limited to, the following: 

a) Letter or postcard 

b) Newspaper ad 

c) Answering machine 


REVISION OF ETHICAL OPINIONS 

The following Ethical Opinion 501.01 (b) , as revised, was 

adopted by the Council at its March 26, 1988 meeting: 


REFERRAL BETWEEN PHYSICIAN SPOUSES : 

501. Division of Fees 

The following arrangements tend to exploit the patient for 
financial gain and, therefore, constitute an unethical 
division of fees: 

01. A voluntary prospective agreement between physicians for 
division of medical fees which is not based upon the 
physicians' services, responsibility, experience, or other 
contributions.... 

b) Husband/Wife Physician Teams . Referrals between spouses 
are not inherently unethical. However, the best interests of 
the patient must always be foremost. When making such 
referrals, the spousal relationship must always be disclosed 
to the patient as well as the availability of other 
consultants in that specialty. It is unethical to make 
medically unnecessary or excessive referrals between spouses. 







—MR UPDATE— 

MRI Advances the Detection of AVM’s 


BRAIN EXAMINATION 


HISTORY: A 52 year old man had two small right occipital 
hemorrhages, 18 months apart. After resolution, negative studies 
included two cerebral arteriograms and contrast CT scans. 


SCAN: Several dark curvilinear structures, evidence of the 
flow void phenomenon, indicate abnormal vasculature in the right 
occipital lobe. Associated high signal intensity of adjacent white 
matter is compatible with edema, hemorrhage, or gliosis. To¬ 
gether these findings are consistent with occult arteriovenous 
malformation (AVM). 

MRI HIGHLIGHTS: MRI is highly sensitive for 

AVM’s which are otherwise occult by arteriography or CT scanning. 
These may be found in patients with spontaneous hemorrhage, 
seizure disorder, or other clinical presentations. In addition, the 
sensitivity of MRI for intracranial hemorrhage is being increased 
through the use of new partial flip imaging techniques. Refinements 
in signal processing, surface coils, and other techniques continue 
to expand the clinical indications of MRI. Because of its sensitivity, 
safety, and patient comfort, MRI is the screening technique of 
choice for most CNS abnormalities. 


Maryland Magnetic Imaging operates its MRI system with all avail¬ 
able upgrades including contiguous slices as thin as 2.5mm; quad¬ 
rature detection head, body, and extremity coils; large field of view 
spine coil; dedicated cervical coil; partial flip imaging; single breath- 
hold body imaging; and cardiac and respiratory gating. 




MARYLAND 

MAGNETIC 

IMAGING 


900 Tollhouse Avenue 
Frederick, Maryland 21701 

(301) 662-0077 


^ 'tfnc. 


Health Images facilities are a community 
resource available to all area physicians. 










Maryland Oncology Newsletter 


Carcinoma of the Pancreas and Periampullary Area, Part I 


Various cancers occurring in the pancreaticoduodenal 
region have the same presentation, yet each has its own 
biological behavior. Periampullary carcinomas include 
those of the ampulla of the Vater, the intrapancreatic 
portion of the common bile duct, the head of the pan¬ 
creas, and the part of the duodenum around the ampulla 
of Vater. Every effort should be made to differentiate 
these tumors from one another. In general, periampul¬ 
lary tumors are more amenable to surgical resection 
and have somewhat better prognosis than do pancreatic 
carcinomas. 

In addition, the pancreas also can be the site of the 
variety of endocrine tumors that belong to the APUD 
system. These include the insulinoma, the glucagon- 
oma, the gastrinoma (Zollinger-Ellison Syndrome), the 
vipoma (watery diarrhea and hypokalemia syndrome), 
and somatostatinoma. 

Carcinoma of the Head 
of the Pancreas 

This is the most common tumor in the periampullary 
area. It constitutes 85 percent of all lesions and is the 
fourth common cause of cancer deaths in the country. 
It is estimated that annually over 25,000 new cases are 
diagnosed and a similar number of patients die of the 
disease. The incidence of pancreatic cancer is greater 
in males than in females and is more common in the 
fifth and sixth decades of life. 

As these tumors are not common, screening for and 
early detection of such tumor do not exist. Patients 
usually present with complaints related to the upper 
gastrointestinal tract before the diagnosis is made. 

Diagnosis 

Clinical features shared by carcinomas of the head of 
the pancreas as well as those of the general periampul¬ 
lary area include weight loss of more than 10 pounds of 
the ideal weight over one or two months. While anorexia 
and pancreatic exocrine insufficiency may play roles, 
they cannot explain the total picture of weight loss. It 
is believed some tumors secrete a material that may 
contribute to the anorexia and weight loss. 

Epigastric or upper quadrant pain radiating to the 
back occurs in about 75 percent of the patients. Early 
in the disease, the pain can be relieved by changing 
position and using aspirin. Later the pain requires 
special pain control methods. 

Jaundice occurs 50 to 90 percent of the time, and 
early in the disease, it is due to the obstructive charac¬ 
teristics of these tumors. Later, jaundice could be due 
to massive liver metastases. Hepatomegaly and a pal- 


If you have any questions, call or write the Surgical Oncology Program 
at the University of Maryland Medical System, Room N13E02, Balti¬ 
more, Maryland 21201 (301-328-5224). 


pable gallbladder may occur in 30 to 50 percent of the 
cases. Neither finding is indicative of unresectability. 

Small pancreatic tumors as well as periampullary 
tumors can cause complete obstruction and may lead 
to such clinical presentation. Rarely, the patient may 
present with diabetes of sudden onset. Pancreatic can¬ 
cer depression is a phenomenon that has been claimed 
to be due to low enkephalines. 

Certain laboratory tests can provide clues to the 
diagnosis. Elevated serum alkaline phosphatase fol¬ 
lowed by elevated serum bilirubin are indicative of 
obstructive jaundice. In addition, elevated levels of car- 
cinoembryonic antigen (CEA) and iron deficiency ane¬ 
mia may add to the index of suspicion. Of less practical 
value are levels of serum lipase, amylase, glucagon, 
insulin, calcitonin, and oncofetal antigen. These tests 
do not differentiate benign from malignant lesions of 
the head of the pancreas or of any other sites of the 
periampullary region. Routine upper gastrointestinal 
series by barium studies may suggest the diagnosis of a 
large ampullary or ulcerated duodenal cancers. En¬ 
croachment on the medial wall of the duodenum will be 
seen in less than half the large pancreatic carcinomas. 

Several diagnostic studies have been used including: 

1. Ultrasonography is noninvasive, does not expose 
the patient to the effect of irradiation, and has the 
added advantage of differentiating solid masses from 
cystic ones. However, the imaging could be poor and 
not be easily interpreted by the surgeon. 

2. CT scanning is another noninvasive procedure that 
gives excellent imaging that can be enhanced by con¬ 
trast material. 

3. Magnetic resonance imaging (MRI) is also nonin¬ 
vasive with even much better imaging that seems to 
give better details than CT scanning. 

4. Duodenoscopy has been of great value in making 
the preoperative diagnosis of ampullary and periam¬ 
pullary lesions such as duodenal tumors. Through en¬ 
doscopy, tissues can be obtained for pathological ex¬ 
amination. 

5. Endoscopic retrograde cannulation of the pan¬ 
creatic and bile ducts (ERCP) may demonstrate ob¬ 
struction or narrowing of either duct and allow cytolog- 
ical analysis of ductal secretions. However, cytological 
studies are diagnostic in less than one-third of the 
patients. 

6. Percutaneous transhepatic cholangiography can be 
diagnostic as well as therapeutic. It can localize the site 
of obstruction and decompress the biliary tree, whether 
the obstruction is due to a benign or malignant condi¬ 
tion. 

7. Percutaneous biopsy of the lesion can be carried 
out under ultrasonography or CT scan control making 
it possible to establish preoperative diagnosis. Such 
biopsies can be obtained from the primary site or from 
metastatic deposits suspected on scanning or imaging. 
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8. Selective cholangiography plays no role in estab¬ 
lishing the diagnosis. The major advantage in obtaining 
preoperative angiogram is to identify any vascular 
anomalies about which the surgeon should be aware 
during surgical approach. 


N eed $1,000,000 
of life insurance? 

Afraid of the cost? 

Don't Be! You can own big life insurance 
for small dollars with ... 


Tumor Conferences are held weekly on Tuesday between 8-9 AM in 
Room N13E27 at the University of Maryland Hospital. This is an open 
meeting, and physicians are welcome to attend. Physicians can present 
cases, but please call 328-5224 by noon Monday to obtain time on the 
schedule for your case(s) and bring the pathological slides with you. 



E. GEORGE ELIAS MD 
Professor of Surgery and Oncology 
Director, Surgical Oncology Program 
University of Maryland Hospital 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


Doctor, Planning to Relocate? 

If you are moving or planning to, please let us 
know so that you won’t miss a single issue of the 
Journal. Just fill out the form below and mail it to: 
Doris Cicchini, Journal, 1211 Cathedral St., Balto., 
MD 21201. 

Old Address: 

Name: . 

Address: . 

City/Town: . 

Slate: . Zip Code: . 

New Address: 


Name: . 

Address: .,. 

City/Town: . 

State.. Zip Code: ... 

Telephone: . 

IMPORTANT: Date Effective: . 

Signature: . Date: 


Male, Non-Tobacco User* With $1,000,000 
Death Benefit 


Age 

First-Year Annual Premium 

35 

$ 670.00 

40 

$ 760.00 

45 

$1,020.00 

50 

$1,250.00 


*Based on no tobacco of any kind in last 12 months. 
**Premiums increase each year, subject to guarantees in the 
policy. 


Your premiums for TL +500 could be lower or higher, depending 
on your age, desired death benefit, and satisfactory health. But 
with sample premiums like these, isn't it worth a minute of your 
time to find out?! 

TL + 500 (policy form series S-3203) is term life insurance to age 
90. 



I'm interested in the premium for the following death benefit, and 
you can quote me on that: 

□ $500,000 □ $750,000 □ $1,000,000 Other: 


Name 


Birthdate 

Address 

City 

State 

Zip 

Home Phone 

Office Phone 



The Med Chi Agency 
1204 Maryland Avenue 
Baltimore, Maryland 21201-5583 
(301) 539-6642 
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Today's Psychiatry 


Electroconvulsive Therapy II: Present Methods of Administration 

MARK S. KOMRAD MD 


With modern anesthetic monitoring techniques, 
there are few absolute contraindications to ECT. It is 
difficult to prevent an initial sharp rise in blood pres¬ 
sure just after the stimulus, during the tonic phase of 
the seizure. Hence, conditions such as vascular aneu¬ 
rysms and increased intracranial pressure are examples 
of significant contraindications. 

The advent of depolarizing muscle relaxants was a 
significant contribution to the safety of ECT. The 
primary risk prior to the use of agents such as succi- 
nylcholine were orthopedic traumas sustained during 
the initial intense intense tonic contraction caused by 
the stimulus or subsequent clonic seizures. Now, the 
patient is anesthetized with an ultrashort-acting bar¬ 
biturate, paralyzed with a muscle relaxant, ventilated 
manually, and the stimulus is administered by a psy¬ 
chiatrist to one side of the forehead or bilaterally. The 
seizure lasts 30 to 90 seconds. Vital signs and EKG are 
monitored closely, even invasively in high-risk cases. 
EEG may be monitored to verify the presence of a 
seizure since generalized convulsions are virtually elim¬ 
inated by the muscle relaxant. The patient recovers 
within 15 minutes and is ready to eat, as he or she has 
had nothing by mouth since the prior night in prepa¬ 
ration for anesthesia. The usual treatment technique is 
three times weekly for a total of 8 to 15 treatments. 
Often there is a marked, though transient, improvement 
after the initial treatment; this is a good prognostic sign 
for subsequent response with the full course of therapy. 

The risk of death is the same as with the short-acting 
barbiturate anesthetics, about .004 to .04 percent. The 
short-term risks of ECT include transient deliriums 
that can last a few hours after a treatment. This is more 
likely with bilateral stimulation than with unilateral, 
though unilateral often may be inadequate to induce a 
seizure. There is risk associated with arrhythmias, hy¬ 
pertension, or hypotension during acute treatment and 
anesthesia. Learning new information is impaired for a 
few weeks after the end of treatments. Also, some 
patients permanently lose memory for a limited interval 
surrounding treatment. This should be balanced against 
the cognitive impairment associated with depression. 
Many depressed patients never treated with ECT ex¬ 
perience the same pattern of memory loss for their 
period of illness. Research has not consistently con¬ 
firmed permanent long-term memory loss nor other 
neuropsychological damages. It is imperative that an 
explanation of these risks be balanced by an explana¬ 
tion of the risks of antidepressant medication (for ex¬ 
ample, cardiovascular risks can be particularly high in 


Committee on Emotional Health, Gary W. Nyman MD, Chairman; 
Lino Covi MD, Editor 


the elderly or in those with conduction system abnor¬ 
malities) and the risk of effective disorder itself. Un¬ 
treated, as many as 10 to 15 percent of those with major 
depression will attempt suicide. 

The use of ECT may receive increased recognition in 
the current climate of cost consciousness. Because of 
the rapidity of action, the length of an inpatient stay 
for major depression often can be cut in half. For 
physically suitable patients, it can be administered in 
alternative settings such as a psychiatric day hospital 
or nursing home. Indeed, there is a trend toward re¬ 
turning to the outpatient administration of ECT in 
specialized care centers equipped for sophisticated an¬ 
esthetic monitoring and staffed by nurse anesthetists, 
psychiatrists, and other mental health professionals. It 
is certainly more cost effective than inpatient hospital¬ 
ization where the patient receives ECT treatment every 
other day. The transient cognitive limitations during a 
course of ECT make the effects of inpatient psycho¬ 
therapy during the treatment period rather ephemeral. 

The established and sometimes dramatic efficacy of 
ECT, its rapidity of action, its relative safety compared 
with other modalities of treatment, as well as its cost- 
effectiveness make ECT one of the most useful and 
beneficial treatments psychiatrists have at their dis¬ 
posal. Advances should be hoped for, not only in re¬ 
search on safety and mechanism of action but also in 
public and professional education about this treatment 
that is still so shrouded in emotional mythology. 


/sooccoccoeooooscoccooosocoocoocococooooc* 

V A 

Consultation is Back! 

WBAL Radio AM 1090 
8-9 p.m. every Thursday 

Featuring a variety of physician speakers and 
topics and hosted by John Stupak, the programs 
will consist of a short discussion of the topic 
followed by call-in questions from listeners. 

For a list of scheduled topics and speakers 
contact Caroline Harman at the Faculty Office 
539 - 0872 . 
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One Minute with Diabetes 


Hyperglycemia in Type II 


Doctor, my neighbor has noninsulin-dependent diabetes 
like mine. Her doctor treated her for years with sulfo¬ 
nylurea tablets. She did not have good control of her 
diabetes because she did not follow the diet. Recently her 
doctor had her begin taking insulin plus the sulfonylurea 
tablets and her diabetes is doing much better. I have 
difficulty following my diet, too. Would I be better con¬ 
trolled if I took insulin plus my sulfonylurea tablets? 

Hyperglycemia in Type II (noninsulin-dependent) 
diabetes is mainly due to increased hepatic glucose 
output in the fasting state and depressed peripheral 
utilization of glucose in the fed state. Deficiency of 
insulin secretion and cellular resistance to insulin ac¬ 
tion are thought to be the reasons for the disturbance 
of glucose metabolism. 

About 80 percent of Type II diabetes can be con¬ 
trolled by diet and exercise adjustments. For those 
patients unable to control their hyperglycemia by these 
methods after a few months trial, one of the sulfonyl¬ 
urea drugs usually is prescribed. Diabetic control can 
be maintained for a few years, but gradually, despite 
increasing the sulfonylurea drug to the maximal rec¬ 
ommended amount, persistent hyperglycemia occurs. 
This is known as “secondary failure.” The use of two 
different sulfonylureas at the same time is not phar¬ 
macologically sound because their modes of action are 
similar. 

The use of insulin plus one of the sulfonylurea drugs 
has been tried since the introduction of the tablets over 
30 years ago. There have been no well-controlled long¬ 
term studies to demonstrate the effectiveness of such a 
program, and until one is developed combined therapy 
remains experimental. 

Probably better and more economical options would 
be: 

1. A more vigorous trial of diet plus exercise plus 
sulfonylurea tablets, if needed. 

2. Stopping the sulfonylurea therapy and transfer¬ 
ring the patient to insulin therapy. With this 
change there is still a need for dietary management 
plus exercise. 

DeWITTE. DeLAWTER MD 
Editor 


Complete Information for Authors 

about submitting manuscripts 
to the Maryland Medical Journal 
will appear quarterly (SEP/DEC/MAR/JUN) 
in the meantime, please refer to 
March 1988, page 219 


When your best 
advice is 
“the best” 

There comes a time when your long-time 
patients really need the best advice you can 
give them. Advice affecting how they will 
spend the rest of their lives. Ultimately, 
alternatives may be reduced to the selection 
of a retirement/continuing care residence, 
and you would want them to select the 
best. A place where, while aging grace¬ 
fully, they can maintain their independence 
and dignity, secure and care-free. 

■ Vantage House stands head and shoul¬ 
ders above the rest-the newest, most 
luxurious, state-of-the-art retirement facil¬ 
ity in the mid-Atlantic region. A full- 
service, beautiful environment complete 
with Medical Clinic and professional staff. 

■ You are invited to personally inspect 
Vantage House, near Columbia Town 
Center. Or, we will be pleased to send you 
full information which will assist you in 
deciding that you can, with complete con¬ 
fidence, recommend Vantage House as 
“the best." 


■ Models and information center open and 
staffed seven days a week from 10 a.m. 
to 6:30 p.m. 

964-5454 



Retirement and Care Residences 
A Non-Profit Corporation 

Please tell me more. 


Name 


Address_ 

City/State/Zip 
Phone_ 


MMJ.4 


5400 Vantage Point Road, Columbia, MD 21044 
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Auxiliary 


Component Auxilliary Presidents 
1987-1988 



Auxiliary President 

Ching Barretto (Mrs. Alberto) 




Allegany County Baltimore County 

Iris Halmos (Mrs. Peter) Barbara Harvey (Mrs. Christopher) 



Frederick County Harford County 

Sue Roberts (Mrs. Robert) Alice Azar (Mrs. Basem) 


Prince George’s County 

Vivian Lynn (Mrs. John) 




Auxiliary to the Medical and Chirurgical Faculty of the State of 
Maryland. Mrs. Ching Barretto President; Mrs. Nancy H. Howell 
Editor. 
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Wicomico County 

Peggy Buchness (Mrs. Michael) 


Not Shown 

Anne Arundel County 

Claudia Pardo (Mrs. Juan) 

Baltimore City 

Norma Castillo (Mrs Cesar) 

Charles County 

Jasbir Sethi (Mrs. Baljett) 

Howard County 

Jackie Launder (Mrs. William) 

Montgomery County 

Norma Jean Rosborough (Mrs. James) 

Washington County 

Charlene Carpentieri (Mrs. Richard) 


Lithotripsy Center 

Now Open 

At AMI Doctors? Hospital 



Finally, a physician owned and operated hospital 
based lithotripsy center is now open to all trained 
urologists at AMI Doctors’ Hospital. The center is 
conveniently located with easy access from the 
Washington Beltway and the Baltimore Washington 
Parkway. 

A Domier HM3 Lithotripter is utilized. This system 
is approved by the FDA and recognized by major 
insurance companies. It has an outstanding safety 
record and has proved effective in treating over 300,000 
patients. 

In addition to featuring the Dornier HM3 Litho¬ 
tripter, AMI Doctors’ Hospital, an acute care 
institution, offers a full range of diagnostic and 
therapeutic services including state-of-the-art 
endoscopic equipment, technology for percutaneous 
treatment of upper and lower urinary tract calculi and 
agents for chemolysis of upper tract stones. 

A nurse practitioner is available for patient educa¬ 
tion, performance of history and physical exam, and 
if requested will assist in the post-ESWL care and 
discharge of your patient. This will greatly reduce the 
in-hospital time of the treating urologist. For more 
information, or if you would like a tour of our facility, 
please phone (301) 552-9409. 

Bring or send your patients to: 

Metropolitan Lithotripsy Center, Inc. 

8118 Good Luck Road, Lanham, Maryland 20706 

ADVERTISEMENT 
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The Personality Disorder 
Treatment Pnogramof 
SheppandPratt Hospital. 


You know—perhaps firsthand—how treating a borderline 
patient can become a vicious circle.The harder you try to help, the 
more resistant or even abusive your patient becomes, until both 
of you are left frustrated and exhausted. 

But how do you break the therapeutic deadlock? Changing 
therapists may only begin the cycle all over again. And a brief 
hospital stay usually produces only temporary improvement. 

At Sheppard Pratt, our experience has shown that specialized 
inpatient treatment, coupled with the opportunity for a longer 
hospital stay, may be the only effective way to interrupt this pattern 
of behavior and uncover and resolve the deep-seated problems 
underlying the patient’s longstanding difficulties. 

The Personality Disorder Treatment Program at Sheppard 
Pratt is designed to provide such long-term care. Our objective is 
to bring about lasting improvement in patients with personality 
disorders. 

The process is not easy. Serious personality disorders do not 
lend themselves to a “quick fix.” But we are encouraged by the 
number of our patients who have, in time, broken out of the 
vicious circle. 

If you would like to know more about the 
Sheppard Pratt approach to the borderline patient 
and other patients with severe personality 
disorders, contact the Admissions Office, 

(301)339-4070, The Sheppard and Enoch Pratt 
Hospital, 6501 North Charles Street, PO. Box d ™ r e d p| r ^nality 
6815, Baltimore, MD 21285-6815. PR0GRAM 














Members in the News 


Morris S. Albert MD has been elected chairman of 
- the department of pediatrics of Montgomery General 
Hospital. A member of the hospital’s medical staff since 
1972, Dr. Albert graduated from Harvard College and 
received his medical degree from the Boston University 
School of Medicine. He served an internship at Bellevue 
Hospital and pediatric residencies at Mount Sinai Hos¬ 
pital in New York and at Boston City Hospital. 

• • • 

William G. Armiger MD has been elected vice- 
l president of the Maryland Chapter American College 
of Surgeons, where he formerly served as secretary. 

A graduate of Loyola College of Maryland and Uni¬ 
versity of Maryland Medical School, Dr. Armiger did 
his residency training at University of Maryland Hos¬ 
pital and St. Agnes Hospital, both in Baltimore. His 
postgraduate plastic surgical training was at Strong 
Memorial Hospital, Rochester, NY, and head-and-neck 
cancer surgery and maxillofacial reconstruction train¬ 
ing were at Roswell Park Memorial Institute in Buffalo, 
NY. 

A member of the surgical teaching staff of University 
of Maryland Medical Institutions and past member of 
The Johns Hopkins University teaching staff, Dr. Ar¬ 
miger is an attending plastic surgeon at a number of 
hospitals in the metropolitan Baltimore and Annapolis 
areas. 

• • • 

Henry I. Babitt MD has been appointed Director 
of the Division of Cardiology of The North Charles 
Hospital where he has been Director of the Coronary 
Care Unit and Associate Chief of Cardiology. A gradu¬ 
ate of The Jefferson Medical College, Philadelphia, Dr. 
Babitt completed a residency in Internal Medicine at 
The Jefferson Medical College and a Cardiology fellow¬ 
ship at the US Public Health Service Hospital, Balti¬ 
more. Dr. Babitt holds a faculty position as Instructor 
in Medicine at The Johns Hopkins University School 
of Medicine. 


Andrew Nowakowski MD has been named chair¬ 
man of the department of medicine at Fallston General 
Hospital. 

Dr. Nowakowski received his medical degree from the 
State University of New York, Downstate Medical Cen¬ 
ter. He served his internship at Kings County Hospital. 
After completing residencies in internal medicine at 
Maimonides Medical Center in New York and William 
Beaumont General Hospital in Texas, he served a fel¬ 
lowship in nephrology at Walter Reed General Hospital 
in Washington, DC. 

Dr. Nowakowski served as assistant professor of med¬ 
icine at the University of Maryland School of Medicine 
from 1973 to 1979. 

• • • 

Donald J. Roop MD retired from the Baltimore 
County Health Department in January having served 
as its director for over 20 years. During that period, the 
Department grew from 100 to 650 employees, and the 
annual budget increased from about $2 million to $34 
million. Under his tenure programs were introduced to 
better serve the public, and many serious health threats 
occurred, the latest being AIDS. 

Dr. Roop graduated from the University of Maryland 
School of Medicine and later received an MPH from 
The Johns Hopkins School of Hygiene and Public 
Health. After interning and completing a medical resi¬ 
dency at Mercy Hospital, Dr. Roop spent three years 
in the Army Air Force and then practiced in Frederick 
County for two years. He became Health Officer for 
Frederick County and later Assistant Health Officer 
for Baltimore County, at which time he became certified 
as a specialist in Preventive Medicine by the American 
Board of Preventive Medicine. 

During his career, Dr. Roop was active in the county 
and state medical societies and held many offices, in¬ 
cluding president of the Baltimore County Medical 
Association and vice-president of Med-Chi. He was 
voted Doctor of the Year in 1963 by the Baltimore 
County Medical Association. In addition, he was ap¬ 
pointed to several State Commissions and Boards. 
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Highlights: Executive Committee 
and Council Actions 


December 17, 1987 

• Minutes Approved The Executive Committee ap¬ 
proved the minutes of November 12, 1987. 

• Peer Review Executive Director Angelo Troisi in¬ 
formed the committee of plans to hold a news confer¬ 
ence on the peer review issue and reported on actions 
taken by the Task Force on Peer Review chaired by Dr. 
Michael R. Dobridge. 

Norbert Picha reported that a draft study concerning 
the Preliminary Investigation of Physician/Health 
Care Fees and Patient Complaints had been submitted 
to the Commission on Medical Discipline. He stated 
that the Commission has reviewed the study and ap¬ 
proved it in concept but has not provided a written 
reply. The committee approved the study as presented 
and the Peer Review Management Protocol after minor 
changes. 

• Committee on Emotional Health The Executive 
Committee reviewed Med-Chi’s March 12, 1987 letter 
to the Board of Medical Examiners concerning dispar¬ 
ities in the law regulating social workers and the Ven- 
dorship Regulations. The Board had forwarded the 
letter to the Board of Social Workers, but no response 
has been received. 

Dr. Gary Nyman, Chairman of the Emotional Health 
Committee, informed the committee of the alarming 
practice of social workers who are making diagnostic 
evaluations under the Vendorship Regulations. He also 
indicated that social workers were making independent 
psychiatric diagnoses and using DSM III codes for 
reimbursement purposes. 

Following discussion, the Committee voted unani¬ 
mously that a letter be sent to the Board of Medical 
Examiners stating the concerns of the Executive Com¬ 
mittee in the Board’s handling of the entire issue. In 
addition, a suggestion was made that a test case for 
prosecuting a social worker for the practice of medicine 
should be pursued. 

• Hospital Mortality Data Michael Murray re¬ 
ported on the release of hospital mortality data by the 
Health Care Financing Administration. The Faculty 
has publicized its concern that release of such infor¬ 
mation could lead to unfounded conclusions about the 
quality of care at different hospitals. 

The Maryland Hospital Association has no formal 
position with respect to the release of the data, although 
inherent data-related problems will be addressed with 
the press. Additionally, it was noted that the Delmarva 
Foundation for Medical Care, Inc. did issue a press 
release with its interpretation of the data. 

• Physician Identifier The committee received a 
copy of correspondence sent to hospital administrators 
by the Maryland Hospital Association regarding Med- 
Chi’s new unique physician identifier system. The com¬ 
mittee also reviewed a form prepared by staff for phy¬ 
sician chairmen of hospital utilization review commit¬ 
tees to use when requesting the identities of individual 
physicians. Incidents of suspected breach of confiden¬ 


tiality regarding physician identities or other abuse of 
the identifier numbers will be reported to the Attorney 
General’s Office. 

• Blue Cross/Blue Shield MEDCASH Program 

As a matter of information, a report from MEDCASH 
of Blue Cross/Blue Shield of Maryland was received 
indicating there now will be a $350 annual individual 
provider’s fee for this credit card. It was noted that the 
Faculty’s Liaison Committee with Third Party Carriers 
reported to the Council at its September 26, 1987 meet¬ 
ing that the MEDCASH card is similar to other credit 
card systems currently in the market. 

Executive Committee—January 14, 1988 

• Emotional Health Committee The Executive 
Committee approved a request from the Emotional 
Health Committee to endorse the recommendations set 
forth in the Report of the Governor’s Commission on the 
Future of State Psychiatric Hospitals. A letter of en¬ 
dorsement will be sent to Governor Schaefer, Senate 
President Mike Miller, and House Speaker Clayton 
Mitchell in this regard. Recommendations include im¬ 
provements in mental health services for children and 
adolescents, geriatric patients, as well as efforts to 
privatize the delivery of mental health services. 

• Legislative Update Gerard Evans provided an up¬ 
date on activities associated with the Legislative Com¬ 
mittee and briefed the Executive Committee on the 
anticipated impact on the peer review process of recent 
misperceptions in the news media. 

• National Council on Alcoholism Michael Mur¬ 
ray presented a summary of events leading to the 
planned development of a Maryland Chapter of the 
National Council on Alcoholism. It is within the pur¬ 
view of the Faculty’s Committee on Alcoholism and 
Chemical Dependency to interact with such groups; 
however, the Faculty will not be a direct sponsor of the 
effort to establish a local chapter of this organization. 

• Attorney General’s Response For information 
only, the Executive Committee was provided a copy of 
letter of apology from Attorney General Curran in 
response to Med-Chi’s objection to cartoons criticizing 
physicians recently published in the Maryland Con¬ 
sumer Courier. 

• Mutual Waiver Law Med-Chi received a letter 
from Med-Mutual that indicated they would not pursue 
any change in the mutual waiver law during the upcom¬ 
ing legislative session but would support Med-Chi if we 
wish to pursue the matter. In his letter, Dr. Raymond 
M. Yow emphasized the continued cooperation of Med- 
Mutual in working with Med-Chi on issues of mutual 
concern. 

• Physicians Identifier Joseph Jensen updated the 
committee regarding an article in the Baltimore Busi¬ 
ness Journal, January 11-18, 1988, which discussed the 
Med-Chi’s Unique Physician Identifier System and the 
measures being taken by the Med-Chi to protect phy¬ 
sician confidentiality. 
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• Psychiatric Practice of Social Workers A letter 
from the Board of Medical Examiners indicating this 
issue would be placed on the Board’s agenda on January 
21, 1988 was received for information. 


Council—January 23, 1988 

• Minutes The minutes of the Council and Executive 
Committee were acted upon as follows: 

Minutes approved: 

Council, Saturday, November 21, 1987 
Minutes accepted: 

Executive Committee, December 17, 1987 

• 1988 Proposed Budget In the absence of Dr. Jose 
M. Yosuico, Treasurer, Joseph Harrison presented the 
1988 Proposed Budget to the Council and explained 
that the budget deficit of $30,000 would be covered by 
accumulated reserves for this purpose. 

A motion was made, seconded, and adopted to adjust 
the 1988 budget to include remuneration to the Presi¬ 
dent of $30,000 for time spent away from his practice 
on Faculty business. The $30,000 will be paid on a 
monthly basis beginning February 1, 1988. This remu¬ 
neration will replace the present allowance of $10,000 
per year paid on a per diem basis for attending specific 
official functions. 

The Council then voted to approve the 1988 Proposed 
Budget, amended to include the remuneration of 
$30,000 for the President. It was noted that travel 
expenses are excluded from this figure. 

• Emeritus Membership The following members 
were approved for Emeritus Membership at the request 
of the component society indicated (all retired): 


Allegany County 
Anne Arundel County 
Baltimore City 


Baltimore County 


James P. Hallinan MD 
Cumberland 

John G. Lyons, Jr., MD 
Annapolis 

Arthur E. Cocco MD 
Baltimore 

Martin W. Donner MD 
Baltimore 

Martin Helrich MD 
Baltimore 

Albert Pats MD 
Baltimore 

Annelies S. Zachary MD 
Baltimore 

Fred N. Cole, Jr., MD 
Lutherville 

John DeCarlo, Jr., MD 
Towson 

Francis L. Grumbine MD 
Baltimore 

Edward W. Hopf MD 
Baltimore 

John C. Hyle MD 
Baltimore 

Justinas Kudirka MD 
Baltimore 

Benigno R. Lazaro MD 
Baltimore 

I. Chie Lee MD 
Hunt Valley 


William A. Pillsbury MD 
Lutherville 

James H. Shell, Jr., MD 
Baltimore 
Eva L. Zigel MD 
Lutherville 

Frederick County Rex R. Martin MD 

Frederick 

Thomas R. Reid MD 
Frederick 

A. Earl Vivino MD 
Walkersville 

The Council adopted a motion by Dr. George Malouf, 
on behalf of the Prince George’s County Medical Soci¬ 
ety, to grant Emeritus Membership to Dr. Frederick E. 
Musser of Woodsboro, Maryland, with such member¬ 
ship retroactive to 1985. Dr. Musser retired from the 
practice of medicine in 1985 following the murder of 
his son. 

The above names will be submitted to the House of 
Delegates for consideration at the 1988 Annual Meet¬ 
ing. 

• Commission on Medical Discipline Nominees to 
fill the vacancy on the Commission created by the 
resignation of Dr. Robert G. Kindred were considered. 
Dr. Kindred’s term will expire in 1990. A motion was 
passed to submit the following names to the Secretary 
of Health for consideration of appointment to fill this 
vacancy on the Commission: 

Gaylord L. Clark, Jr., MD (ORS) 

Baltimore City 
John T. Lynn MD (ORS) 

Prince George’s County 

• Smoking Resolution The Council approved the 
following Smoking Resolution as submitted: 

Resolved, That Med-Chi will diligently apply its efforts in the 
area of enhancing the thrust of “education” as the center-piece 
of Governor William Donald Schaefer’s legislative package for 
1988, and 

Resolved, That Med-Chi will cooperate with federal, state, 
voluntary, and private sectors to include the American Cancer 
Society, the American Heart Association, and the American 
Lung Association toward the goal of achieving a “tobacco free 
society by the year 2000.” 

• Ethics Committee The following ethical opinions 
presented by Dr. Louis Breschi, Chairman of the 
Professional Ethics Committee were approved by Coun¬ 
cil: 

Second Surgical Opinion A physician who renders a second sur¬ 
gical opinion may be asked to assist in the surgery. While not in 
and of itself unethical, the situation presents great opportunity for 
abuse. Accordingly, a physician rendering a second surgical opinion 
should only assist in that surgery if no other qualified physician is 
available. 

Requests Involving Alternative Delivery Systems When dealing 
with medical record requests from alternative delivery systems, 
continuity of patient care must be the physician’s primary concern. 
In every instance, the physician must supply enough information 
to the alternative delivery system to allow the care of the patient 
to continue uninterrupted. 

Likewise, requests from physicians to alternative delivery systems 
for patient records must be honored and handled in a similar 
manner. The treating physician or the medical director within the 
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system has the ultimate responsibility for providing these records. 
Physicians may charge alternative delivery systems for the transfer 
of medical records. 

Physician Dispensing Physician dispensing of drugs and other 
medical devices can be in the patient’s best interest. Physicians 
who dispense should dispense only to their patients and should 
make the following disclosures: 

1. That the item is dispensed as a convenience for the patient and 
that the patient is not obligated to purchase the item, 

2. That the item may be purchased from a pharmacy or medical 
supply store of the patient’s choosing, and 

3. The physician’s charge for the item. 

Physicians should include the following information on the label 
of each medication (excluding samples and starter doses) dispensed 
from their offices: 

1. The name and address of the physician, 

2. The date the medication is dispensed, 

3. The month and year when the medication expires, if known, 

4. Special handling instructions for proper storage, 

5. The name and strength of the medication, and 

6. Instructions for proper administration of the medication and 
significant interactions with other drugs or substances relevant to 
that patient. 

The physician should keep the manufacturer’s lot number on 
record. 

Physician/Pharmacist Code of Cooperation —The Coun¬ 
cil accepted the Physician/Pharmacist Code of Coop¬ 
eration subject to a determination of the Maryland 
Pharmaceutical Association as to the continuing need 
for such a Code. If the Pharmaceutical Association does 
not approve the Code of Cooperation, no further action 
will be taken. If the Pharmaceutical Association accepts 
the code, then the Professional Ethics Committee will 
research the accuracy of the following underlined state¬ 
ment “that neither physicians nor pharmacists should 
approach each other with respect to the completion of 
illegal arrangements, such as pharmacists working as an 
employee of a physician .” Then the Code of Cooperation 
will be resubmitted to the Council for its approval and 
inclusion in the Compendium. 

• Auxiliary Mrs. Ching Barretto, Auxiliary Presi¬ 
dent, informed Council that Maryland received the 
grand prize in the Southern Medical Association med¬ 
ical history contest. Med-Chi provided the artifacts of 
Dr. John Archer for display during the meeting. The 
grand prize was a beautiful plaque and certificate. 

• Association of Philippine Physicians in 
Maryland Dr. Cesar Castillo, President of the Asso¬ 
ciation of Philippine Physicians in Maryland, and Mrs. 
Marcia Aquino, Auxiliary President, were presented 
with a framed picture of the Med-Chi building in rec¬ 
ognition of their contributions to the Med-Chi Building 
Fund. In making the presentation, Dr. George Malouf, 
Chairman of the Building Committee, thanked the 
Philippine Association and reminded all present that 
contributions may still be made to the Building Fund 
by other interested groups. 


• Peer Review Update Dr. Dobridge reported on a 
number of recently published articles concerning the 
peer review process in Maryland and advised the Coun- i 
cil that very intensive work in the area of peer review 
had been conducted over the last few months. Copies 
of the articles were distributed in the Council mailing. 

Dr. Joseph Snyder commented about the excellent 
job accomplished by Dr. Leon Kassel in writing to the 
Washington Post editor, Benjamin Bradlee. Another 
member echoed the sentiments of Dr. Snyder, stating 
that Dr. Kassel and the staff should be recognized for . 
the objectivity displayed in the letter. The attitude of 
the Council was that Med-Chi should be complimented 
on moving the issue of peer review from its initial 
proposal, which was that the Attorney General would 
assume all peer review, to the present stated position 
of the Governor’s staff in which Med-Chi and the 
component societies would continue to do peer review 
and that all cases would be adjudicated by the new 
singular Board of Medical Assurance. And further, that 
85 percent of the cases would remain within the purview 
of the physicians and the other 15 percent of the “paper 
cases” would be accomplished by hearing officers with 
final determination made by the medical board. The 
support for the latter proposal and the continuation of 
working with the Governor’s staff was embraced by the 
Council. 

• Med-Mutual Dr. Joseph S. Fastow expressed con¬ 
cern about the cost of malpractice insurance for emer¬ 
gency room physicians and questioned the Council as 
to the status of the proxies. He stated that in his own 
case, the amount of premium he now pays as an emer¬ 
gency room physician and how much that amount 
would increase within the next 3 to 5 years, raises grave 
concerns about the ability to continue to practice med¬ 
icine due to these financial considerations. 

Dr. Dobridge explained there has been a dramatic 
change in the climate between Med-Mutual and Med- 
Chi and the lines of communication have been opened. 
The composition of the Med-Mutual board of directors 
was discussed, particularly the need for Med-Chi’s rep¬ 
resentation on the board. It was pointed out that an 
opportunity existed whereby the executive director of 
Med-Chi may be considered for an existing vacancy on 
the Med-Mutual Board and fulfill the responsibilities 
of our former executive director. Council was encour¬ 
aged to submit any nominees for the board to the 
Executive Committee for its consideration. 

• Council Meeting Dates Due to the decline in at¬ 
tendance at the Saturday Council sessions, Council 
considered a motion to change the meetings back to 
Thursday at 4 p.m. Following discussion of the motion, 
it was the Council’s decision that this matter be placed 
on the agenda for further discussion at its next meeting. 
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ANNUAL MEETING 

Wednesday, Thursday Friday 
April 27,28,29,1988 
Baltimore Convention Center 
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Lunch and Learn 

Thursday, April 28—12:15 p.m. 

1. MENOPAUSE AND OSTEOPOROSIS 

Gay M. Guzinski MD, Associate Professor of Obstetrics and Gynecology, University of 
Maryland Hospital 

2. ATHLETIC INJURIES—YESTERDAY, TODAY, TOMORROW 
William H.B. Howard MD, Director, Union Memorial Sports Medicine Center 

3. PEDIATRIC AIDS 

John P. Johnson MD, Director, Pediatric AIDS Clinic 

4. GEARING UP FOR RETIREMENT 
James S. Maffitt, Esq., Anderson, Coe & King 

5. LOWERING OF SERUM LIPIDS: WHEN AND HOW 

Simeon Margolis MD, Professor of Medicine and Biological Chemistry, Johns Hopkins 
University School of Medicine 

6. LEGISLATIVE UPDATE 

Thomas V. “Mike” Miller, Jr., President of the Maryland Senate 

7. ATTENTION DEFICIT DISORDER: THE MANAGEMENT AND CONTRO¬ 
VERSY ABOUT A REAL PROBLEM 

Lawrence C. Pakula MD, FAAP, Associate Professor of Pediatrics, Johns Hopkins 
University School of Medicine 

8. UPDATE ON ALZHEIMER’S DISEASE 

William Reichel MD, Chairman, Department of Family Practice, Franklin Square Hos¬ 
pital Center, Clinical Professor, Department of Community and Family Medicine, George¬ 
town University School of Medicine 

9. CHLAMYDIA—CURRENT SITUATION 

J. Courtland Robinson MD, Johns Hopkins Health Plan 

10. HOW TO AVOID BEING SUED—THE PLAINTIFF ATTORNEY’S VIEWPOINT 
Marcus Z. Shar, Esq., Private Law Practice 

11. DECISION MAKING IN WITHDRAWING LIFE-SUSTAINING TREATMENT 
Alan Sweatman MD, Medical Director of Intensive Care, Church Hospital 

12. TREATMENT OF ISCHEMIC HEART DISEASE: ROLE OF INTERVENTIONAL 
CARDIOLOGY 

Carl L. Tommaso MD, Director, Cardiac Catheterization Laboratory, University of 
Maryland Hospital 

13. INFORMATION DOCTORS MUST REPORT TO THE MV A 

Victoria D. Whitlock, Director, Division of Driver Control and Records, Motor Vehicle 
Administration 

14. DUAL DIAGNOSIS: ADDICTIONS PATIENTS 

Speaker to be announced 
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Registration Form—Annual Meeting 

Wednesday—Friday, April 27—29, 1988 
Baltimore Convention Center 


Name_Telephone_Component Soc_ 

Address_City_State_Zip_ 

REGISTRATION FOR MEETING (please check appropriate line) 

_Member of Med-Chi.NO CHARGE (includes free parking and Wednesday Lunch) 


Nonmember Physician (Check Category that applies) 

Registering for entire meeting—15 credits .$110 $ 

Apply fee to first year’s dues 

Credit hours only (per credit hour).$15 $ 

No CME credits, no parking, no lunch .NO CHARGE 

Residents and Students-Apply to first year’s dues .$5 $ 

Allied Health Personnel—Letter of accreditation .$30 $ 

Allied Health Personnel—No Credit.NO CHARGE 


REGISTRATION FOR MEAL FUNCTIONS 
(Indicate number of tickets) 

_One ticket for light lunch, Wednesday, April 27. Members/no charge, 


but reservations required. Additional tickets-$8 each .$ 

. MMPAC Cabaret, Wednesday, April 27, 5:30 p.m. Tickets: $30 each.$ 

(Sustaining Members of MMPAC get one free ticket) 

. Prayer Breakfast, Thursday, April 28, 7:15 a.m. Tickets: $17 each.$ 

. Lunch & Learn, Thursday, April 28, 12:15 p.m. Tickets: $20 each. 

Please list 4 choices below. See opposite page for topics $ 

1st_ 2nd_ 3rd_ 4th_ 


_Presidential Banquet, Thursday, April 28, 7:30 p.m. Tickets: $70 each ... $_ 

TOTAL AMOUNT ENCLOSED $_ 

Return this form and a check payable to Med-Chi in the amount due to Convention Dept., 
Med-Chi, 1211 Cathedral St., Baltimore, MD 21201. Tickets will be held at Advance 
Registration Desk. No refunds for cancellations within 24 hours of event. 
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Call for Papers 

Semiannual Meeting: Bermuda 
September 14—18, 1988 

Deadline for Abstracts: May 27, 1988 

The Committee on Scientific Activity invites you to submit an abstract of a paper to be 
presented at the next Semiannual Meeting of the Medical and Chirurgical Faculty of 
Maryland, to be held in Bermuda. 

The Semiannual Meeting attracts physicians from many different specialties, most of 
whom are engaged in primary care. The papers submitted should present a clinical subject 
of interest to a wide variety of practitioners. Each presentation will be approximately an 
hour long (45 minutes for presentation and 10 to 15 minutes for questions). 

Send abstracts to: 

Gary L. Rosenberg MD 

Chairman, Semiannual Meeting 

Medical and Chirurgical Faculty of Maryland 

1211 Cathedral Street 

Baltimore, Maryland 21201 

You are encouraged to submit your abstract as soon as possible, but no later than May 
27, 1988. Abstracts will be accepted on a first-come, first-served basis until all space on the 
program has been assigned. 

Please call Patricia Munoz or JoAnn Cirillo (301-539-0872, x319 or 1-800-492-1056) for 
additional information on travel, hotel, and registration. 


Site part of 4.2 acres of 
parkland with no buildings 
to be erected by deed restriction 

Interior design available via 
Jackie Childers, Associate Member 
A.S.I.D. (301) 266-5877 

Buildings available Spring/Summer 1990 

Tax, income, and equity positions 
are designed to meet your 
specific needs 

Inquiries: (301) 747-6479 (BALTO.) 

P.O. Box 9385 Catonsville, MD 21228 « 301 > 269 0012 (ANNAP0LIS » 
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Expect your 

NEXT PATIENT ON 
INDERAE LA TO... 


(PROPRANOLOL HCI) 

LONG ACTING CAPSULES 60, 80, 120, 160 mg 




Please see brief summary of prescribing information. 
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.. .like the more than one million patients who have 
received INDERAlf LA. 


’OBLH I KHISI tN AHNOLL 
ARCUS RHOD A JEREMY] 
lIAN FLOYD ELLIOTT HAP 
iY MYRA JOSH EDWARD A 
AMMY MERRIE CARLA JO 
; >LEY IRIS STEPHANIE CHAi 
‘A JESSICA BERNARD MA 
ME BLAIR PATRICIA MILE 
ANNON MORRIS BOND t\ 
AHAM ELEANOREGIN) 
^ORE CLAY PEARCE G 
NICOLE PETUNIA HA 
LEE CHERYL ROBINS 
RVIN HUNTER NEVIN 
TTLAND COLEMAN ( 
' ER PAINE JANE SH 
AWLEY KATHERINE 
:E IRMA MYLES JULI 
MNETTE LAUREL THl 
RANDALL PHYLLIS ( 
RION JULIUS GLEN N 
JESSE ASHLEY CLIP 
ANCHE ROBIN JACQI 
RK NOAH STEWART 
JRINNE FLINT PRESL 
RON NORTON JULIEl 
SHIRLEY HARPER PE 
^OLDIE CASSIDY VIRGII 
>1 LYDIA GROVER RUTL 
t SIBYL NOEL HUMPHR 
L BILL LILLIAN MARLE 
ADE FRAZER LEROY Dd 
S MEREDITH ALEXAN1 
ESMOND TONY HILAR] 
ERTALEONORABAR 
ENNIS CULLENTABIT 
RENDAN GUNTHER E| 
MARIO JAYNE MELIS 
:SPER VITO NICHOLA 
: .Y JONATHAN SALLY 
JN SEAN WALDEN RO! 
RT DIANE JENNIFER LE 
,LLEEN DWIGHT MITCHI 
. INGRID CHANNING LINI 
u ANSON ANDREW GALL 
cRROXANNEASHBYHAR 
jATRIXIE RORY BAYARD CH 
.JOSEPH PAGE JULIE REX RE1 
1 .EONA RUDY MARCUS SLOAN E 
. flA DONNA CRAIG ANNE ELMER F 
HAM ADELINE HALLEY MILFORD DE 
ON PRISCILLA WILSON RUPERT HARF 
« TH STEVEN BRONSON JEAN PETER Dl M 
INE LORN A ROBERTA NOBLE TOM SABINi 
T MIA BARTLETT BEAU DINAH JIM FRITZ D 
INE CECILIA TAMARA BEN ROSABELLE Jl 
>LESIMPSON BERNARD ERROLCORETTA 
VERETT MARGO LENA LORENZO CLIFF Rl 
N MARTIN THOMAS TONY COLEMAN LUCII 
JEN REBECCA COURTNEY NICOLE BREWS 
:R RHONDA TURNER MADELINE ELLEN MC 
JWLER J ANETTONY THOMAS ROBERTSO 
T ROBIN HARDEN BRETT NEIL BORDEN OT 
^ WATSON GEORGIA BARCLAY ODESSA I 
’ ADWICK APRIL TODD ARDEN LAUR 
AMABELSHERWINPATIDAGINA 

*VRD ARNOLD HILLIARD SILVES 

ORA DONAHUE EGAN MURRA 

' AMDEN EDNA MILES ALBEF 

TUSSEL AUDREYELIDEWE 

"•NOLDTONY WILFRED CL 
DAM TYSON LARISSA A 
'ON LIBBY OSCAR PH^ 
OYDPHOEBEARCH 
"S FRANKLIN L01 
MRENEECHA 
' ANZELDAI 
ASMEGA 
"Y CRY! 
■•SHEE 




In a recent survey, 4,120 participating physicians gave 
us their views 1 on INDERAL LA in the treatment of 
hypertension, angina and migraine. 

inderal la is their preferred 
beta blocker 

.. .of the nearly three out of four physicians responding 
to the questionnaire, an impressive 97% rated INDERAL 
LA good to excellent for overall performance. Virtually all 
cited efficacy, tolerability, long-term cardiovascular pro¬ 
tection and once-daily convenience as important factors 
in their choosing to prescribe INDERAL LA. 

inderal la promotes patient 
compliance 

.. .Virtually every responding physician rated patient sat¬ 
isfaction with INDERAL LA to be as good as, or better 
than, other beta blockers. 


Like conventional INDERAL Tablets, INDERAL LA should not be used in the presence 
of congestive heart failure, sinus bradycardia, cardiogenic shock, heart block 
greater than first degree and bronchial asthma. 
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BRIEF SUMMARY (FOR FULL PRESCRIBING INFORMATION, SEE PACKAGE CIRCULAR.) 


INDERAL " 0 LA brand of propranolol hydrochloride (Long Acting Capsules) 

DESCRIPTION. INDERAL LA is formulated to provide a sustained release of propranolol hydro¬ 
chloride. INDERAL LA is available as 60 mg, 80 mg, 120 mg, and 160 mg capsules. 

CLINICAL PHARMACOLOGY. INDERAL is a nonselective, beta-adrenergic receptor-blocking 
agent possessing no other autonomic nervous system activity. It specifically competes with beta-ad¬ 
renergic receptor-stimulating agents for available receptor sites. When access to beta-receptor sites 
is blocked by INDERAL, the chronotropic, inotropic, and vasodilator responses to beta- 
adrenergic stimulation are decreased proportionately. 

INDERAL LA Capsules (60, 80, 120, and 160 mg) release propranolol HCI at a controlled and 
predictable rate. Peak blood levels following dosing with INDERAL LA occur at about 6 hours and the 
apparent plasma half-life is about 10 hours. When measured at steady state over a 24-hour period the 
areas under the propranolol plasma concentration-time curve (AUCs) for the capsules are approxi¬ 
mately 60% to 65% of the AUCs for a comparable divided daily dose of INDERAL Tablets. The lower 
AUCs for the capsules are due to greater hepatic metabolism of propranolol, resulting from the slower 
rate of absorption of propranolol. Over a twenty-four (24) hour period, blood levels are fairly constant 
for about twelve (12) hours then decline exponentially. 

INDERAL LA should not be considered a simple mg-for-mg substitute for conventional propranolol 
and the blood levels achieved do not match (are lower than) those of two to four times daily dosing 
with the same dose. When changing to INDERAL LA from conventional propranolol, a possible need 
for retitration upwards should be considered especially to maintain effectiveness at the end of the 
dosing interval. In most clinical settings, however, such as hypertension or angina where there is little 
correlation between plasma levels and clinical effect, INDERAL LA has been therapeutically equiva¬ 
lent to the same mg dose of conventional INDERAL as assessed by 24-hour effects on blood pressure 
and on 24-hour exercise responses of heart rate, systolic pressure, and rate pressure product. 
INDERAL LA can provide effective beta blockade for a 24-hour period. 

INDICATIONS AND USAGE. Hypertension: INDERAL LA is indicated in the management of 
hypertension; it may be used alone or used in combination with other antihypertensive agents, 
particularly a thiazide diuretic. INDERAL LA is not indicated in the management of hypertensive 
emergencies. 

Angina Pectoris Due to Coronary Atherosclerosis: INDERAL LA is indicated for the 
long-term management of patients with angina pectoris. 

Migraine: INDERAL LA is indicated for the prophylaxis of common migraine headache. The 
efficacy of propranolol in the treatment of a migraine attack that has started has not been established 
and propranolol is not indicated for such use. 

Hypertrophic Subaortic Stenosis: INDERAL LA is useful in the management of hypertrophic 
subaortic stenosis, especially for treatment of exertional or other stress-induced angina, palpitations, 
and syncope. INDERAL LA also improves exercise performance. The effectiveness of propranolol 
hydrochloride in this disease appears to be due to a reduction of the elevated outflow pressure 
gradient which is exacerbated by beta-receptor stimulation. Clinical improvement may be temporary. 

CONTRAINDICATIONS. INDERAL is contraindicated in 1) cardiogenic shock; 2) sinus bradycar¬ 
dia and greater than first-degree block; 3) bronchial asthma; 4) congestive heart failure (see WARN¬ 
INGS) unless the failure is secondary to a tachyarrhythmia treatable with INDERAL. 

WARNINGS. CARDIAC FAILURE: Sympathetic stimulation may be a vital component supporting 
circulatory function in patients with congestive heart failure, and its inhibition by beta blockade may 
precipitate more severe failure. Although beta blockers should be avoided in overt congestive heart 
failure, if necessary, they can be used with close follow-up in patients with a history of failure who are 
well compensated and are receiving digitalis and diuretics. Beta-adrenergic blocking agents do not 
abolish the inotropic action of digitalis on heart muscle. 

IN PATIENTS WITHOUT A HISTORY OF HEART FAILURE, continued use of beta blockers can, in 
some cases, lead to cardiac failure. Therefore, at the first sign or symptom of heart failure, the patient 
should be digitalized and/or treated with diuretics, and the response observed closely, or INDERAL 
should be discontinued (gradually, if possible). 


IN PATIENTS WITH ANGINA PECTORIS, there have been reports of exacerbation of angina and, 
in some cases, myocardial infarction, following abrupt discontinuance of INDERAL therapy. 
Therefore, when discontinuance of INDERAL is planned, the dosage should be gradually re¬ 
duced over at least a few weeks, and the patient should be cautioned against interruption or 
cessation of therapy without the physician's advice. If INDERAL therapy is interrupted and 
exacerbation of angina occurs, it usually is advisable to reinstitute INDERAL therapy and take 
other measures appropriate for the management of unstable angina pectoris. Since coronary 
artery disease may be unrecognized, it may be prudent to follow the above advice in patients 
considered at risk of having occult atherosclerotic heart disease who are given propranolol for 
other indications. 


Nonallergic Bronchospasm (eg, chronic bronchitis, emphysema) —PATIENTS WITH 
BRONCHOSPASTIC DISEASES SHOULD IN GENERAL NOT RECEIVE BETA BLOCKERS. INDERAL 
should be administered with caution since it may block bronchodilation produced by endogenous 
and exogenous catecholamine stimulation of beta receptors. 

MAJOR SURGERY; The necessity or desirability of withdrawal of beta-blocking therapy prior to 
major surgery is controversial. It should be noted, however, that the impaired ability of the heart to 
respond to reflex adrenergic stimuli may augment the risks of general anesthesia and surgical 
procedures. 

INDERAL (propranolol HCI), like other beta blockers, is a competitive inhibitor of beta-receptor 
agonists and its effects can be reversed by administration of such agents, eg, dobutamine or isopro¬ 
terenol. However, such patients may be subject to protracted severe hypotension. Difficulty in start¬ 
ing and maintaining the heartbeat has also been reported with beta blockers. 

DIABETES AND HYPOGLYCEMIA: Beta blockers should be used with caution in diabetic patients if 
a beta-blocking agent is required. Beta blockers may mask tachycardia occurring with hypoglycemia, 
but other manifestations such as dizziness and sweating may not be significantly affected. Following 
insulin-induced hypoglycemia, propranolol may cause a delay in the recovery of blood glucose to 
normal levels. 


THYROTOXICOSIS: Beta blockade may mask certain clinical signs of hyperthyroidism. Therefore, 
abrupt withdrawal of propranolol may be followed by an exacerbation of symptoms of hyperthyroid¬ 
ism, including thyroid storm. Propranolol may change thyroid function tests, increasing T4 and 
reverse T3, and decreasing T3. 

IN PATIENTS WITH WOLFF-PARKINSON-WHITE SYNDROME, several cases have been reported in 
which, after propranolol, the tachycardia was replaced by a severe bradycardia requiring a demand 
pacemaker. In one case this resulted after an initial dose of 5 mg propranolol. 

PRECAUTIONS. GENERAL: Propranolol should be used with caution in patients with impaired 
hepatic or renal function. INDERAL (propranolol HCI) is not indicated for the treatment of hyperten¬ 
sive emergencies. 

Beta-adrenoreceptor blockade can cause reduction of intraocular pressure. Patients should be told 
that INDERAL may interfere with the glaucoma screening test. Withdrawal may lead to a return of 
increased intraocular pressure. 

CLINICAL LABORATORY TESTS: Elevated blood urea levels in patients with severe heart disease, 
elevated serum transaminase, alkaline phosphatase, lactate dehydrogenase. 

DRUG INTERACTIONS: Patients receiving catecholamine-depleting drugs such as reser- 
pine should be closely observed if INDERAL (propranolol HCI) is administered. The added 
catecholamine-blocking action may produce an excessive reduction of resting sympathetic 
nervous activity which may result in hypotension, marked bradycardia, vertigo, syncopal attacks, 
or orthostatic hypotension. 

Caution should be exercised when patients receiving a beta blocker are administered a calcium- 
channel-blocking drug, especially intravenous verapamil, for both agents may depress myocardial 
contractility or atrioventricular conduction. On rare occasions, the concomitant intravenous use of a 
beta blocker and verapamil has resulted in serious adverse reactions, especially in patients with 
severe cardiomyopathy, congestive heart failure, or recent myocardial infarction. 

Aluminum hydroxide gel greatly reduces intestinal absorption of propranolol. 

Ethanol slows the rate of absorption of propranolol. 

Phenytoin, phenobarbitone, and rifampin accelerate propranolol clearance. 

Chlorpromazine, when used concomitantly with propranolol, results in increased plasma levels of 
both drugs. 

Antipyrine and lidocaine have reduced clearance when used concomitantly with propranolol. 

Thyroxine may result in a lower than expected T 3 concentration when used concomitantly with 
propranolol. 

Cimetidine decreases the hepatic metabolism of propranolol, delaying elimination and increasing 
blood levels. 

Theophylline clearance is reduced when used concomitantly with propranolol. 

CARCINOGENESIS, MUTAGENESIS, IMPAIRMENT OF FERTILITY: Long-term studies in animals 
have been conducted to evaluate toxic effects and carcinogenic potential. In 18-month studies in both 
rats and mice, employing doses up to 150 mg/kg/day, there was no evidence of significant drug-in¬ 
duced toxicity. There were no drug-related tumorigenic effects at any of the dosage levels. Reproduc¬ 
tive studies in animals did not show any impairment of fertility that was attributable to the drug. 

PREGNANCY: Pregnancy Category C. INDERAL has been shown to be embryotoxic in animal 
studies at doses about 10 times greater than the maximum recommended human dose. 

There are no adequate and well-controlled studies in pregnant women. INDERAL should be used 
during pregnancy only if the potential benefit justifies the potential risk to the fetus. 

NURSING MOTHERS: INDERAL is excreted in human milk. Caution should be exercised when 
INDERAL is administered to a nursing woman. 

PEDIATRIC USE: Safety and effectiveness in children have not been established. 

ADVERSE REACTIONS. Most adverse effects have been mild and transient and have rarely 
required the withdrawal of therapy. 

Cardiovascular: Bradycardia; congestive heart failure; intensification of AV block; hypotension; 
paresthesia of hands; thrombocytopenic purpura; arterial insufficiency, usually of the Raynaud type. 

Central Nervous System: Light-headedness; mental depression manifested by insomnia, lassitude, 
weakness, fatigue; reversible mental depression progressing to catatonia; visual disturbances; hallu¬ 
cinations; vivid dreams; an acute reversible syndrome characterized by disorientation for time and 
place, short-term memory loss, emotional lability, slightly clouded sensorium, and decreased perfor¬ 
mance on neuropsychometrics. For immediate formulations, fatigue, lethargy, and vivid dreams 
appear dose related. 

Gastrointestinal: Nausea, vomiting, epigastric distress, abdominal cramping, diarrhea, constipa¬ 
tion, mesenteric arterial thrombosis, ischemic colitis. 

Allergic: Pharyngitis and agranulocytosis, erythematous rash, fever combined with aching and 
sore throat, laryngospasm and respiratory distress. 

Respiratory: Bronchospasm. 

Hematologic: Agranulocytosis, nonthrombocytopenic purpura, thrombocytopenic purpura. 

Auto-Immune: In extremely rare instances, systemic lupus erythematosus has been reported. 

Miscellaneous: Alopecia, LE-like reactions, psoriasiform rashes, dry eyes, male impotence, and 
Peyronie’s disease have been reported rarely. Oculomucocutaneous reactions involving the skin, 
serous membranes and conjunctivae reported for a beta blocker (practolol) have not been associated 
with propranolol. 

DOSAGE AND ADMINISTRATION. INDERAL LA provides propranolol hydrochloride in a 
sustained-release capsule for administration once daily. If patients are switched from INDERAL 
Tablets to INDERAL LA Capsules, care should be taken to assure that the desired therapeutic effect is 
maintained. INDERAL LA should not be considered a simple mg-for-mg substitute for INDERAL. 
INDERAL LA has different kinetics and produces lower blood levels. Retitration may be necessary, 
especially to maintain effectiveness at the end of the 24-hour dosing interval. 

HYPERTENSION—Dosage must be individualized. The usual initial dosage is 80 mg INDERAL LA 
once daily, whether used alone or added to a diuretic. The dosage may be increased to 120 mg once 
daily or higher until adequate blood pressure control is achieved. The usual maintenance dosage is 
120 to 160 mg once daily. In some instances a dosage of 640 mg may be required. The time needed for 
full hypertensive response to a given dosage is variable and may range from a few days to several 
weeks. 

ANGINA PECTORIS—Dosage must be individualized. Starting with 80 mg INDERAL LA once daily, 
dosage should be gradually increased at three- to seven-day intervals until optimal response is 
obtained. Although individual patients may respond at any dosage level, the average optimal dosage 
appears to be 160 mg once daily. In angina pectoris, the value and safety of dosage exceeding 320 mg 
per day have not been established. 

If treatment is to be discontinued, reduce dosage gradually over a period of a few weeks (see 
WARNINGS). 

MIGRAINE — Dosage must be individualized. The initial oral dose is 80 mg INDERAL LA once daily. 
The usual effective dose range is 160-240 mg once daily. The dosage may be increased gradually to 
achieve optimal migraine prophylaxis. If a satisfactory response is not obtained within four to six 
weeks after reaching the maximal dose, INDERAL LA therapy should be discontinued. It may be 
advisable to withdraw the drug gradually over a period of several weeks. 

HYPERTROPHIC SUBAORTIC STENOSIS-80-160 mg INDERAL LA once daily. 

PEDIATRIC DOSAGE—At this time the data on the use of the drug in this age group are too limited to 
permit adequate directions for use. 

*The appearance of these capsules is a registered trademark of Ayerst Laboratories. 
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Deafness Associated with Rocky Mountain 

Spotted Fever 

HARVEY J. STEINFELD MD, JANICE SILVERSTEIN BS, 
WILLIAM WEISBVRGER MD, and FRANCINE RATTNER VMD 

A 40-year-old female patient with severe Rocky Mountain Spotted Fever (RMSF) 
experienced deafness and dizziness, which proved to be of central (rather than vestib¬ 
ular) etiology. We theorize that this was due to central nervous system vasculitis 
associated with RMSF. 


A 40-year-old Caucasian woman was hospitalized on 
June 26, 1987 with a history of seven days of malaise, 
headache, arthralgia and myalgia; five days of fever to 
103.8°F; and a petechial rash noted on admission. She 
had noticed progressive hearing loss for one week before 
admission. Although she did not recall a tick bite, she 
did remove an unattached and unengorged tick from 
her shoulder about two weeks before the onset of illness. 
Acute titer for RMSF was 1:32 and convalescent titer 
obtained on July 9, 1987 was 1:1024. 

The patient was started on IV Chloramphenical and 
had nephritis, liver enzyme elevation, thrombocyto¬ 
penia, and mild mental confusion during her hospital 
course. Her cerebrospinal fluid showed 7 wbcs of which 
4 were polys. CT scan of the brain was normal and, 
except for hearing loss, ENT exam was normal. The 
patient’s cerebritis, hepatitis, and nephritis had raised 
other diagnostic possibilities, and because of gallstones 
found on a sonagram, Cefoperazone was added to her 
treatment to broaden antibiotic coverage. 

She was discharged from the hospital on July 10, 
1987 with significant hearing loss and dizziness, her 
hearing and balance having been normal before her 
illness. 

Of note was that her dog died of RMSF three weeks 
before her symptoms began. (Diagnosis was confirmed 
by antibody titer rise and autopsy.) In dogs, early clin¬ 
ical signs appearing within two to three days of the tick 
bite are fever, anorexia, and lethargy. 1-4 Signs that may 
follow are lymphadenopathy, dyspnea, neurologic defi¬ 
cits, and gastrointestinal disturbances. Edema and hy¬ 
peremia of the appendages due to systemic vasculitis 
often are seen. Hemorrhagic diathesis may be evidenced 
by petechiae, ecchymosis, epistaxis, and retinal hem¬ 
orrhage. The duration of clinical disease is generally 
seven to ten days. Dogs may recover spontaneously, be 
successfully treated, or succumb. Death is often a result 
of cardiovascular, neurologic, or urinary system dys¬ 
function. 

Laboratory findings in affected dogs include leuko¬ 
cytosis, thrombocytopenia, hypoalbuminemia, and ele- 
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vated serum alkaline phosphatase and cholesterol. Di¬ 
agnosis is confirmed through determination of acute 
and convalescent titers. 

This patient’s clinical picture resembled classic 
RMSF except for the hearing loss. This loss was deter¬ 
mined to be sensorineural, with normal Rinne and 
Weber tests. On July 15,1987 (after hospital discharge), 
there was a “50 db hearing loss in each ear with slightly 
better hearing for low pitches. The understanding of 
speech was markedly reduced with 36 percent under¬ 
standing in the right ear and 44 percent in the left” 
(report from ENT specialist). 

After seven weeks there had been some return of 
hearing: on August 17, the patient reported that in the 
preceeding one or two days she was able to use the 
telephone, something she could not do before. 

On August 17, an audiogram done at a different 
specialist’s office showed bilaterally symmetrical sen¬ 
sorineural loss with fairly good discrimination. Loss 
was up to 65 to 70 db at 4000 to 8000 cps, although, if 
anything, the patient reported her hearing improved 
compared to July 15. 

On September 3 an electronystatogram showed noth¬ 
ing indicating a peripheral vestibular problem. 

Discussion 

Careful investigation revealed no obvious etiology for 
the patient’s hearing loss except for RMSF. The patient 
had taken oral ampicillin prior to admission and was 
treated with IV chloramphenical and cefoperazone 
while in the hospital. None of these medications are 
known to be associated with hearing loss. 

Hearing loss has been reported in association with 
RMSF. Helmick et al. b in a review of 262 cases recorded 
an incidence of 7 percent but failed to offer any details 
concerning the deafness. 

Dolan et al. 6 reported sensorineural hearing loss in a 
case of RMSF that began on about the sixth day of 
illness and resolved between the third and fourth weeks. 
He reports a good prognosis for hearing loss in RMSF 
but does not cite a reference for this statement. 

The pathology of rickettsial infection is one of a 
systemic vasculitis. 7-10 Within the central nervous sys¬ 
tem this vasculitis causes a multifocal encephalitis that 
results in both generalized and focal neurologic defects. 
Typically there are multiple foci of microglial and as- 
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trocytic proliferation involving the cerebrum, cerebel¬ 
lum, and brain stem. It has been noted that the brain 
stem is most heavily involved by the vasculitis with 
formation of numerous typhus nodules. 

In this case, it is likely that the vasculitis involved 
pathways of the eighth cranial nerve or possibly the 
cochlear organs causing the sensorineural hearing loss 
that has been demonstrated. The borderline increased 
number of wbcs in the spinal fluid may have reflected 
this vasculitis. 

In conclusion, we believe that the progressive hearing 
loss in this patient was directly related to the patho¬ 
physiology of RMSF. The exact mechanism is still 
unknown but may be related to the vasculitis associated 
with the disease. 
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Commentary 


Faithful Fido Fetches Fever 
JOHN M. FLETCHER ETC, VC, USA 


Rocky Mountain Spotted Fever (RMSF) is a tick- 
borne rickettsial disease that affects various vertebrate 
species, including man’s best friend. The infectious 
nature of the disease was first demonstrated by Howard 
Taylor Ricketts in 1909. He was able to show how the 
infectious agent (Rickettsia rickettsii) is maintained in 
nature by tick transmission between infected and un¬ 
infected animals (mainly small rodents) and by tran- 
sovarial passage among ticks. Wild rodents apparently 
are not clinically affected but develop relatively marked 
rickettsemias and serve as a reservoir of infection. 
When an infected tick feeds on a human or a dog, severe 
disease can result. 

Clinically, RMSF in dogs is very similar, if not iden¬ 
tical, to that in humans. The pathogenesis centers on 
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rickettsial-induced vascular necrosis. Multiple organs 
are affected producing an array of clinical signs. Typi¬ 
cally, the skin, heart, brain, and kidney are most se¬ 
verely involved. The clinical signs can mimic other 
canine diseases such as distemper, acute ehrlichiosis, 
bacterial septicemia, and systemic lupus erythematosus. 

Almost all cases of canine Rocky Mountain Spotted 
Fever occur from April to September. Fever (usually 
greater than 40°C), anorexia, vomiting, diarrhea, and 
depression are common and can occur two to three days 
following attachment of an infected tick. Petechial 
hemorrhage on the skin and mucous membranes is 
prominent in some cases, but retinal hemorrhages may 
be a more sensitive indication of the disease. 

The actual incidence of clinical disease in dogs is not 
yet established. It is probably less common than in 
humans; investigators have shown that inapparent ca¬ 
nine R. rickettsii infections are common. A presumptive 
diagnosis of RMSF can be made based upon the sea- 
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sonal occurrence, tick infestation, clinical signs, and 
physical examination. Case fatalities can be markedly 
reduced with early antibiotic therapy. Tetracycline (22 
mg/Kg, t.i.d.) is the treatment of choice. Chloramphen¬ 
icol (20 mg/Kg orally, t.i.d.) is also effective and is 
indicated in puppies to avoid dental staining. 

The occurrence of RMSF in humans is roughly con¬ 
fined to the geographic distribution of its major tick 
vectors. The majority of reported human (and canine) 
cases have been in the eastern United States. Although 
sporadic, RMSF incidence has increased in recent 
years, and the cause is uncertain. It has been noted that 
in many cases a pet dog in the patient’s household has 
shown serological evidence of infection by R. rickettsii 
or actual clinical disease. This suggests that pet dogs 
may serve as reservoirs of infection; they also may serve 
as a conduit for infected ticks, carrying them into their 
homes. The important vectors of RMSF are three-host 


ticks; larval and nymph forms feed on small rodents 
assuring sylvatic transmission, while adult ticks feed 
on larger mammals including dogs and humans. 

In endemic areas, one must avoid ticks to prevent the 
disease. This is often difficult for active people (and 
dogs). Pet owners living in endemic areas should be 
aware of the additional risk involved in keeping a dog. 
Rapid tick removal can be effective, but saliva, hemo- 
lymph, and feces of infected ticks contain large numbers 
of rickettsia and therefore are highly infectious. RMSF 
rickettsia are able to enter the body through intact skin 
or mucous membranes, so care must be taken when 
removing ticks. 

Information concerning the seroprevalence and clin¬ 
ical disease in cats or other domestic species is minimal, 
but such animals might very well carry infected ticks 
into the immediate environment of people and thereby 
increase the risk of disease. 


Editorial 


RMSF and Litigation Fever 
JAMES G. ZIMMERLY MB, JD, MPH 


It is becoming easier to name the Maryland hospitals 
(and health care providers) that have not been involved 
in litigation alleging a failure to diagnose Rocky Moun¬ 
tain Spotted Fever than it is to name those that have. 
The list picks up a new hospital every year. 

A few years ago, one of my 39-year-old neighbors 
died of the disease. Her estate’s case was settled for 
$1.75 million. The settlement was reached after a 
Health Claims Arbitration panel had awarded $1.97 
million to the decedent’s family. The plaintiffs alleged 
that the health care provider failed to diagnose the 
disease on two visits in the face of a known tick bite, 
the classical rash, and the other usual presenting symp¬ 
toms. 

Approximately 400 cases of RMSF will be reported 
to the Center for Disease Control from the eastern 
seaboard states of Pennsylvania south to Florida each 
year. At the same time only ten or so cases will be 
reported from the Rocky Mountain States. With so few 
cases in the west, the index of suspicion among physi¬ 
cians practicing in that area may be less than that 
expected of us who practice in the east. We are all, 
however, expected to be familiar with regional diseases. 


As I pen this editorial I am watching the winter 
Olympics being televised from Calgary, Alberta, Can¬ 
ada. A number of years ago I was involved in the defense 
of a negligence claim involving a US citizen who even¬ 
tually died from RMSF in a hospital in Calgary, Al¬ 
berta. The photomicrograph on the cover of this issue 
of MMJ is from that patient. The facts of his case were 
as follows: 

A 23-year-old man from Connecticut died in the ... 
Hospital, Calgary, on 13 August. About ten days before 
he had been “bitten by ticks and mosquitoes” while 
hiking in Montana. He was first admitted to another 
Alberta hospital on 9 August with malaise, fever, ar¬ 
thralgia, and myalgia that had been present for two to 
three days. He was listless and drowsy and was treated 
with ampicillin 500 mg every six hours. 

On the fourth day in hospital (13 August) he was 
found unresponsive and transferred immediately to ... 
Hospital. On arrival there, shortly after noon, he was 
comatose, had mottled skin and warm limbs. His ear¬ 
lobes were cyanosed, and he had petechiae on the feet 
and arms. He did not respond to pain. He had edema 
of the face and conjunctivae and hemorrhages of the 
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conjunctiva on the left side. His pupils were small and 
reacted, and his fundi had no papilledema or hemor¬ 
rhage. 

His respirations were gasping, his heart rate 120-140 
and regular, his blood pressure 120/80, and his temper¬ 
ature 40° C. Laboratory studies revealed hemoglobin 14 
grams, platelets 8000, white cells 13,600 with 50% 
bands, serum sodium 124, chlorides 82, C0 2 11, K 5.2, 
BUN 82, blood sugar 280 mg%, creatinine 5.6, pro¬ 
thrombin time 14.7 (control 11). Fibrin degradation 
products were elevated at 40-80. Serum fibrinogen was 
285. The urine contained 40-50 erythrocytes. Arterial 
blood gases were pH 7.31, PC0 2 18, P0 2 62, and bicar¬ 
bonate 8—and were interpreted as metabolic acidosis 
and hypoxemia. 

The cerebrospinal fluid contained 408 erythrocytes 
per cubic mm, total protein of 95, and sugar 67, but no 
white cells or bacteria on the smear. He was given 10 
units of matched plateletes, 4 units of plasma, Solu- 
Cortef 250 mg, and Lasix 40 mg intravenously. 

His nose bled and was packed. There were bloody 
secretions recovered from an endotracheal tube, but 
there was no other evidence of bleeding. He convulsed 
and died nine hours after admission. 

Serologies for Rocky Mountain Spotted Fever were 


subsequently reported as less than 8 (negative). Proteus 
OX-2, OX-19, and OXK were all less than 20 (negative). 
Serologic tests for influenza viruses, adenovirus, herpes 
virus, measles, mumps, mycoplasma, rubella, para in¬ 
fluenza 1 and 3, respiratory syncytial, cytomegalo virus, 
varicella zoster, and coxsackie viruses B-l, 2, 3, 4, 5, 
and 6, and Q fever were negative. Suckling mice inoc¬ 
ulated intraperitoneally and intrathecally remained 
well and developed no lesions. Vero, Hela, and monkey 
kidney cells showed no cytopathic effect. 

Autopsy revealed generalized congestion, edema, and 
some hemorrhages of the serosal surfaces and meninges, 
but there were no other focal lesions. The organ weights 
were brain 1600, heart 380, lungs 900 and 700, liver 
2100, spleen 490, and kidneys 180 and 170. 

The family of the decedent sued the US Park Service 
for alleged negligence in not posting the federal park in 
Montana with signs warning visitors that there were 
ticks present that carried RMSF. The claim was for 
$15 million. Not all claims from RMSF-caused deaths 
result in payments to the claimants. Those of you who 
visit my farm are hereby notified that the vector and 
the disease are in the grass! 


The May MMJ, compiled by the Maryland Commission on High Blood Pressure and 
Related Cardiovascular Risk Factors, will include the following articles: 

Diabetes Mellitus & Hypertension: Public Health Perspective 
Diabetes Mellitus & Hypertension: Clinical Perspective 
Improving Adherence to Treatment Regimens 
Role of Hypertension in Diabetic Renal Disease 
Prevention of End-Stage Renal Disease: Hypertensive Therapy 
Risk Factors for Stroke 
The Maryland Stroke Bank 
Alcohol & Hypertension 

A New National Approach to Lowering Blood Cholesterol 
Family Oriented Cardiovascular Risk Screening & Intervention 
Hyperlipidemia: Treatment with Lipid Lowering Agents 
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Secular Changes in Case Mix of SCI Patients 

at Montebello 

ROBERT S. EPSTEIN MD; JEFFREY P. STRUEWING MD; 

CATHERINE M. SHARKNESS MD; ALAN LEFKOWITZ MD; DORIS A. CADIGAN PhD; 

JAMES P. G. FLYNN MD, MPH; and IRVING I. KESSLER MD, DrPH 

An estimated 10,000 spinal cord injuries occur annually in the United States, and 
the large majority receive inpatient rehabilitative services. We studied the case mix 
and management of such patients seen at Montebello Rehabilitation Hospital, compar¬ 
ing patients discharged with spinal cord injuries during 1986 to those discharged 
between 1979 and 1984 and to the national spinal cord injury database. The most 
recent patients were more likely to be employed and had achieved a higher level of 
education than earlier patients. Relatively more of them were admitted following 
motorcycle injuries, they suffered fewer complications (including decubiti), and they 
stayed a considerably shorter time. 


Spinal cord injuries (SCI), while relatively uncom¬ 
mon, lead to significant patient morbidity and disabil¬ 
ity. An estimated 6,000 to 10,000 new injuries occur 
each year, and a large majority of patients experience 
significant complications in the year following the 
event. 1,2 As the acute management of SCI has improved, 
leading to improved survival, rehabilitation has become 
a substantially more important problem, with estimates 
of current SCI patients approaching 200,000. 2 

Relatively few recent studies have examined the re¬ 
covery of SCI patients accepted into rehabilitation pro¬ 
grams. Woolsey found that age, marital status, and 
level of injury were related to outcome in a veteran 
population. 3 Yarkoney et al. studied 711 patients and 
found cord level and degree of paralysis predictive of 
outcome. 4 However, because this study comprised pa¬ 
tients admitted to a single facility over eight years, the 
effects of rehabilitation may be confounded by secular 
changes occurring in the clinical management of SCI 
and by changes in health care financing over the same 
period. Changes in the management of bladder function, 
improvements in the treatment of thrombophlebitis, 
PPS for medicare patients, and penetration of pre-paid 
health plans all may have affected the outcomes re¬ 
ported. 

To avoid the potential bias of secular changes, our 
study includes patients discharged in a single calendar 
year. It is aimed at describing the demographic and 
functional characteristics of the study population and 
delineating their medical complications and change in 
functional status. Whenever possible, the findings are 
compared with data from the same institution during 


All authors are with the Department of Epidemiology and Preven¬ 
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is Chairman, Department of Epidemiology and Preventive Medicine. 
Dr. Flynn is also Director, Montebello Rehabilitation Hospital, Uni¬ 
versity of Maryland Medical System. 

This study was supported in part by Grant No. D33-PE-13000 of 
the Department of Health and Human Services as well as from the 
general funds of the Department of Epidemiology and Preventive 
Medicine, and the Montebello Rehabilitation Hospital. 


the years 1979 to 1984 and with national data reported 
by the National Spinal Cord Injury Statistical Center. 6 

Materials and Methods 

The study population consists of all patients dis¬ 
charged from Montebello Rehabilitation Hospital dur¬ 
ing 1986 for initial rehabilitation after acute SCI. This 
institution is a 153-bed comprehensive rehabilitation 
facility, accredited by the Joint Commission on Accred¬ 
itation (JCAH) and the Commission on Accreditation 
of Rehabilitation Facilities (CARF), and is a division 
of the University of Maryland Medical System. Mon¬ 
tebello has a 20-bed SCI unit that delivers multidisci¬ 
plinary rehabilitation. 

Of 135 patients discharged during 1986 with a diag¬ 
nosis of SCI, those who had been treated in another 
rehabilitation center prior to their admission to Mon¬ 
tebello or whose initial discharge was prior to 1986 were 
excluded from the analysis. Also excluded were patients 
with significant head trauma, vertebral fractures with¬ 
out spinal cord deficits, and spinal cord lesions with an 
insidious onset or relapsing course. Patients with sig¬ 
nificant head trauma in addition to spinal cord injury 
were excluded because their CNS problems often out¬ 
weighed their spinal cord lesions, and they were usually 
treated on a separate head injury unit. After applying 
the exclusion criteria, 77 patients remained for analysis. 

Functional ability was measured with a modified 
Barthel’s Index (BI) constructed from nursing, occu¬ 
pational and physical therapy notes. The index is based 
on the ability to perform 10 activities of daily living 
(ADL); a higher score denotes better functional ability. 7 
The item scoring was modified by assigning each activ¬ 
ity a value of 1 if independent, and 0 if help was needed. 
Two items (bathing and climbing stairs), which had 
more than 20 percent missing values were excluded, 
resulting in a maximum score of 8. The scores were 
standardized by dividing the number of items a patient 
could perform independently by the number of non¬ 
missing items. To analyze functional change during 
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rehabilitation, the difference between initial and stand¬ 
ardized BI score at discharge was divided by the initial 
score. 

The patient’s charts were reviewed by four authors 
(JS,CS,AL,RE), using a standard form. Information on 
demography, cause of injury, level of injury, functional 
ability (at admission and discharge), medical compli¬ 
cations, length of stay, and discharge disposition was 
abstracted. Injuries were classified according to the 
standards for neurological classification of the Ameri¬ 
can Spinal Injury Association. 8 

Whenever possible, the 1986 cohort and the 1979 to 
1984 cohort were compared with respect to the ab¬ 
stracted information. The study had approximately 85 
percent power to detect a twofold difference in the 
percent of injuries caused by motor vehicle accidents 
from the 1978-1984 cohort. Comparisons also were 
made between the 1986 cohort and the data of the 
National Spinal Cord Injury Data Research Center, 
which is based on 9,647 patients from 16 SCI Care 
Systems nationally between 1973 and 1985. 

After abstraction, data were coded, edited, and vali¬ 
dated. The PC version of the Statistical Analysis Sys¬ 
tem (PC-SAS) was used for analysis of the data. Cross 
tabulation, t-tests, and summary statistics were used in 
describing the findings. 

Results 

Demographic characteristics The study population 
had a mean age of 38 years and stayed on the average 
74 days at Montebello. Eighty percent were male, and 
56 percent were black; 48 percent of the entire popula¬ 
tion were black males. Two-thirds were unmarried, 
approximately half had completed high school, and 
nearly two-thirds were employed at the time of their 
injury. 

Other demographic characteristics of the study pop¬ 
ulation are presented in Table 1, which compares the 
patients by race. In age, sex, and education, the two 
groups were very similar. However, blacks were less 
likely to be employed (46 percent vs. 79 percent) and 
more likely to have violence as the cause of injury. 

Medical characteristics The SCI patients experi¬ 
enced an average of two medical complications. The 
most frequent of these were anemia and urinary tract 
infections, which were present in more than half the 
patients. Psychiatric consultations were required in 
about half. Fewer than 10 percent developed pneu¬ 
monia, heterotrophic ossification, superficial or deep 
thrombophlebitis, reflex sympathetic dystrophy, sepsis, 
or pulmonary embolism. None experienced urinary cal¬ 
culi or peptic ulcer disease. 

The distribution of some of the clinical characteris¬ 


tics of the patients is shown in Table 2. Blacks and 
whites did not differ substantially in degree of paralysis, 
number of medical complications, percent achieving 
functional improvement, cord level at discharge, or 
length of stay. However, blacks were somewhat more 
likely to be able to walk at the time of admission. 
Overall, the mean standardized Barthel’s Index score 
was 2.08 at admission and 5.06 at discharge. Three- 
quarters of the patients demonstrated functional im¬ 
provement between admission and discharge. Distri¬ 
bution of Barthel’s Index change is shown in Figure 1. 


Comparisons 

Demographic characteristics of the study population 
were compared with those of the 1979-1984 Montebello 
patients and with some national data (Table 3). It may 
be observed that the SCI patient population at Mon¬ 
tebello has changed little in age, sex, race, and marital 
status composition between 1979 and 1986. However, 
Montebello clearly serves a different patient population 
than that represented by the national data. The latter 
is considerably younger, with only 5 percent over 59 


Table 1. Demographic Characteristics of SCI 
Patients, by Race, 1986 


Characteristic 

Blacks 

N = 43 

Whites 

N = 33 

P-value 1 

Age 

38 

36 

0.6215 

(range in years) 

(20-73) 

(19-80) 


Sex-male 

86% 

74% 

0.168 

Marital status 

single 

73% 

61% 

0.383 

married 

22 

36 


other 

5 

3 


Occupation 

employed 

46% 

79% 

0.019 

homemaker 

2 

0 


unemployed 

37 

9 


retired 

10 

12 


student 

5 

0 


Education 

<8 years 

8% 

10% 

0.752 

elementary school 

44 

33 


high school 

46 

48 


college 

3 

7 


Cause of injury 

motor vehicle 

23% 

48% 

0.009 

violence 

42 

9 


sports/recreation 

2 

12 


falls/jumps 

23 

21 


other 

9 

9 



1 Two-tailed t-test for mean age; chi-square test for homogeneity for 
other variables. 
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Table 2. Medical Characteristics of SCI 
Patients, by Race, 1986 


Figure 1. Distribution of Barthel Index 
Change 



Blacks 

Whites 


40*1 

Characteristic 

N = 43 

N = 33 

P-value 1 


Degree of paralysis 




35 - 

paraplegic complete 

7% 

9% 

0.656 


paraplegic incom- 




30 

plete 

61 

47 



quadriplegic com- 





plete 

5 

9 



quadriplegic incom- 




g 20 ' 

plete 

27 

34 


Oh 

Ability to walk on ad- 




15 - 

mission 

47% 

31% 

0.177 


Number of medical 




10 - 

complications 

1.8 

1.8 

0.960 


(range) 

(0-4) 

(0-5) 


5 . 

Functional improve- 





ment during reha- 





bilitation 

74% 

74% 

0.930 


Cord level on discharge 





cervical 

41% 

37% 

0.842 


thoracic 

35 

42 



lumbosacral 

24 

21 



Length of stay 

75 

73 

0.889 


(range in days) 

(1-223) 

(9-265) 



1 Two-tailed t-test for mean 

length of stay; chi-square test for ho- 
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I 1 Large change 
Hill Total improvement 


mogeneity for other variables. 


Table 3. Demographic Characteristics of SCI Patients, Montebello 1979-84, 1986 

and National Sample 1973-1984 


Montebello Montebello National 

1979-1984 1986 1973-1984 


Characteristic 

Percent 

(N) 

Percent 

(N) 

Percent 

Age group 

0-29 

43 

(124) 

48 

(37) 

66 

30-44 

23 

(67) 

22 

(17) 

19 

45-59 

20 

(58) 

14 

(ID 

9 

>59 

14 

(29) 

16 

(12) 

5 

Sex (male) 

80 

(221) 

81 

(62) 

82 

Race (white) 

48 

(135) 

44 

(34) 

74 

Marital status 

(married) 

25 

(71) 

27 

(21) 

29 1 

Education 

<8 years 

21 

(41) 

9 

(6) 

15 

< high school 

42 

(82) 

40 

(27) 

28 

high school graduate 

33 

(65) 

47 

(32) 

34 

college 

4 

(8) 

4 

(3) 

23 

Cause of injury 

motor vehicle 

23 

(70) 

34 

(26) 

45 

motorcycle 

4 

(12) 

12 

(9) 

NA 2 

violence 

25 

(71) 

28 

(21) 

15 

sports/recreation 

9 

(25) 

7 

(5) 

14 

falls/jumps 

20 

(57) 

22 

(17) 

21 

other 

22 

(65) 

9 

(9) 

3 


1 Data from Reference 9. 

2 Data not available. 
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years old, in contrast to 14 and 16 percent in the 
Montebello patients. There were 66 percent under age 
29 in the national data compared with 43 to 48 percent 
at Montebello. The contrast is also substantial in re¬ 
spect to race; 26 percent of the national versus 52 to 56 
percent at Montebello were black. The two populations 
were very similar in respect to the male predominance 
of their SCI patients and in the proportions married. 

The educational level of Montebello’s SCI population 
has increased greatly over the time span. In the 1979- 
1984, 21 percent of the patients had not completed 
elementary school; by 1986, the figure fell to 9 percent. 
Because the age distribution of the patients did not 
change, the rise in educational level is probably not due 
to a sudden increase in very young patients. The na¬ 
tional sample had higher proportions of patients with 
both higher and lower educational levels than did Mon¬ 
tebello. 

A smaller proportion of injuries due to motor vehicles 
and sports/recreation and a larger proportion due to 
violence characterized the Montebello patients when 
compared with the national data base. The proportion 
of 1986 Montebello patients with motorcycle injuries 
was nearly three times greater than the 1979-1984 
patients (Table 3). 

The medical characteristics of the Montebello pa¬ 
tients and the national sample are compared in Table 
4. The Montebello patients had urinary tract infections 
and anemia more often than the national sample. De- 
cubiti decreased by almost 50 percent at Montebello 
between the two surveys, with the national sample 
showing a rate intermediate between the two. There 
was also a threefold increase in the rate of anemia at 
Montebello between the two studies. 


The pattern of cord level neurological deficits at 
discharge showed a smaller percent of patients with 
cervical cord levels, and a larger percent of patients 
with lumbosacral cord levels in the 1986 Montebello 
patients compared with the 1979-1984 Montebello pa¬ 
tients and the national sample. Nearly half the 1986 
patients were discharged on intermittent self-catheter- 
ization, a figure twice as high as for the 1979-1984 
patients. 

The length of stay at Montebello decreased consid- , 
erably between the two studies, with a mean of 120.6 
days in 1979-1984 (computed from grouped data) com¬ 
pared to 73.7 days in 1986. The distribution of length 
of stay is shown in Figure 2. Similar data for the 
national sample were not available. 

Discussion 

The findings suggest that the types of SCI patients 
admitted to Montebello have changed substantially in 
recent years. The differences are largely in such char¬ 
acteristics as socioeconomic status, injury circum¬ 
stances, clinical features, and length of stay. 

The 1986 patients were more likely to be employed, 
better educated, and successfully rehabilitated in a 
shorter time than the 1979-1984 patients. Explanations 
may lie in changing eligibility rules for rehabilitation, 
changes in the specific subpopulation injured, and the 
shortening lengths of stay in the rehabilitation setting. 
The eligibility criteria for admissions of SCI patients 
have not changed in any way that can readily explain 
the observed changes in patient characteristics. 

The circumstances of injury among the 1986 patients 
differed from the 1979-1984 patients in a much greater 
proportion with motorcycle injuries, which accounted 


Table 4. Medical Characteristics of SCI Patients, Montebello 1979—84, 1986 

and National Sample 1973—1984 



Montebello 

1979-1984 


Montebello 

1986 


National 

1973-1984 

Characteristic 

Percent 

(N) 

Percent 

(N) 

Percent 

Medical complications 

urinary tract infection 

59 

(169) 

62 

(48) 

49 

decubitus 

32 

(93) 

17 

(13) 

23 

anemia 

24 

(70) 

77 

(59) 

11 

Cord level at discharge 

cervical 

47 

(129) 

39 

(30) 

53 

thoracic 

41 

(113) 

39 

(30) 

37 

lumbosacral 

35 

(126) 

22 

(17) 

10 

Length of stay 

0-90 days 

53 

(153) 

70 

(54) 

NA 1 

91-180 days 

31 

(88) 

26 

(20) 


181 or more 

16 

(47) 

3 

(4) 



1 Data on length of stay not available. 
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for 12 percent of the SCI patients. It is possible that 
motorcycle-related injured patients are more likely to 
survive their initial trauma and to require rehabilita¬ 
tion. Alternatively, perhaps more people are riding mo¬ 
torcycles, with a resulting increase in spinal cord inju¬ 
ries. Presumably the lack of safety helmet laws would 
result in lower proportions of motorcycle-related in¬ 
jured patients surviving. It is possible that a secular 
decrease in other causes has artificially inflated the 
proportion of motorcycle-related injuries. 

It is also notable that the national sample had half 
as many injuries from violent causes as the Montebello 
series. This probably reflects the characteristics of the 
predominantly urban environment of the Montebello 
patients. While only half the Montebello patients came 
from Baltimore City, 90 percent of the gunshot injured 
patients originated there. 

From the data it is apparent that more lumbosacral- 
injured patients were discharged from Montebello in 
1986 than in the early period. Inherent differences in 
complication experiences and management may explain 
some of the observed contrasts between the 1986 and 
earlier Montebello patients. The 1986 patients used 
intermittent self-catheterization substantially more 
often, which could be correlated with changes in the 
level of injury, although the actual difference in cord 
level was probably not large enough to confirm this. It 
is likely that the Montebello staff more frequently 
instructs their spinal cord injured patients in the use of 
this procedure than previously. 

Although there were no secular differences in most 
medical complications, the frequency of anemia and 
decubiti did change substantially. There was a surpris- 

Figure 2. Distribution of Length of Stay 


LOS 



ingly high prevalence of anemia in the 1986 patients as 
compared with the earlier ones: 75 percent of them had 
anemia diagnosed at some time during their admission, 
compared with 24 percent in the 1979-1984 patients 
and 11 percent in the national data sample. Several 
explanations seem plausible. Shorter acute hospitali¬ 
zations may result in the admission of patients to 
rehabilitation facilities before full hematologic recovery 
from injury and surgery. Alternatively, the differences 
may be artifactual, due to differences in ascertainment 
of anemia between studies: while the cutoff levels for 
the laboratory diagnosis of anemia was the same in 
both Montebello studies (hemoglobin <12 mg percent 
for females and <14 mg percent for males), laboratory 
diagnosis at any point during the hospitalization was 
considered anemia in this study, while it is not known 
whether this was the case in the previous study. Since, 
with the exception of anemia, the two Montebello co¬ 
horts experienced similar rates of other complications, 
the possibility of an artifact here is plausible. 

The analysis revealed a significant reduction in the 
prevalence of decubiti between the 1979-1984 and 1986 
patients at Montebello. This may be due to improve¬ 
ments in nursing care and rehabilitation therapies at 
Montebello. It also may be associated with the secular 
trend of a decrease in length of stay both acutely and 
during rehabilitation over this time. Patients undergo¬ 
ing active rehabilitation earlier in their clinical course 
may be less likely to develop decubiti. 

No analysis of rehabilitation costs was carried out. It 
is likely, however, that average cost per patient has 
decreased at Montebello because of the marked reduc¬ 
tion in length of stay in recent years. Efforts to assess 
long-term outcome after rehabilitation would be diffi¬ 
cult but are important. 
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History of Nonpenetrating Chest Trauma 
and Its Treatment 

ROBERT B. WAGNER MD and BENJAMEN SLIVKO MD 

Given modern medicine’s dependence on technology in the diagnosis and treatment 
of nonpenetrating chest trauma, we derive considerable appreciation of and admira¬ 
tion for our surgical predecessors’ knowledge of rational treatment of nonpenetrating 
lung injury that evolved before the development of x-ray. 


Although the ancients were aware of the danger of 
nonpenetrating chest injuries, most of their attention 
focused on the more obvious and dramatic penetrating 
wounds. Hippocrates writes of hemoptysis subsequent 
to broken ribs and notes the association of pleurisy and 
empyema, especially when the chest wall was contused. 
Treatment of this more serious injury included reduced 
diet, rest, avoidance of sexual intercourse, silence, and 
“to OPEN A VEIN AT THE ELBOW.” Bleeding was 
followed obsequiously until the second half of the nine¬ 
teenth century. The chest was dressed firmly with 
linen, 1 the mainstay of the treatment of fractured ribs 
for centuries. 

The next authoritative word concerning severe non¬ 
penetrating chest trauma comes to us from The Surgery 
of Theodoric, circa A.D. 1267. 2 Theodoric was the pu¬ 
tative son of Hugo of the Borgognoni family. 3 Both 
Hugo and Theodoric are best known for recognizing 
that wound suppuration was neither necessary nor de¬ 
sirable. When discussing rib fractures, Theodoric noted 
two types, one that points outward, the other inward. 
He treated the fracture that pointed outward by reduc¬ 
ing it manually, covering the area with a suitable med¬ 
ication, and binding the fracture tightly. 

Guy de Chauliac of Avignon, frequently known as the 
“Father of Surgery,” 4 completed his famous Chirurgia 
Magna in 1365. He speaks of himself as “Physicus,” 
since the title of “doctor” was not then conferred in the 
faculty of medicine in the universities. The Surgery was 
a principal didactic surgical text to the eighteenth cen¬ 
tury. Guy de Chauliac marveled 3 that so little concern¬ 
ing chest wounds had been written by Galen, Haly 
Abbas, and Avicenna. Most of what he wrote about 
chest wounds concerned penetrating wounds, although 
he did differentiate between penetrating and nonpene¬ 
trating wounds. In treating the nonpenetrating chest 
wound, he described his particular crosswise bandages. 

A middle English translation (circa 1550) 5 of John de 
Vigo’s Practica Copiosa in Arter Chirurgia allows con¬ 
siderable insight into the knowledge of the day (1514). 
It appears that little had changed from the times of 
Hippocrates in that diagnosis was based on palpation 
of the fracture site: “sometimes there is heard a cracking 
of the fracture.” He wrote “there followeth sometime a 


From the Departments of Surgery and Intensive Care, Prince 
George’s General Hospital, Cheverly. Reprints: Robert B. Wagner 
MD, 50 W. Edmonston Dr., Rockville, MD 20852. 


disease called pleurisy, coughing, spitting of blood, and 
a great fever, and this fracture is judged by all DOC¬ 
TORS to be very dangerous as it like in signs, causes 
and cure, unto fractures of the bones of the breast.” 5 
Note that the honorific, DOCTOR, was in use. 

The most famous surgeon of the sixteenth century, 
Ambriose Pare (1510-1590), is best known for recog¬ 
nizing that gunshot wounds treated without burning 
oils and cautery did better than those wounds so 
treated. He was personal physician to four consecutive 
French kings: Henry II, Francis II, Charles IX, and 
Henry III. Although he was one of the first surgeons to 
write in the vernacular (French), his Opus was trans¬ 
lated into Latin in 1582 and into English in 1634 by 
the apothecary Thomas Johnson. 6 In his discussion of 
rib fractures in cases associated with difficulty in 
breathing, spitting of blood, cough, and fever, he stated 
that “the only way to deliver the patient from danger 
of imminent death, is to make incision on that part, 
where the rib is broken, so that laying it bare, you may 
discern the pricking fragments and take them out.” He 
noted that diet, purgatives, and phlebotomy are not 
particularly necessary in simple fractures but are in 
complicated fractures. 

The armamentarium of the seventeenth century sur¬ 
geon has been amply and wonderfully relayed to us 
through the writings and illustrations of Johannes Scul- 
tetus, translated into English in 1674. 7 Scultetus dem¬ 
onstrated the irrigation syringe and cannulae used in 
thoracentesis for the empyema resulting from penetrat¬ 
ing wounds of the thorax and from “more vehement 
accidents.” 

The Eighteenth Century 

In 1707 a fascinating treatise was published in Am¬ 
sterdam by a military surgeon, Dominique Anel, enti¬ 
tled The Art of Sucking Wounds. 8 He observed that 
professional wound suckers, who had been illustrated 
vividly by Scultetus (Figure 1), were unreliable because 
they frequently were incapacitated by oral infections. 
Therefore, he successfully adapted a large syringe to 
the many shaped funneled cannulae used by wound 
suckers. When asked to treat a through and through 
sword wound of the chest, he applied a blunt-ended, 
side-holed cannula to his syringe, inserted it into the 
chest, successfully aspirated the air from the chest, and 
sutured the wound (Figure 2). Although he reported 
that the lungs sealed in several days, he clearly was 
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Figure 1. Wound sucker. Employed by physicians and surgeons until 
the mid-nineteenth century to suck out hematomas, fluids, or pus. In 
the military, this procedure frequently was performed by the drum 
maior or other noncombatants. Illustrated by Scultetus. 
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Figure 2. The syringe of Dominique Anel. Considered to be the 
prototype of the modern syringe. 
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more interested in demonstrating the adaptability of 
his syringe than in the appreciation of the principle of 
treatment of the pneumothorax. 

The principle of aspiration, however, was not lost on 
Boerhaave of Leyden, “the second Hippocrates,” who, 
in his aphorisms 9 published by his famous pupil, Gerard 
Van Swieten, noted that hemothorax should be treated 
by sucking the extravasated blood through a flexible 
tube with holes in the sides and obtuse at the end 
(Figure 3). 

In 1713 Jean Mery, whose most important contribu¬ 
tion to surgery was his resection in 1701 of several feet 
of gangrenous bowel and creation of an artificial anus 
with survival, 10 reported on a 60-year-old man who was 
run over by a carriage wheel and suffered fractures of 
the left fourth and fifth ribs. The patient rapidly devel¬ 
oped massive subcutaneous emphysema and died four 
days later. At autopsy Mery discovered an almost im¬ 
perceptible opening between the intercostal muscles 
that allowed the air from the lung, which had been 
lacerated by a splinter of broken rib, to enter the 
subcutaneous tissue thus causing the massive subcuta¬ 
neous emphysema. 11 

In 1740 Daniel Hoffman reported the plight of a 
young husbandman (farmer) “whose chest was struck 
by a plough, as to break a rib, upon which an emphy¬ 
sema came on, should, as often as ever he drew in the 
air,” have “a tumor, of the bigness of a hen’s egg, 
protuberating in the region of the broken rib; which 
tumor receded soon after expiration.” This description 
is almost certainly that of a flail chest. The patient 
recovered “as he was a young man of robust constitu¬ 
tion.” 12 Thus, very early, it was recognized that youth 
benefits prognosis in cases of flail chest. 

Additional beautiful illustrations of surgical instru¬ 
ments are to be seen in Laurence Heister’s (1757) 
General Systems of Surgery. 13 The professor of Physic 
and Surgery at the University of Helmstedt, in discuss¬ 
ing the use of the trochar for drainage of empyema, 
passed on the still-useful admonition, “But as lungs, 
which frequently adhere to the pleura, may be by that 
(use of the trochar) means injured, the following 
method is always preferred by the CAUTIOUS AND 
PRUDENT surgeon.” He then described carefully di¬ 
viding the intercostal muscles: “a sufficient opening is 
made into the thorax, the finger is then introduced, in 
order to separate the lungs from its adhesions to the 
pleura, and to make way for the peccant humors.” 

The epochal year in pathological anatomy was 1761, 
the date of publication of Giovanni Battista Morgagni’s 
De Sedibus et Causis Morborum perAnatomen Indagatis 
(The Seats and Causes of Diseases Investigated by 
Anatomy), published when he was 79. 14 In this work, 
one of the most important in the history of medicine, 











Morgagni devoted a chapter to thoracic trauma, refer¬ 
ring to all known previously published cases he believed 
of value. In the section devoted to nonpenetrating in¬ 
juries, he described two cases of lung injury without rib 
fracture. In one, a man fell from his horse and was 
trampled. After blood lettings, and “other proper rem¬ 
edies” externally and internally, the man died on the 
fifteenth day. “No rib was found to be broken in by the 
dissection: but betwixt the ribs and the pleura was a 
tumor of considerable size, made up of congested blood, 
as it were: and there was a disease in the lungs which 
corresponded thereto.” It is this “disease in the lungs” 
that has been referred to by numerous authors as the 
first description of a pulmonary contusion. In retro¬ 
spect, this lesion was not what we today would call a 
contusion, at least, not an uncomplicated contusion, as 
the usual contusion would not have been present 15 
days after the original injury. It may have been a 
superimposed pneumonia or perhaps a pulmonary he¬ 
matoma. The word contusion was not used in describing 
this lung injury by Morgagni, who was familiar with 
the term and used it in describing other forms of 
trauma. 

Morgagni’s second case of lung injury without frac¬ 
ture is that of a 10-year-old country lad run over by the 
wheels of a cart. He expired in an hour. At autopsy 
extravasated blood was found in the thorax, “and some 
ribs depressed and broken on the left side; and, on the 
right side, I found the inferior lobe of the lungs torn 
away from the back; that is to say, open’d with a large 
and deep hiatus, in a longitudinal direction.” Here he 
clearly described a pulmonary laceration. Morgagni 
then likened this injury to the great injuries found 
within the head from the effect of blows on the opposite 
side, that is, contrecoup injuries. He suggested a mech¬ 
anism other than perforation by a rib as a cause of the 
pulmonary laceration; that of a sudden compression 
striking a blood-and-air-filled viscus, thereby forcing it 
against the opposite ribs. 14 

The years between 1767 and 1795 were filled with a 
most curious literature on the subject of treatment of 
emphysema, the word most commonly used for pneu¬ 
mothorax. In 1707 Anel had published his experience 
in aspirating traumatic pneumothorax with a syringe 
and side-holed cannula. However, this knowledge ap¬ 
parently was unknown to the surgeons of Great Britain, 
as suggested in a paper read by William Hunter for his 
protege, William Hewson, to the Society of Hospital 
Physicians. Entitled “ The Operation of Paracentesis 
Thoracis, Proposed for Air in the Chest, with Some 
Remarks on the Emphysema, and on Wounds of the 
Lungs in General ,” 15 it created a tremendous stir con¬ 
cerning claims of priority for this discovery. 

When word of this paper reached Alexander Monro, 



Figure 3. A flexible, metal, blunt-tipped cannula inserted within the 
thorax to drain empyema. Illustrated by Heister. 


Secundus, professor of Physic and Anatomy at the 
University of Edinburgh, he promptly wrote a book 
entitled A State of Facts Concerning the First Proposal 
of Performing the Paracenetesis of the Thorax, on Ac¬ 
count of Air Effused from the Lung into the Cavities of 
the Pleurae and Concerning the Discovery of the Lym¬ 
phatic Valvular Absorbent System of Vessels in Ovipa¬ 
rous Animals. In Answer to Mr. Hewson. lb This 1770 
monograph contained several interesting facts: Mr. 
Hewson was a student under Monro when the latter 
proposed thoracentesis for traumatic emphysema after 
observing a case of tension pneumothorax autopsied by 
Meckel in Berlin in 1757. Monro also claimed priority 
for the discovery of lacteal and lymphatic vessels in 
oviparous animals. One of the more interesting aspects 
of their battle (aside from the fact that neither had a 
true claim to the “invention”) was that during the years 
of the argument neither man had ever performed the 
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procedure on a living patient. Hewson died at the 
untimely age of 35 as a result of a wound received in 
dissection. He has been credited with the discovery of 
the role of “coagulable lymph,” now called fibrinogen, 
in coagulation. 17 

In 1773 a new claimant, William Bromfield of Lon¬ 
don, proposed his priority for having performed the 
first thoracentesis for traumatic pneumothorax. 18 
Morgagni 14 called him the most experienced surgeon of 
England. Bromfield wrote an almost apologetic claim 
stating that when Mr. Hewson had shown him the 
paper proposing paracentesis thoracis for relief of “em¬ 
physema,” Bromfield told Hewson that in his surgical 
lectures he had pointed out that incision was the only 
method of relief. Bromfield then stated that he was not 
a little surprised, as will be every professor of surgery, 
who has read at all, to find that two gentlemen, eminent 
as teachers of anatomy, should enter into a paper war 
about a discovery that was made “long before they were 
born.” Bromfield also discussed having observed a pa¬ 
tient who reexpanded his lung in an accelerated manner 
by playing on the hautbois (the oboe), thus, the first 
description of an incentive spirometer. 18 

In the first book (pamphlet) 19 written on Surgery in 
the United States (1775 and 1795, the latter published 
posthumously), John Jones of New York and later 
Philadelphia, stated that the only method capable of 
affording effectual relief to air within the cavity of the 
thorax after trauma is to perform the operation of 
paracentesis thoracis. Jones’s Plain, Concise, Practical 
Remarks on the Treatment of Wounds and Fractures 
became the manual of Continental surgeons during the 
Revolutionary War. 

Dr. Jones was the intimate friend and physician to 
Benjamin Franklin and attended him in his last illness. 
He also successfully attended George Washington while 
the latter was president and remained physician to 
Washington and his family until Jones’s death in 
1791. 20-22 

John Abernethy, a student of John Hunter’s, pointed 
out that subcutaneous emphysema is the result of injury 
or tear of the lung (1793). In such cases he advised 
incision of the skin to permit the entrance of air, to 
collapse the lung in order to prevent further leakage of 
air, and to facilitate healing of the fractured lung tissue 
by allowing it to remain motionless. 23 Here he antici¬ 
pated some of the observations of Carson and Forlanini 
by suggesting artificial pneumothorax to heal pulmo¬ 
nary lesions. 24 

In 1795 John Bell of Endinburgh wrote an excellent 
book, Discourses on the Nature and Cure of Wounds. 
Bell, brother of the “now” famous Sir Charles Bell, was 
in his own right a prominent surgeon. John Bell chas¬ 
tised Benjamin Bell for having proposed to treat pneu- 
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mothorax by aspirating the air using suction from an 
elastic gum bottle (bulb syringe) 25 for fear that reexpan¬ 
sion of the lung would cause a lung injury to bleed. This 
fear persisted until the Second World War. 

The Nineteenth Century 

In 1803 Itard, physician to the Paris Institute for 
deaf mutes, gave a dissertation on and named what is 
now known as pneumothorax. His patients all had 
tuberculosis. 26 William Cullen, a colleague of Monro 
Primus and Monro Secundus, had previously proposed 
the name “pneumatosis” to replace the then accepted 
term emphysema. 27 “Pneumothorax” received support 
from Laennec in his works 28 and thereafter became 
generally accepted. 

Observations on Emphysema, by Andrew Halliday, 2 ' 
consolidated most of the knowledge concerning pneu¬ 
mothorax at the time of its publication in 1807. It also 
continued the dispute over claims for priority in thor¬ 
acentesis for pneumothorax in favor of Monro. Multiple 
examples of pneumothorax are described in Halliday’s 
text including seven cases of nonpenetrating trauma. 
Among these is one by Monro that contains an excellent 
description of flail chest. 

The year 1819 witnessed the publication of Auscul¬ 
tation Mediate by Rene-Theophile-Hyacinthe Laen¬ 
nec, 28 describing his experience with his invention, the 
stethoscope. This monumental advance eventually 
helped physical diagnosis to become a highly refined 
art. 

The first use of the term “pulmonary contusion” was 
apparently by the outstanding surgeon of his day, Guil¬ 
laume Dupuytren, of the Hotel Dieu. 29 Although his 
works were published posthumously (1839) by his stu¬ 
dents Paillard and Marx, it is clear that Dupuytren had 
given considerable attention to the subject of nonpen¬ 
etrating injuries to the chest. He classified contusions 
as (1) injuries to the chest wall and (2) contusions of 
the lung, further defined as (a) mild injuries to the lung 
that ordinarily resolve and ( b ) more serious contusions 
in which the lung is not only torn, but disorganized. 
Blood escapes through the mouth, hemothorax is pres¬ 
ent, and these patients die within a few hours. 

In a work published earlier (1833) than Paillard and 
Marx’s (but perhaps proposed later), J. Jobert, surgeon 
of the hospital of Saint-Louis of Paris, also classified 
pulmonary contusions on the basis of degrees of sever¬ 
ity, in a way that is remarkably similar to Dupuytren’s. 
In his monograph, Plaies D’armes a Feu (Gunshot 
Wounds of the Chest), he devoted a great deal of 
consideration to nonpenetrating chest wounds. He 
noted that the lung is sometimes injured by projectiles 
acting indirectly, such as spent (cannon) ball causing 




concussion to the lung. Jobert proposed three classes 
of severity of injury: 

• First degree contusion, slight, limited to ecchymo- 
sis caused by an infiltrate of blood 

• Second degree contusion, the blood forms a pocket 
(hematoma) indicating that the organ was torn 

• Third degree contusion, the texture of the lung is 
greatly altered 

The lacerations extend beyond the parenchyma to the 
veins, capillaries, bronchi, and large vessels. The causes 
are variable, both direct and indirect. 30 

During the remainder of the century, multiple case 
reports of lung injury were published in many countries. 
A purview of these autopsy findings on patients dying 
from nonpenetrating chest trauma prior to the devel¬ 
opment of rational therapy and x-ray reveals that the 
primary injury of the lung was recognized as pulmonary 
laceration. Several of these papers stand out as classics 
in clear, concise medical thinking. Among these are the 
papers of Gosselin, 31 Litten, 32 and the monograph of 
Guthrie, Wounds and Injuries of the Chest (1848). 33 

In 1846 Gosselin of Paris published a paper, “Re¬ 
search on the Tears of the Lung,” in which he described 
in exquisite detail the clinical findings by auscultation 
and percussion in two young patients who had suffered 
nonpenetrating lung injuries. 31 He convincingly de¬ 
scribed the findings consistent with a pulmonary lac¬ 
eration and then logically proposed his theory that the 
patients’ lungs ruptured because they must have closed 
their larynx instinctively at the moment of impact. 
Therefore, the lungs burst like a bladder, which when 
squeezed in the middle burst in the edge. He noted the 
lung rupture may extend to the visceral pleura and 
communicate with the pleura or may be contained 
within the lung. Incidentally, both patients survived 
their injury and their treatment, which consisted pri¬ 
marily of bleeding. 

Of some interest to us is Gosselin’s notation that 
Hewson’s proposal of paracentesis thoracis for pneu¬ 
mothorax had been abandoned. This can be understood 
considering that the antiseptic method of performing 
surgical procedures was as yet unknown and the the 
procedure of thoracentesis carried an exceedingly high 
mortality rate. It is said that Dupuytren had performed 
the procedure 50 times with 48 deaths. 33 It is no wonder 
that when Dupuytren developed empyema, he refused 
thoracentesis, saying he would rather die by the hand 
of God than by that of surgeons. 11,33 

G. J. Guthrie related interesting and colorful insights 
into combat in Wounds and Injuries of the Chest 
(1848). 33 He then noted the pulmonary complications 
of nonpenetrating chest trauma, specifically mention¬ 
ing pleurisy, pneumonia, and when giving examples of 


cases quoted from William Stokes, the case of a middle- 
aged man who died of a lung abscess following blunt 
chest trauma. 

In 1859, Charles Hunter of London modified by bev¬ 
eling the point of the hypodermic needle (recently in¬ 
vented by Charles-G. Pravaz 34 of Lyon) so that it no 
longer needed to be introduced through the “awsome 
trochar.” 35 ' 36 This technical improvement allowed for 
more rapid acceptance of the procedure by the medical 
profession and, presumably, the patients. Aspirating 
syringes using stopcocks were designed by the French 
to prevent air from entering the pleural cavity during 
aspiration. 36 

In 1882 Litten published an exemplary article, “Con¬ 
tusion Pneumonia,” wherein he described three types 
of pulmonary injury in blunt trauma. He wrote that the 
lung may have superficial ecchymoses, hemorrhagic 
infiltrates, or that the injury may cause bloody apoplexy 
of the lung (pulmonary hematoma). This lesion may 
lead to gangrene or abscess formation. The tearing of 
the lung and pleura does not have to conform to the 
site of injury, and can occur without noticeable injury 
to the chest wall. He believed that if the lung were 
compressed it would give, like a solid body, and tear. 
Clinically, severe hemoptysis indicated a large tear. 
Finally, he differentiated between “contusion pneu¬ 
monia” which he believed to be a secondary infection 
on an injured lung, as opposed to “traumatic pneu¬ 
monia,” a pneumonia caused primarily by injury, such 
as a penetrating injury. 32 In the first English textbook 
(1896) exclusively on thoracic surgery, London surgeon 
Stephen Paget devoted a full chapter to nonpenetrating 
chest injuries, noting that injuries of the lung are not, 
in most cases, due to direct driving inward of the 
fragments of the bone into the lung. “As a rule, any 
deep laceration in simple fracture of the ribs is due to 
the violence that broke the ribs, not to the actual entry 
of the sharp fragments into the lung.” 37 

Following the introduction of anesthesia and asepsis 
in the second half of the nineteenth century, surgery 
made tremendous advances. Abdominal surgery became 
commonplace, and a few bold surgeons were operating 
on the chest. According to Le Boutillier, the first re¬ 
ported thoracotomy to repair a lung lacerated by a rib 
was performed with cure by a German surgeon, Kof- 
stein, in 1898. 38 The major hurdles for safe thoracic 
surgery yet to be overcome were control of pneumotho¬ 
rax when the chest was opened, control of anesthesia, 
and drainage of the chest. Roentgen’s discovery of x- 
ray in 1895, an invaluable help in diagnosis and therapy, 
had its great development in the twentieth century. 

Drainage of the thorax had been performed for em¬ 
pyema since Hippocrates. Reeds, various shaped metal 
cannulas, and flexible metal cannulas were widely 
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known. Van Swieten, who would later be called to 
Vienna by Empress Maria Theresa to reform the school 
of medicine, 17,39 had recommended evacuating trau¬ 
matic hemothorax through a blunt-tipped flexible tube 
perforated laterally with suction applied. 9 M.L. Bau- 
dens, a young French military surgeon in Algeria, in 
1830 used a rubber uretheral catheter and a bulb syringe 
to evacuate a traumatic hemothorax but put the cath¬ 
eter only through the soft tissues and not into the 
thorax. Nevertheless, he successfully treated his patient 
who had been shot through the chest. 40 A bold and 
brilliant surgeon, Baudens during this same campaign 
successfully repaired a gunshot wound of the intestine 
by a laparotomy, the first in history. 10 

Hillier (1867) of England 41 used a long narrow tube 
with its free end under water to drain an empyema, and 
W.S. Playfair, an obstetrician and pediatrician (a com¬ 
mon combination of the day), reported in 1872 his 
method of underwater drainage for the treatment of 
empyema. 42 This system was much like today’s one- 
bottle system, except it was completely closed so air 
could not enter or escape (Figure 4). Trochars con¬ 
nected to a rubber tube placed under water were by 
then a common procedure. F. Cresswell Hewett, another 
Englishman, in 1876 described exactly the same under¬ 
water drainage system, but the bottle was fdled with a 



Figure 4. Playfair’s drainage for empyema. Small rubber tube with 
the fluid collected in a simple closed bottle. 
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“weak antiseptic solution” and was to be raised and 
lowered so as to irrigate the empyema cavity. 43 In 1893 
Von Braman advocated that a rubber tube with a valve 
over the end be placed in the soft tissues to drain the 
air in massive subcutaneous emphysema. 44 McDonnell 
had in 1864 described using a “membrane” over the end 
of a trochar to prevent the ingress of air when tapping 
a traumatically induced hemopneumothorax. 45 

The Twentieth Century 

“Acute pneumothorax has been the stumbling block 
for almost a century to the proper development of 
surgery of the chest,” said New York pioneer thoracic 
surgeon Willy Meyer in his 1919 review of the evolution 
of thoracic surgery. 46 The physiology of pneumothorax 
had been studied experimentally for over 100 years, 
beginning with Van Sweitin and William Hewson. 
Complete understanding, although slow to come, was 
finally achieved with Evarts Graham and Richard Bell’s 
studies initiated during their work for the Empyema 
Commission of World War I. 47 Empirically, however, 
Playfair’s underwater drainage had been improved by 
James Kenyon of Babies Hospital of New York (Figure 
5). With the addition of an air escape tube, he created 
the modern one-bottle underwater drainage system 48 
that was used by Kenyon to treat a child whose chest 
was crushed. 49,50 “That the airtight introduction of the 
drainage method proved almost like magic. From the 
moment it was in place the boy began to recover.” 50 

The concept of pulmonary insufflation as the mech¬ 
anism for operating within the thoracic cavity occurred 
to many observers beginning in the eighteenth century 
and was based on resuscitative maneuvers for drowning. 
The history of intralaryngeal insufflation was described 
in a series of articles by Rudolph Matas in 1900. He 
credited no one individual but recognized the great 
merit in pulmonary insufflation for intrathoracic sur¬ 
gery. At the time of his article, the Fell-O’Dwyer ap¬ 
paratus was being used in the Charity Hospital of New 
Orleans. The device was a bellows attached to a tube 
with a preshaped metalic graduated glottic conical tip 
that was inserted tightly into the larynx. Even the 
visionary Dr. Matas believed that intralaryngeal tam¬ 
ponade rarely would be required. 51 (The history of in¬ 
tratracheal intubation was elegantly reviewed by Rav- 
itch in 1982. 52 ) 

In 1909 Meltzer and Auer reported from the Rocke¬ 
feller Institute their experimental work, which began 
the modern era for intratracheal respiration. 53 In 1910 
Ellsberg reported “The First Case of Thoracotomy in a 
Human Being under Anesthesia by Intratracheal In¬ 
sufflation” in which he administered anesthesia for 
Howard Lilienthal of Mt. Sinai Hospital of New York. 54 























The same year saw the publication of a description and 
photograph of a cuffed endotracheal tube identical to 
those used today 55 (Trendelenburg had cuffed the tra¬ 
cheostomy tube in 1871 24 ). In the article “On the Treat¬ 
ment of Traumatic Injuries of the Lungs and Pleurae,” 
Philadelphia surgeon George Dorrance included the 
following brief notation: “I have used the cannula in 3 
cases of respiratory failure, with very satisfactory re¬ 
sults.” His work, which was far ahead of its time, seems 
to have been completely ignored. 

The knowledge necessary for preserving respiratory 
function during intrathoracic surgical procedures had 
evolved, and the technique for applying these methods 
had been perfected before World War I. Nevertheless, 
use of this knowledge was glaringly absent in that war. 
Richard Meade, with his encyclopedic knowledge and 
insight into the history of thoracic surgery, attributed 
this to “emotion and the prestige of a name in sur¬ 
gery.” 56 

With the exception of the Parisian surgeon, Pierre 
DuVal, Moynihan of the British army, and a few others, 
thoracic surgery in World War I was undertaken pri¬ 
marily to protect the pleura. 56,57 DuVal’s indications for 
surgery were extremely liberal, suturing gunshot 
wounds of the lung while demeaning the use of positive 
pressure. 

Satisfactory x-ray films of the thorax were not avail¬ 
able until William David Coolidge’s 1913 to 1917 inven¬ 
tion of the hot cathode tube, which made examination 
of the lung parenchyma feasible by allowing control of 
both the intensity (ma) and the penetrating power (kvp) 
of the x-rays produced. 08 59 
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Commentary 


Physicians and AIDS: 

The Direction is Clear 

CARMINE M. VALENTE PhD and 
ALBERT M. ANTLITZ MD 

In his book Rats, Lice and History, Hans Zinsser 
wrote, “the tragedy of man is that he has developed an 
intelligence eager to uncover mysteries, but not strong 
enough to penetrate them.” The tragedy of HIV infec¬ 
tion and its related complications present one of the 
unsolved mysteries of medicine. 

The effects of this infection cannot be measured in 
mortalities alone. The Surgeon General has stated that 
“AIDS has brought fear to the hearts of most Ameri¬ 
cans—fear of disease and fear of the unknown.” The 
fear is further heightened because sexual activity is a 
key element in the spread of AIDS. The Surgeon Gen¬ 
eral went on to report that “some Americans have 
difficulties with the subjects of sex, sexual practices, 
and alternate life-styles.” For some, there still exists a 
punishment-for-sin mentality: the notion that disease 
is visited upon certain individuals or communities be¬ 
cause of their behaviors. These fear and punishment 
phenomena have been factors contributing to the dif¬ 
ficulties in curtailing the spread of this infection. 

With AIDS, there is yet no cure and no vaccine to 
prevent this disease. Thus expectations must focus on 
preventive approaches. Even when a cure for AIDS is 
discovered prevention will remain a high priority. 

Examining efforts aimed at modifying life-styles to 
prevent disease, we find the results have been disap¬ 
pointing. In a September 1987 survey of Americans by 
the National Center for Health Statistics, AIDS Knowl¬ 
edge and Attitudes, most reported obtaining their AIDS 
information from television. The majority also reported 
they would look to their physician if they wanted more 
specific information about AIDS. For physicians to 
have an impact on the spread of AIDS they will need 
substantial education and preparation in: 

• sexual and drug-use history taking 

• effective counseling and communication strategies 

• behavior-modification techniques 

• appropriate referral procedures 

• treatment protocols 

Even with our limited knowledge about AIDS, we can 
control its spread. Restricting sexual activity to a mon¬ 
ogamous relationship with a person who does not have 
the AIDS virus and using condoms properly have been 
shown to be effective ways to avoid infection. Refrain¬ 
ing from drug use or (among drug users) using clean 
needles, are also effective ways of avoiding infection. 

In writing about influenza, infantile paralysis, and 
encephalitis, Zinsser remarked “even in cases where no 
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effective means of defense have as yet been discovered, 
the enemy can be faced in an orderly manner, with 
determination and with some knowledge of his probable 
tactics.” With AIDS, we do have “some knowledge of 
his probable tactics.” With prevention and education 
we can now face the disease in an orderly manner and 
with determination. 
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Discipline Commission Action 


In the Matter of 
Leroy J. Amar MD 
Before the 

Commission on Medical Discipline 
Interim Consent Order 

Certain information having come to the attention of 
the Commission on Medical Discipline (the “Commis¬ 
sion”) concerning the practice of medicine by Leroy J. 
Amar MD (the “Respondent”), the Commission issued 
a charge letter dated August 6, 1987 alleging that Re¬ 
spondent had violated the following portions of §14- 
504 of the Medical Practice Act, Health Occupations 
Article, Annotated Code of Maryland (the “Act”): 

(22) Is disciplined by a licensing or disciplinary authority or 

convicted or disciplined by a court of any state or country for an 

act that would be grounds for disciplinary action under this 

section; 

Notice of the charges was provided in the letter dated 
August 6, 1987 that was sent to the Respondent by 
certified mail, return receipt requested. A prehearing 
conference was scheduled and held on October 1, 1987. 

Following discussions during the prehearing confer¬ 
ence, Respondent agreed to enter into an Interim Con¬ 
sent Order. This Order will be effective until such time 
as further Findings of Fact, Conclusions of Law, and 
an Order are issued by the Commission. 

Findings of Fact 

Based on the information known and available to it 
the Commission has reason to believe that: 

1. At all times relevant to this matter Respondent 
was and is a physician licensed to practice medicine in 
the State of Maryland; 

2. Respondent’s medical practice came to the atten¬ 
tion of the Commission of Medical Discipline because 
of the revocation of his certificate to practice medicine 
in the State of California by the Division of Medical 
Quality, Board of Medical Quality Assurance, Depart¬ 
ment of Consumer Affairs, State of California, effective 
February 2, 1979. The Decision and Order issued by the 
State of California were based on Respondent’s gross 
negligence, incompetence, and gross incompetence in 
the practice of medicine, specifically in his performance 
as a cosmetic surgeon. Additionally, Respondent was 
found guilty of aiding and abetting an unlicensed indi¬ 
vidual in the practice of medicine and of using a ficti¬ 
tious name at times when he did not hold a permit for 
such use that had been issued by the Division of Licen¬ 
sing. 

3. By Decision and Order dated August 14, 1987, The 


On instruction of the Council of the Medical and Chirurgical Faculty 
of the State of Maryland, “Findings of Fact, Conclusions of Law, and 
Order ” will be published in the Maryland Medical Journal. 


Division of Medical Quality, Board of Medical Quality 
Assurance, Department of Consumer Affairs, reinstated 
Respondent’s physician’s and surgeon’s certificate on a 
probationary basis and placed Respondent on probation 
to the Board of Medical Quality Assurance for a period 
of ten (10) years subject to terms and conditions con¬ 
tained in the Order. 

4. Respondent is currently practicing medicine in the 
State of Maryland only at the following locations: 

a. Eastside Clinic, 1235 E. Monument Street; 

b. Westside Clinic, 2414 Reisterstown Road; 

c. Gwynn Oak Clinic, 4714 Liberty Heights Avenue; 

d. Village Medical Center, 4200 Edmondson Avenue; 

5. In his current practice at the above-listed locations, 
Respondent employs licensed or registered health care 
practitioners including: physicians, registered physical 
therapists, licensed assistant physical therapists, and 
physicians’ assistants. Respondent has provided the 
Commission with a list of the names, license or regis¬ 
tration numbers, and practice locations for each of the 
persons he employs; 

6. Respondent’s current practice does not include 
cosmetic surgery. 

Conclusion of Law 

Based on the foregoing facts, the Commission finds: 

1. That the public health, safety, and welfare do not 
imperatively require emergency action in this case and 
that, as a licensed physician, Respondent is entitled to 
continue in the unrestricted practice of medicine until 
such time as the Commission issues Findings of Fact, 
Conclusions of Law, and an Order which impinge upon 
that right. 

Order 

It is this 1st day of December 1987 by the Commission 
on Medical Discipline: 

ORDERED that Respondent may continue the prac¬ 
tice of medicine in the State of Maryland until such 
time as the Commission issues further Findings of Fact, 
Conclusions of Law, and an Order pursuant to the 
charge letter of August 6, 1987. 

ORDERED that in the interim between the date of 
this ORDER until such time as the Commission issues 
further Findings of Fact, Conclusions of Law, and an 
Order pursuant to the charge letter of August 6, 1987, 
based upon Respondent’s voluntary consent, Respond¬ 
ent’s practice shall be subject to the following terms 
and conditions: 

1. Respondent shall not practice surgery; 

2. Respondent shall practice at the following loca¬ 
tions: Eastside Clinic, 1235 E. Monument Street; West- 
side Clinic, 2414 Reisterstown Road; Gwynn Oak 
Clinic, 4717 Liberty Heights Avenue; and Village Med¬ 
ical Center, 4200 Edmondson Avenue; 

3. Respondent shall notify the Commission in writing 
of any additional locations for his practice as a physi¬ 
cian prior to beginning practice at a location other than 
the four locations listed in this Order; 
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4. Respondent shall continue to notify the Commis¬ 
sion in writing of the names, educational background, 
license or registration numbers, and practice locations 
for each licensed medical practitioner he supervises at 
any and all of Respondent’s practice locations. Re¬ 
spondent shall update the list at any time before per¬ 
sonnel changes are made; 

5. Respondent shall cooperate fully with the expe¬ 
dited peer review that has been requested from the 
Maryland Academy of Family Practice; 

6. Respondent shall practice in accordance with the 
Act and regulations. 

ROSE MARY HATEM BONSACK MD, Executive Secretary 
Commission on Medical Discipline 

f] 

Consent 

1, Leroy J. Amar, by affixing my signature hereto, J 
acknowledge that; 

1.1 am represented by George L. Russell, Jr., Esquire 
and I have had the opportunity to consult with counsel 
before signing this document. 

2. I am aware that without my consent, my license 
and my right to practice medicine in this State cannot 
be limited except pursuant to the provisions of §10-405 
of the Administrative Procedure Act, State Govern¬ 
ment Article, Annotated Code of Maryland; 

3.1 am aware that a formal evidentiary hearing before 
the Commission may be scheduled; 

By this Consent, I hereby consent and submit to the 
foregoing Order and its conditions which I understand 
will be effective until such time as the Commission 
issues further Findings of Fact, Conclusions of Law, 
and an Order. I do not admit to the truth of the charges, 
but I acknowledge the validity of the Order as if made 
after a hearing in which I would have had the right to , 
counsel, to confront witnesses, to give testimony, and 
to call witnesses on my own behalf and to all other 
substantive and procedural protections provided by law. 

I also recognize that, with regard to this Order, I am 
waiving my rights to appeal any adverse ruling of the 
Commission that might have followed any such hearing. 

By this Consent, I waive all such rights and acknowl¬ 
edge that by my failure to abide by the conditions set 
forth in this Order until such time as the Commission 
issues further Findings of Fact, Conclusions of Law, 
and an Order, I may suffer formal disciplinary sanctions 
against my license to practice medicine in the State of 
Maryland. 

LEROY J. AMAR MD 


• • • 
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In the Matter of 
Martin Feldman MD 
Before the 

Commission on Medical Discipline 

Order for Emergency Suspension of Medical 
License 

Based on information received from the Peer Review 
Committee of the Medical and Chirurgical Faculty of 
the State of Maryland and the results of neuropsycho¬ 
logical, psychological, and psychiatric examinations re¬ 
garding the practice, mental and physical status of 
Martin Feldman MD (the “Respondent”), the Commis¬ 
sion on Medical Discipline (the “Commission”) makes 
the following Findings of Fact, Conclusion of Law, and 
Order. 


Findings of Fact 

Based on the information known and available to it 
the Commission has reason to believe that: 

1. Respondent is a physician licensed to practice 
medicine in Maryland. 

2. By letter dated August 6, 1984, the Commission 
was notified of the denial of reappointment of Respond¬ 
ent by the Department of Medicine, North Charles 
General Hospital, thus terminating his privileges, effec¬ 
tive immediately. The reason for denial resulted from 
ongoing peer review of Repondent’s practice of medi¬ 
cine and documented incidents of inappropriate behav¬ 
ior that the Board of Trustees at North Charles General 
Hospital felt constituted grounds for denial under Sec¬ 
tion 14-504 (4) of the Maryland Medical Practice Act, 
“Is professionally, physically or mentally incompetent.” 

3. On October 22, 1984, the Commission requested 
that the Baltimore County Medical Association, Inc., 
(the “Association”) investigate Respondent’s medical 
practice. 

4. In September of 1985, the Baltimore County Peer 
Review Committee of the Association forwarded its 
completed review of Respondent’s practice along with 
the recommendation that Respondent “be considered 
for practice rehabilitation and program at the Univer¬ 
sity of Maryland.” 

5. On October 10, 1985, the Commission referred 
Respondent Edward J. Kowalewski MD, Professor and 
Chairman of the Department of Family Medicine, Uni¬ 
versity of Maryland Hospital, for an evaluation of Re¬ 
spondent’s ability to practice medicine. 

6. By letter dated November 18, 1985, Dr Kowalewski 
expressed concern regarding Respondent’s emotional 
stability and recommended that Respondent be given a 
psychiatric evaluation with special emphasis on projec¬ 
tion testing. 

7. On December 2, 1985, the Commission requested 
that Jonas R. Rappeport MD perform a complete psy¬ 
chiatric examination on Respondent and forward a full 
report of the results of his findings to the Commission. 

8. On January 13, 1986, the Commission received a 


YOCON' 

YOHIMBINE HCI 


Description: Yohimbine is a 3a-15a-20B-17a-hydroxy Yohimbine-16a-car- 
boxylic acid methyl ester. The alkaloid is found in Rubaceae and related trees. 
Also in Rauwolfia Serpentina (L) Benth. Yohimbine is an indolalkylamine 
alkaloid with chemical similarity to reserpine. It is a crystalline powder, 
odorless. Each compressed tablet contains (1/12 gr.) 5.4 mg of Yohimbine 
Hydrochloride. 

Action: Yohimbine blocks presynaptic alpha-2 adrenergic receptors Its 
action on peripheral blood vessels resembles that of reserpine, though it is 
weaker and of short duration. Yohimbine’s peripheral autonomic nervous 
system effect is to increase parasympathetic (cholinergic) and decrease 
sympathetic (adrenergic) activity. It is to be noted that in male sexual 
performance, erection is linked to cholinergic activity and to alpha-2 ad¬ 
renergic blockade which may theoretically result in increased penile inflow, 
decreased penile outflow or both. 

Yohimbine exerts a stimulating action on the mood and may increase 
anxiety. Such actions have not been adequately studied or related to dosage 
although they appear to require high doses of the drug. Yohimbine has a mild 
anti-diuretic action, probably via stimulation of hypothalmic centers and 
release of posterior pituitary hormone. 

Reportedly, Yohimbine exerts no significant influence on cardiac stimula¬ 
tion and other effects mediated by B-adrenergic receptors, its effect on blood 
pressure, if any, wou Id be to lower it; however no adequate stud ies are at hand 
to quantitate this effect in terms of Yohimbine dosage. 

Indications: Yocon" is indicated as a sympathicolytic and mydriatric. It may 
have activity as an aphrodisiac. 

Contraindications: Renal diseases, and patient’s sensitive to the drug. In 
view of the limited and inadequate information at hand, no precise tabulation 
can be offered of additional contraindications. 

Warning: Generally, this drug is not proposed for use in females and certainly 
must not be used during pregnancy. Neither is this drug proposed for use in 
pediatric, geriatric or cardio-renal patients with gastric or duodenal ulcer 
history. Nor should it be used in conjunction with mood-modifying drugs 
such as antidepressants, or in psychiatric patients in general. 

Adverse Reactions: Yohimbine readily penetrates the (CNS) and produces a 
complex pattern of responses in lower doses than required to produce periph¬ 
eral a-adrenergic blockade. These include, anti-diuresis, a general picture of 
central excitation including elevation of blood pressure and heart rate, in¬ 
creased motor activity, irritability and tremor. Sweating, nausea and vomiting 
are common after parenteral administration of the drug. 12 Also dizziness, 
headache, skin flushing reported when used orally. 13 
Dosage and Administration: Experimental dosage reported in treatment of 
erectile impotence. 13 4 1 tablet (5.4 mg) 3 times a day, to adult males taken 
orally. Occasional side effects reported with this dosage are nausea, dizziness 
or nervousness. In the event of side effects dosage to be reduced to Vi tablet 3 
times a day, followed by gradual increases to 1 tablet 3 times a day. Reported 
therapy not more than 10 weeks. 3 
How Supplied: Oral tablets of Yocon ? 1/12 gr. 5.4 mg in 
bottles of 100’s NDC 53159-001-01 and 1000’s NDC 
53159-001-10. 
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'HORIZONS 
Ideal For M.D.s 

in Anne Arundel County 

• 12,000 sq. ft. of luxury office 
space now available 

• Join specialists in podiatry, dermatology, 
internal medicine and physical therapy/ 
rehabilitation, a medical laboratory and 
an HMO 

• Located on Rte. 2 (Ritchie Highway) just 
south of the Rte. 100 intersection, only two 
miles from North Arundel Hospital 

• High visibility and abundant free parking 

For leasing information, call Neil Katz at 
Attman Brokerage Services, Ltd., 
(301) 766-6484 
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8028 Ritchie Highway • Pasadena, MD 

(301) 766-6484 
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SPEND THE SUMMER AT THE BEACH 
AND GET PAID FOR IT! 

Become a part of our team! 

We offer — 

• Excellent Pay 

• Flexible Schedule 

• Comfortable Housing 

• Beach Club Privileges 

• All Equipment & Supplies 
. . . and enjoy the beach 

Doctors Housecall 
Network 

301 - 583 - 6109 OCEAN CITY, MD. 



psychiatric evaluation of Respondent from Jonas R. 
Rappeport MD. In his evaluation, Dr. Rappeport noted 
a lack of evidence of any major psychosis, found a few 
areas “troublesome” and stated his belief “that we may 
be dealing with a person who is starting to show some 
deterioration in his intellectual abilities.” Dr. Rappe¬ 
port recommended further psychological testing for 
clarification. 

9. By letter dated April 28, 1986, the Peer Review 
Committee of the Medical and Chirurgical Faculty, 
(“Med-Chi Peer Review”) received a complaint from a 
physician regarding Respondent’s medical practice. In 
his complaint, the physician alleged that three patients 
he had seen in consultation who had been under the 
primary care of Respondent had been inappropriately 
treated by Respondent with potentially toxic drugs, 
Gold, and D-Penicillamine and also noted repeated 
prescriptions of narcotic analgesics. 

10. On August 19, 1986 the Commission voted to 
request further psychological testing for Respondent. 

11. On October 21, 1986 the Commission received an 
evaluation of Respondent from James E. Olsson PhD, 
clinical psychologist. In his evaluation, Dr. Olsson re¬ 
ported that Respondent was functioning in the average 
range of intelligence, that Respondent’s decrement in 
functioning may have been due to organic factors and 
recommended neuropsychologic testing for further as¬ 
sessment. Dr. Olsson also opined that Respondent’s 
ability to function adequately as a physician may be 
affected by certain of Respondent’s intellectual defi¬ 
ciencies and personality attributes as further described 
in Dr. Olsson’s report. 

12. By letter dated December 5,1986 the Commission 
requested that Denis Madden PhD perform a neuropsy¬ 
chological evaluation of the cognitive knowledge of 
Respondent. 

13. On February 24, 1987, the Commission received 
a neuropsychological evaluation from Denis J. Madden 
PhD, the results of which strongly suggest moderate to 
severe impairment of adaptive abilities dependent upon 
organic brain functioning. 

14. On April 27, 1987 the Commission received a 
summary and report prepared by Dr. Rappeport after 
review of his earlier report, the psychological testing 
report of James E. Olsson PhD, and neuropsychological 
testing report of Denis J. Madden PhD. Dr. Rappeport 
opined that it was not possible for a physician who 
displayed the findings of his clinical examination upon 
Respondent as well as the results of the psychological 
tests as reported by Drs. Olsson and Madden to practice 
in a satisfactory fashion, that Respondent does not 
have the intellectual capacity, as evidenced by the ex¬ 
aminations, to deal with any complex medical situa¬ 
tions, to learn new medical material, or to function in 
any stressful situation. Further, Dr. Rappeport ex¬ 
pressed serious concerns about Respondent’s ability to 
practice medicine without endangering the public. 

15. In May 1987 the Commission requested that Med- 
Chi Peer Review provide an up-to-date evaluation of 
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Respondent’s practice. 

16. On August 23, 1987 the Commission received a 
complaint from one of Respondent’s patients alleging 
unprofessional conduct by Respondent. 

17. In December of 1987, the Commission received a 
report of Respondent’s practice from Med-Chi Peer 
Review. The Med-Chi Peer Review Committee found 
Respondent incapable of competently practicing medi¬ 
cine based upon review of the results of the neuropsy¬ 
chological, psychological, and psychiatric testing along 
with the findings from a site visit to Respondent’s 
office. 

18. To practice medicine competently and safely, one 
must be able to understand complex situations, logically 
analyze and reason, have a good memory, be able to 
concentrate and maintain attention, adapt to novel 
types of situations, and be flexible in thinking. 

19. Respondent is presently actively engaged in the 
practice of medicine. 

20. The inability to understand complex situations, 
logically analyze and reason, have a good memory, be 
able to concentrate, maintain attention, adapt to novel 
types of situations, and be flexible in thinking when 
one is practicing medicine poses an imminent and grave 
danger to the public health, welfare, and safety of the 
citizens of Maryland. 

21. Based upon the above Findings of Fact, the Com¬ 
mission has reason to believe that Respondent is profes¬ 
sionally, mentally, and physically incompetent §§14- 
504(4), of the Act, and could, after notice and an op¬ 
portunity for a hearing, be reprimanded, placed on 
probation, or have his medical license suspended or 
revoked as more fully set forth in the charge letter. 

22. Based on the foregoing findings the Commission 
has reason to believe that Respondent is professionally, 
physically, or mentally incompetent. 


Conclusion of Law 

Based on the foregoing facts, the Commission finds 
that the public health, safety, and welfare imperatively 
requires emergency action in this case, pursuant to 
State Government Article, § 10-405 (b), Annotated Code 
of Maryland. 

Order 

It is this 22nd day of December 1987 by the Commis¬ 
sion on Medical Discipline 

ORDERED that pursuant to the authority vested in 
the Commission by State Law Article, §10-405 of the 
Annotated Code of Maryland, Respondent’s license to 
practice medicine in the State of Maryland is hereby 
SUMMARILY SUSPENDED; and be it further 

ORDERED that on presentation of this Order, Re¬ 
spondent shall immediately deliver or have delivered to 
the Commission’s Executive Director: (1) his original 
license from the Board of Medical Examiners (License 
Number D-1083); (2) his renewal card for his license to 
practice medicine from the Board of Medical Exam¬ 
iners; (3) his federal controlled dangerous substance 
registration certificate; (4) his Maryland State Division 
of Drug Control, controlled dangerous substances reg¬ 
istration; and (5) any prescription pads on which are 
enprinted his name or registration number; and be it 
further 

ORDERED that a hearing to consider this emergency 
suspension shall be held before the Commission within 
thirty (30) days of the date upon which the Commission 
receives a written request for such a hearing from the 
Respondent. 

HILARY T. O’HERLIHY MD, Chairman 
Commission on Medical Discipline 


Attention: Member Photographers 

The Maryland Medical Journal is building a file of Maryland pictures to use on 
our covers. Please submit your best shots of scenes around the state. If there can 
be a medical connection, so much the better. We can use 

black and white 

color 

verticals 

glossy prints (not slides or negatives) 

We will either reduce or enlarge your prints to MMJ cover size (approximately 
8 1/2 X 11). Send your nonreturnable photos to MMJ, 1211 Cathedral Street, 
Baltimore, MD 21201. 
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Pace Software Services, Inc. 
has the IBM Computer 
solution for your office. 

The Physicians Management System is a turnkey medical 
system that runs on the IBM family of products. 

■ IBM PC-AT, Personal System/2’s, Networked 
PCs, IBM System/36 

■ Electronic Claims 

■ Automatic Insurance Claims 

■ Automatic Statements 

■ Aged Receivable Reports 

■ Practice Analysis 

■ On-Site Training and Local Support 

■ Compatible w/Lifecard Provider Network, 
w/Transmission to 30 Commercial Insurance 
Carriers 

Due to our expertise in the medical area, PACE has been 
contracted by IBM to market to and install systems for 
Maryland physicians. 

PACE 

Software Services, Inc. 

(301) 296-4600 Ext. 288 
29 W. Susquehanna Ave. 

Towson, MD 21204 


A Step Above... 



Roland Park North is a step above ordinary townhome living. In its final phase, with 4 levels of luxurious 
living space, two-car garages, over-sized decks, fully-equipped custom kitchens by Stuart, seven skylights, fireplaces 
and luxurious master bath suites, it’s everything you’ve come to expect in a R.oland Park home... and more. 
Visit our furnished model today or call Esther Fitez at 323-9494, open daily 12-5 or by appointment; closed 
Wednesday. 5700 block of Roland Avenue, South of Lake Avenue. Priced from $319,500. 


The Strutt Group tir 

628-2207 



312 MMJ April 1988 






















Dx: recurrent 

WttiiA* ® 1 h 

m HI&H s ‘ 


for. 



HeRpecin- 


herpes labialis 

“HERPECIN-L is my treatment of choice for 
perioral herpes,” GP, NY 

“HERPECIN-L appears to actually prevent the 
blisters . . . used soon enough.” DDS, MN 

“HERPECIN-L^. . . a conservative approach 
with low risk/high benefits.” MD, FL 

“Used at prodromal symptoms . . . blisters 
never formed ... remarkable.” DH, MA 

“(In clinical trials)... response was dramatic. 
HERPECIN-L . .proven far superior.” DDS, PA 

“All patients claimed shorter duration ... at 
prodromal symptoms . . . HERPECIN-L 
averted the attacks.” MD, AK 


OTC. See P.D.R. for information. For samples to make 
your own clinical evaluation, write: Campbell Laboratories, 
Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y. 
10150 


In Maryland, HERPECIN-L is available at all Revco, 
Rite Aid and other select pharmacies. 



Reisterstown 
| | I I Federal 
1—liil—I Savings Bank 
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24-Hour Interest Rate Line: 833-2227 
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Doctors take Note 


Miscellaneous Meetings 

May 2-4 NIH Consensus Development Confer¬ 
ence: Cochlear Implants, Masur Auditorium, War¬ 
ren Grant Magnuson Clinical Center, NIH, Bethesda, 
Info: Conference Registrar, Prospect Assoc., Ste 500, 
1801 Rockville Pike, Rockville, MD 20852 (301-468- 
MEET between 8:30 a. m. and 5 p.m.). 

May 4-6 1988 Region II & III High Blood 
Pressure Control Conference, Omni Hotel in Rich¬ 
mond, VA. Info: P. Ciavarella or J. Richardson, confer¬ 
ence co-chairpersons, Virginia Dept, of Health 804-786- 
4065. 

May 6 Psychiatric Outcomes of Neurodevelop- 
mental Disabilities, Psychiatric Institute of Wash¬ 
ington Gymnasium, 4460 MacArthur Blvd NW, Wash¬ 
ington, DC 20007, Noon-l:15 p.m. Registration required 
(but no fee) for program/lunch; 1 Cat I credit for 
physicians; 1 Cat A credit for psychologists. Info: M. 
Burge (202-828-1888). 

May 11—15 Maryland Academy of Family Phy¬ 
sicians Annual Meeting and Scientific Session, 

Sheraton Fountainebleau Inn & Spa, Ocean City. Info: 
E. Barr 301-747-1980. 

June 27—29 NIH Consensus Development Con¬ 
ference: Perioperative Red Cell Transfusion, Ma¬ 
sur Auditorium, Warren Grant Magnuson Clinical Cen¬ 
ter, NIH, Bethesda. Info: A. Manning, Prospect Assoc., 
Ste 500, 1801 Rockville Pike, Rockville, MD 20852 
(301-469-MEET). 

Shady Grove Adventist Hospital, 9901 Medical 
Center Drive, Rockville, MD 20850. Grand Rounds: 

April 28 Modern Chiropractic Therapy 

May 5 Hyperbaric Medicine: 1988 

May 19 Back Pain; Neck Pain 

• • • 

The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium Building unless 
otherwise indicated. Sponsored Continued Education 
Activities for 1987-1988. Info: Office of Continuing 
Education, 720 Rutland Ave., Turner Auditorium, Bal¬ 
timore, MD 21205 (301-955-5880). 

May 9-10 Continuing Problems in Critical 
Care, Sheraton Inner Harbor Hotel. Fee: physicians 
$225, nurses and therapists $125. Info: P. Macedonia 
301-955-6095. 

May 21 Orthopedics for the Pediatrician. Fee: 
$45; 4.5 AMA Cat I credits. Info: F. Boling 301-955- 
2959. 

Jun 1—18 First Summer Institute in Environ¬ 
mental Studies, sponsored by The Johns Hopkins 
School of Hygiene and Public Health, Department of 
Environmental Sciences. Info: Dr. J. Corn 301-955- 
2609. 


Jun 2—3 Broyles Symposium: The Science and 
Surgery of Laryngeal Cancer. Fee: $275; 13 AMA 
Cat I credits. Info: F. Boling 301-955-6085. 

Jun 6—8 Toxicology Update ’88: Current Con¬ 
cepts in Reproductive Toxicology. Fee: $450. Info: 
Dr. J. Corn 301-955-2609. 

Jun 9-10 Principles and Practices of Data Col¬ 
lection, Data Management, and Data Analysis for 
Clinical Trial, Fee: $650; AMA Cat I credits. Info: F. 
Boling 301-955-2959. 

Jun 20—22 An Advanced Pediatric Life Sup¬ 
port Course. Fee: $415; 20 AMA Cat I credits, other 
appropriate credits pending. Info: P. Macedonia 301- 
955-6085. 

Jul 10-13 March of Dimes Clinical Genetics 
Conference: Heritable Disorders of Connective 
Tissue and Skeletal Dysplasias, Baltimore, Conven¬ 
tion Center. Fees: before June 1, $150; thereafter, $175. 
Student rates available. 21 AMA Cat I credits, 2.1 
CEUs. Info: C. Kearney 301-955-3168. 

Reproductive Endocrinology Lecture Series 
1988, Thursdays through May 12, 3:30 to 4:30 p.m., 
Jones Conference Rm. Houck Bid, Rm 246, 600 N. 
Wolfe St, Baltimore, MD 21205. Free to members of 
the medical profession; 1 AMA Cat I credit per hour. 
Info: F. Boling 301-955-6085. 

Ophthalmic Electrophysiology Technician 
Training Course (on-going 1-week course by appoint¬ 
ment). The Wilmer Eye Institute, Baltimore. Info: C. 
M. Kearney. 

The Department of Radiology and Radiological 
Sciences offers several courses in abdominal and ob¬ 
stetrical ultrasound: Courses scheduled 1/11/88-12/5/ 
88. Info: Celia Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer 
5/9-13, 8/8-12, 11/14-18. Fee $460. 40 AMA Cat I 
credits. 

Advanced Practicum in Ultrasound 12/5-9. Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians is offered throughout the year 
for experience in the lab and participation in read-in 
sessions; by appointment only. Fee: $460; 40 AMA Cat 
I credits. 

Johns Hopkins Medical Grand Rounds: Ac¬ 
credited audiovisual continuing education series of case 
discussion for clinicians: 30 topics/year in 5 bimonthly 
programs. Individual and group subscriptions; 40 AMA 
Cat I credits. Info: 301-955-3988. 

• • • 

University of Maryland School of Medicine 

CME Courses: For each course additional informa¬ 
tion may be obtained by contacting Program of Contin¬ 
uing Education, University of Maryland School of Med- 
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icine, Room 300, MSTF, 10 South Pine St., Baltimore, 
MD 21201 (301-328-3956). 

May 16—18 Second International Conference 
on the Ilizarov Techniques, Sheraton Premiere, Ty¬ 
sons Corner, VA. Fee $575; 15 AMA Cat I credits. 

Jun 16—17 Seventh Annual OB/GYN Sympo¬ 
sium, Annapolis Hilton Hotel, Annapolis. Fee: $125; 
AMA Cat I credits and ACOG cognates available. 

Jun 19-24 Fourteenth Annual Family Medi¬ 
cine Review Course, Sheraton Fontainebleau Inn & 
Spa, Ocean City. Fee: $395 (daily rates available); 20+ 
AMA Cat I credits. AAFP credits available. 

Visiting Professor Program Director of speak¬ 
ers and topics available for area hospitals and other 
health care organizations. No administrative fee is 
charged. Info: 301-328-3956. 

Visiting Practitioner Preceptorships Oppor¬ 
tunity for physicians to participate in clinical situations 
in the University of Maryland Medical Systems. Re¬ 
quires approval from clinical department/division 
heads. Direct inquiries to CME. AMA Cat I credits 
available. Direct all inquiries to CME (301-328-3956) 


Providing 

Genetic Services 

in a Convenient, Comfortable 
and Private Setting, 


Providing Services in: 
'Genetic Counselling 
* Prenatal Diagnosis 
•Paternity Testing 
'Pieconceptual 
Sex Selection 


For an appointment please 
phone today. 




The Genetic Center, Inc. 

Genetic Counselling and Research, Inc. 

Naylors Court 4000 Old Court Road Baltimore, MD 21208 
(301) 486-4761 


Departmental Rounds and Conferences Week¬ 
ly, hands-on and lecture presentations hosted by the 
University’s clinical departments. Hour-for-hour AMA 
Cat I credits available. Brochure available. 

Advanced Trauma Life Support Provider/In¬ 
structor Programs, sponsored by University of Mary- 
land/MIEMSS. Fee: $350-500; 16-22 CME Cat I cred¬ 
its. Info: Melody Nelson 310-328-2919. 

May 19, 20—Provider 
Jun 16, 17—Provider 
Jun 27, 28—Provider 
Jul 14, 15—Provider 
Aug 18, 19—Provider 
Sep 14—16—Instructor 
Oct 13, 14—Provider 
Nov 17, 18—Provider 
Dec 15, 16—Provider 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-227 5 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 



Picture This In 
Your Driveway. 


Thanks to Auto Village, owning a 
new Jeep is easier than you think. 

PI JEEP 


We re building a reputation, 
not resting on one. 


Auto Mage ST 


716 Bel Air Rd., Bel Air 

838-8787 • 879-0668 
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Soon more than a million insulin users 
will be taking Humulin. 

And no wonder. Humulin is identical to the insulin produced 
by the human pancreas—except that it is made by rDNA 
technology. 

Humulin is not derived from animal pancreases. So it con¬ 
tains none of the animal-source pancreatic impurities that 
may contribute to insulin allergies or immunogenicity. 

The clinical significance of insulin antibodies in the com¬ 
plications of diabetes is uncertain at this time. However, high 
antibody titers have been shown to decrease the small 
amounts of endogenous insulin secretion some insulin 
users still have. The lower immunogenicity of Humulin has been 
shown to result in lower insulin antibody titers; thus, Humulin 
may help to prolong endogenous insulin production in 
some patients. 


First hundreds... 


Then thousands... 


Soon more than a million. 


Any change of insulin should be made cautiously and 
only under medical supervision. Changes in refinement, 
purity, strength, brand (manufacturer), type (regular, NPH, 
Lente®, etc), species/source (beef, pork, beef-pork, or 
human), and/or method of manufacture (recombinant DNA 
versus animal-source insulin) may result in the need for a 
change in dosage. 

DIET... EXERCISE... 

Humulin (§) 

human insulin 
(recombinant DNA origin] 


Humulin 


it Humulin fi Humulin U 

nn ‘ojun t iwisttF. 


Lilly Leadership 

IN DIABETES CARE 


Eli Lilly and Company 

Indianapolis, Indiana 
46285 






For your insulin-using patients 


© 1987, ELI LILLY AND COMPANY 


HI-2907-B 


849313 





New this year. . . 

One more reason 
to join the AMA 

Special benefit packages available with 
1988 membership 

A diverse membership has diverse needs, and the AMA is 
committed to addressing those needs. This year we’re intro¬ 
ducing something new when you join the AMA or renew your 
membership. In your AMA Membership Kit you’ll have the 
opportunity to sign up for one of three benefit packages of 
publications, conferences, participatory panels, focused issue 
updates, etc., on topics related to the area you designate. Each 
package is tailored to address your particular interests: 

■ Medical and scientific information and education designed 
to enhance your practice, profession, and the public health. 

■ Representation concentrated specifically on economic 
concerns , such as professional liability and third party 
reimbursement. 

■ Representation on a broad range of issues, including not 
only economic concerns, but also quality of care, ethical 
issues, public health, and scientific issues. 

To receive your full range of benefits, select one and only one 
of these free packages by filling out the business reply card in 
your AMA Membership Kit. 

Please look for the card in your AMA Membership Kit and 
return it promptly. Your new benefit package is one more way 
the AMA supports you as a physician. 

James H. Sammons, MD 
Executive Vice President 



American Medical Association 

535 North Dearborn Street; Chicago, Illinois 60610 


Historic Meetings. 

On Maryland’s Eastern Shore—two hours from the pressures 
and pace of Washington, Baltimore and Philadelphia. With a 
superb restaurant and lounge, swimming pool, colonial charm, 
personalized service and meeting expertise you expect from 
one of America’s oldest inns. Featuring 119 guest rooms and 
seven meeting rooms to accommodate gatherings of 25-300. 


-Business Meeting Package 

^ * 

per person/night 
(double occupancy) 

per person/nlght 
O / (single occupancy) 


Easton. Maryland 21601 
Phone (301) 822-1300 


*Pkg. min. 10 rooms. Based on 
availability. Limited number of 
package rooms, rates and 
conditions subject to change ~ - ■ 
without notice. Sales tax not 
included. Offer valid thru 
12/30/88. 



Includes: • Complete breakfast, 
lunch and dinner daily • Meeting room 
• 2 coffee breaks daily 
• Free parking • All gratuities 






What You Didn’t Learn 
In Medical School. 


Making sound business decisions is a 
big part of building a successful practice. 
However, business administration isn’t part 
of most medical school curriculums. 

Now M.D.s can call on the experience of 
an M.B.A. Mountain Run Health Services 
Management specializes in managing the 
good health of medical practices. Our 
management experts have helped many 
practices: 


■ choose cost-efficient computer equipment 

■ establish fee schedules 

■ develop billing and collection systems 

■ design employee benefit plans 

■ write personnel policy manuals. 

Let Mountain Run Health Services 
Management keep your practice healthy 
while you take care of your patients. Call 
us today for an initial consultation with 
no obligation. 


Mountain Run Health Services Management 

663 Sunset Lane, Culpeper, VA 22701 
(703)825-1229 
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ORTHOPAEDIST 

A highly successful multi-specialty group 
with three orthopaedic surgeons is search¬ 
ing for a fourth orthopaedist. 

All types of general orthopaedic problems 
are treated; however, due to the significant 
volume of back injury cases we encounter, 
an interest in spinal injuries is important. 

The income potential for an ambitious or¬ 
thopaedic surgeon is excellent. The practice 
is located in a growing Mid-Atlantic state only 
20 miles from a beach resort area. Baltimore 
& Philadelphia are also within close 
proximity. 

If you are interested, please submit your cur¬ 
riculum vitae & references to: 

Mr. J. Stokes 
P.O. Box 19 
Milford, DE 19963 


PHYSICIANS WANTED 

Six man Internal Medical Group located in Chevy 
Chase, Md. is currently looking for an Internist who 
is willing to practice general internal medicine 
preferably, but not necessarily with a sub-speciality 
in rheumatology & clinical allergy. 

Please contact: 

Dr. George Mishtowt 
5454 Wisconsin Avenue 
Chevy Chase, MD 20815 
(301) 656-9170 


HOUSE PHYSICIAN: Full-time and part- 
time positions available. Minimal re¬ 
quirements — Maryland license, 2 years 
residency, ACLS certified. Excellent 
salary. Pleasant work environment. 

Contact: Michael A. Stang, M.D. 

Carroll County Gen. Hospital 
Westminster, MD 21157 
(301) 857-6924 


Dow Jones Industrial Average 



BLACK MONDAY 

PUT YOU IN THE 

RBI? 

Control your financial future and realize a return 
on your investment of 23% or more!* 

SAFELY!!! 

Realize all of the positive aspects of real estate investment, 
while you eliminate all of the negatives. 

NO NEGATIVE CASH FLOW NO TENANT HASSLES 
NO CLOSING COSTS NO MAINTENANCE WORRIES 

NO QUALIFYING PROBLEMS NO PROPERTY MANAGEMENT FEES 

AND ALL WITH ONLY 10% DOWN! 

offered exclusively by 



Columbia Lakefront Office • The Ryland Bldg. • Columbia. MO 21044 
EBlimwLM Office: 730-7400 Res.: 796-2090 m 

•jik-m-i uzj 1 n 

TYWHI * Return on investment is based on an annual appreciation of 8%. 'ss-ssr 


PHYSICIANS: M.D.’s with general medical, 
surgical, or Family Practice background to work 
as urgent care physicians in busy hospital 
Emergency Department. Part-time/Full-time 
positions available. 

For details, contact: 

Dan K. Morhaim, M.D. 

Franklin Square Hospital Center 
9000 Franklin Square Drive 
Baltimore, MD 21237 
(301) 682-7046 _ 


Northern Parkway East 
Professional Center 
1900 E. Northern Parkway 

Medical Office Suites for immediate lease (560 to 
1120 sq. ft.) in ALL MEDICAL BUILDING of 30,000 sq. ft. 

* Present tenant mix includes 
Internists, Pharmacist, Radiologist, 

Nuclear Medicine, Pathology Lab, etc. 

* Within 20 min. of 12 area hospitals 

* Close to public transportation 

* Off-street parking available 

* Elevator service 

For appointment please contact Herb Patterson 
MomFri. 9:30 a.m:5:00 p.m. at 

435-4600. 
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Classified Ads 


BUSY EXPENSE-SHARING MULTISPECIALTY 
GROUP in Anne Arundel County seeking an ENT and OB/ 
GYN interested in opening a satellite office. Full time also a 
possibility. Must be BE/BC. Box 3, MMJ, 1211 Cathedral 
St., Baltimore, MD 21201. 


PSYCHIATRIST NEEDED full or part time by expanding 
group. Work approx Vi inpatient in Annapolis, 3 A outpatient 
in Baltimore, DC, and/or Annapolis. Must be BC or intend¬ 
ing to take exam. Send CV and cover letter describing 
strengths and salary requirements to: Roger C. Harris MD, 8 
Willow St., Annapolis, MD 21401. 


RADIOLOGY OFFICES FOR SALE in Baltimore. Lucra¬ 
tive practice. Call 301-823-5700 day; 301-484-8613 night. 


BC/BE PEDIATRICIAN NEEDED for growing Mont 
gomery County practice. Will consider full or part time. Day 
301-840-0515; evening 301-762-5617. 


MARYLAND—BC/BE PEDIATRICIAN for estab 
lished, busy, dynamic four-physician pediatric practice in 
Southern Maryland, 45 min south of Washington. Send CV 
to Box 664, Leonardtown, MD 20650. 


PHYSICIAN WANTED IMMEDIATELY: general sur 
gery, minor trauma, or industrial medicine background help¬ 
ful. Write: P.O. Box 23664, Baltimore, MD 21203. 


CARDIOLOGY: INVASIVE/NONINVASIVE POSI¬ 
TION AVAILABLE IMMEDIATELY FOR BE/BC car 
diologist(s) to join BC cardiologists in group practice in sub¬ 
urban Washington. Base salary and incentives depending on 
experience. Potential for partnership. Advanced Heart Care, 
P.O. Box 1129, W. Bethesda, MD 20917. 


OBSTETRICIAN-GYNECOLOGIST. Montgomery 
County desires associate. For details calls 301-774-6500. 



CLASSIFIED ADVERTISING 
(for Med-Chi members only) 

$3.50 per line per insertion 

Members of the Medical and Chirurgical Faculty shall be entitled 
to one complimentary ad insertion for personal, noncommercial 
use in any consecutive 12-month period. (PAs count as one mem¬ 
ber.) Items will be related to the practice of medicine. Widows of 
members shall be entitled to two complimentary insertions for the 
disposal of the deceased physician’s practice or equipment. 

MARYLAND MEDICAL JOURNAL 
1211 Cathedral St., Baltimore, MD 21201 


NEUROLOGIST SEEKS COLLEAGUE in Washington 
DC area. Established practiced weighted toward peripheral 
NS, EMG, and occupational medicine. Need experienced, 
hard-working, BC colleague with similar interests. Excellent 
financial arrangement. Reply with CV to Box 26 MMJ, 1211 
Cathedral St., Baltimore, MD 21201. 


MEDICAL SURGEONS OFFICE TO SHARE- 

—Pikesville Office to sublease with private consultation 
room; X-ray and lab available. Parking lot; near public trans¬ 
portation; immediate occupancy. Dr. Abeshouse, 116 Slade 
Ave., Baltimore, MD 21208 or call 301-484-8066 except on 
Tuesday. 


NEW MEDICAL OFFICE SPACE TO SHARE in Tow 

son part-time or evenings; excellent parking. Call 9 to 5 
(301-828-5151). 


OWINGS MILLS/PIKESVILLE OFFICE to sublease at 
Beltway Exit 20 N in Commercecenter. Fully furnished, pri¬ 
vate consultation room, 3 exam rooms, lab facilities, parking. 
Ideal for satellite location 301-486-4445. 


BUSY PEDIATRIC PRACTICE has office space to share 
in our satellite office located in Upper Marlboro. Newly deco¬ 
rated and fully equipped 301-292-2200. 


FOR SALE OR LEASE: recently redecorated office condo 
(approx 2000 sq ft) in choice rental location near Cross Keys. 
Contact Dr. Weiss 301-889-6393. 


PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Faculty of the State of Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state. A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872. 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resumd to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate. 
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OOMS OF 


ISTINCTION 



FOR MARYLAND’S OUTSTANDING HOMES 


MHIC #16069 Sunspace Design Studio Inc. 


the 


SflAMUITl 

BY GAMMANS INDUSTRIES. INC. 


call or visit our new showroom at 
3553 E. Joppa Road, Baltimore 

(301) 882-6200 


A tradition of 
home care 
excellence 
for over 

(OJfTTJ years* 



Providing a comprehensive 
range of home care services. 

Skilled Nursing 
IV Therapy 
Hospice Care 
Home Health Aides 
Physical Therapy 
Occupational Therapy 
Speech Therapy 
Medical-Social Work 
Additional Services Available 

Nutrition Services 
Enterostomal Therapy Consultation 
Clinical Pharmacy Consultation 

539-3961 

VISITING NURSE 


Since 895 ASSOCIATION 


ad'dict \ 9-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

- excessively 2 : to cause (a person) to - 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 

■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 



Call us. We can help. 

OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, P.O. Box E, Emmitsburg, Md. 21727 / 301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 
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Private Duty and 
Home Nursing Care 

When you need home health care... 
call Staff Builders. Our RNs, LPNs, PTs, 
OTs, STs, MSWs, Nurses' Aides, Home 
Health/Personal Care Aides, and live- 
in Home Companions are all carefully 
screened. Also, bonded and insured. 
Professional—yet personal—care is as 
close as your phone. 24 hours a day. 
Seven days a week. 


BALTIMORE CITY 

BALTIMORE COUNTY 

HARFORD 

HOWARD 

ANNE ARUNDEL 

CARROLL 


752-0062 


625-0222 

561-1595 

838-7110 

730-2311 

544-0588 

549-2121 


staff builders 

Health Care Services 



The "Full Service" service. 

The nursing service hospitals nationwide use and trust. 

Licensed by the State of Maryland and Federally Certified 
for Medicare/Medical Assistance/Blue Cross—F-lome Care 
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People who have nothing to prove 
tend to prove it by buying a Mercedes-Benz. 


Case in Point: 


THE MERCEDES-BENZ 
300 SEL 

No ordinary six cylinder, this 3-liter masterpiece 
produces 177 vibrant horsepower. Enough to propel 
this immensely solid sedan and its 100 cubic feet 
of sumptuously comfortable, leather-upholstered 
interior to a test-track maximum of over 120 mph. 

All accomplished with the inimitable grace that 
distinguishes the Mercedes-Benz S-Class. Come 
sample its impeccable road manners...soon. 

Nfolleu motor/ 

* Mercedes-Benz 


9800 YORK ROAD 

SALES»LEASING»SERVICE»PARTS # BODY SHOP 


322 MMJ April 1988 
























YOUR ROCHE REPRESENTATIVE 
WOULD LIKE YOU TO HAVE 
SOMETHING THAT WILL... 


... improve patient satisfaction with office visits 
... improve patient compliance with your instructions 
... reduce follow-up calls to clarify instructions 


The new Roche product books 

• Offer a supplement to, not a substitute for, patient contact 

• Support your specific instructions to the patient 

• Provide a long-term reinforcement of your oral counseling 

Because you are the primary source of medical information for your patients, 
we invite you to look over the Roche Product Booklets shown below and ask 
your Roche representative for a complimentary supply of those applicable to 
your practice. 



ROCHE- 

MEDCATOM 

ME 

EDUCATION 


Medicines that matter from people who care 













































coMirnwro 

n EXCELLENCE 



Presenting 

the winners of the 1988 

Roche President’s Achievement Awards 


Roche Laboratories is proud to honor these outstanding sales representatives, 
chosen for their unparalleled dedication to the health-care field, professionalism 
and consistent high level of performance. Please join us in congratulating these 
exceptional individuals. 



John B. Bailey Ronald C. Hardnock 


Turn to the preceding page and find out how your award-winning 
Roche representative can help both you and your patients. 






Hypertension & Related Risk Factors 


Diabetes Mellitus, Hypertension, & Adherence 
Hypertension & Renal Disease 

Stroke 


Alcohol & Hypertension 


Lipids & Cardiovascular Disease 
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© 1988 Medical Mutual Liability Insurance Society of Maryland All rights reserved 



THE HEALING WORD 


The essential questions: What is happen¬ 
ing to me? Will I get better? The doctor's 
words connect the unknown to the known, the 
feared to the understood. Good communication 
makes the process of healing a partnership. 

Medical technology can add precision and 
certainty to the diagnosis and treatment of 
disease. But with precision sometimes comes 
narrowed perspective. The patient may feel 
reduced to a blip on a screen, a diagnosis on a 
chart, a number on a hospital bed. 

An old saw has it that doctors who made 
house calls didn't get sued. Yet the realities of 
modern medicine are such that physicians can 
no longer pack all the essential tools of their 


practice into a little black bag, and it is in¬ 
creasingly difficult for general practitioners to 
keep up-to-date on all the advances in every 
area of medicine. More centralized and more 
specialized health care is inevitable, and can 
be better medicine. However, even practicing 
the best medicine will not guarantee that a 
doctor won’t be sued. 

Physicians who are not sued may not neces¬ 
sarily be the best doctors, but they do share 
certain characteristics. They place value on 
knowing each patient as a person; they under¬ 
stand that healing is only possible when the 
patient is a partner in the process; and they 
listen. 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle*Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 































The MML Network 
Quality and Accessibility... 



24 hours a day, 7days a week! 


The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 
Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 


Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 



Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY, INC. 


1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301) 247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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“Get Back to Work!” 


He would if he could. 

But, like many, this man 
has been injured on-the-job. 

WORKSTART is a back to 
11 work rehabilitation program 
specifically designed to evaluate 
a worker’s physical capabilities 
• and assist in a safe and timely 

I return to work. 

This physician-directed program 
utilizes an integrated, multi¬ 
disciplinary approach towards 
rehabilitation, and is completely 
supervised by occupational and 
physical therapists. 

For the physician, WORKSTART removes the guesswork from 
the return-to-work prescription and assists in rating the individuals 
level of impairment and in the identification of malingering. 

It’s your responsibility to get him back to work... .It’s 
our responsibility to help. WORKSTART 

Our specialized focus on outpatient services includes Physical Therapy 
Occupational Therapy • Speech/Language Pathology 
Cardiac, Pulmonary and Sports/Work Injury Rehabilitation. 

Transportation is available. 

MEDICAL3t^? lon Center 

661-7400 

9512 Harford Road (at the Beltway), Baltimore, Maryland 21234 
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Meridian wants you to know 


What you should know about 
Meridian Healthcare services and 
facilities . 


Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite'' care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 


21 West Road 

Baltimore, Maryland 21204 

301-296-1000 



MERIDIAN 



Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians’ information and referral guide. 


Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PAs with need for more than one information kit, please 
indicate the number of additional kits needed_. 
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DIAGNOSTIC 
ASSAY SERVICES 



Radio Immuno Assay 
Specialists In: 

Fertility Testing 
Early Pregnancy Detection 
Esoteric Steroid Metabolism Studies 
CEA-Roche Monitoring 

9108 Gaither Road 
Gaithersburg, MD 20877 

D.C. Area 840-9220 
Balt. 792-9460 

Toll Free - Nationwide - 800-638-4000 
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REISTERSTOWN 

_ FEDERAL 

I 1 I I SAVINGS 
l LiPl ■ BANK 

• FROM HOMEOWNERS, TO BUILDERS, TO COMMERCIAL 
DEVELOPERS —WE DO IT ALL! 

CALL THE LOAN TEAM 

833-2226 


o.-e 


VC 


SPECIALIZING IN 

CONSTRUCTION 

LOANS 

“WE DO IT ALL” 


COMMERCIAL 


RESIDENTIAL 


DEVELOPMENT 


BALTIMORE COUNTY: 11817 Reisterstown Road • Reisterstown, Maryland 21136 • ( 301 ) 833-2226 
CARROLL COUNTY: 6415 Ridge Road • Eldersburg, Maryland 21784 • ( 301 ) 795-5000 


X-RAY 

EXPERTS 


Give us a call 
1-800-782-XRAY 
539-1888 

• 24-hour expediency 

• Exact film duplication of original x-rays 

• Available for your experts review/ 

insurance/legal responses 

• Convenient downtown location 

• Competitive prices 

‘‘Our expertise shines through everytime. 
We make no bones about it.” 


Duplication 

Services 




Picture This In 
Your Driveway. 


Thanks to Auto Village, owning a 
new Jeep is easier than you think. 

n jeep 


We re building a reputation, 
not resting on one. 



838-8787 • 879-0668 


EL 3E 

/222ZZE5 
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When vour patients need your best 
health care recommendations 
use your head. 



Remember this hat. 


When your patients need home health care remember to 
recommend Staff Builders. Our nurses (RN/LPN), therapists 
(physical/occupational/speech), medical social workers, nurses 
aides, home health/personal care aides, home-makers, live-in 
home companions are all carefully screened, bonded, insured and 
professional in every way. But more than that, they care. So 
remember Staff Builders when you recommend health care 
services. And remember most home health services are paid by 
Medicare. Medical Assistance, or Blue Cross. And that hospital 
and home private duty services are also available. Staff Builders 
personal and professional care is as close as your phone. Just give 
us a call if we can be of assistance. 

Licensed by the State of Maryland and Federally Certified for 
Medicare/Medical Assistance/Blue Cross-Home Care. ^ 


Available every hour 7 days a week. 


Baltimore City 

Baltimore County 

Harford 

Howard 

Anne Arundel 

Carroll 


752-0062/625-0222 

561-1595 

838-7110 

730-2311 

269-8444 

549-2121 


The home care nursing and private duty service 
doctors and hospitals use nationwide. 


staff 
builders 

Health Care Services 




eoe/mf We bill the patient’s insurance company directly. 


Dow Jones Industrial Average 



BLACK MONDAY 

PUT YOU IN THE 



Control your financial future and realize a return 
on your investment of 23% or more!* 

SAFELY!!! 


Realize all of the positive aspects of real estate investment, 
while you eliminate all of the negatives. 


NO NEGATIVE CASH FLOW NO TENANT HASSLES 
NO CLOSING COSTS NO MAINTENANCE WORRIES 

NO QUALIFYING PROBLEMS NO PROPERTY MANAGEMENT EEES 

AND ALL WITH ONLY 10% DOWN! 


offered exclusively by 



Columbia Lakefront Office • The Ryland Bldg. • Columbia. MO 21044 

Meredith office: 730-7400 Res.: 796-2090 [~|^ 


1WW 


‘Return on investment is based on an annual appreciation ol 8%. 


ad-dict \ 9-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

- excessively 2 : to cause (a person) to .. 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 

■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 


Call us. We can help. 

OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, PO. Box E, Emmitsburg, Md. 21727/301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 
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HERTS ONE DOCTOR 
WHO WON'T PAY HIS MALPRACTICE 
PREMIUMS THIS YEAR. 


The Army covers his premiums. 

Since he’s an Army Physician, there are a 
lot of worries associated with private prac^ 
tice that he won’t have to contend with. 
Like excessive paperwork, and the oven 
head costs incurred in running a private 
practice. 

What he will get is a highly challenge 
ing, highly rewarding experience. The 
Army offers varied assignments, chances to 
specialize, or further your education, and 
to work with a team of dedicated health 
care professionals. Plus a generous benefits 
package. 

If you’re interested in practicing high 
quality health care with a minimum of 
administrative burdens, examine Army 
medicine. Talk to your local Army Medical 
Department Counselor for more 
information. 

CALL COLLECT 
(301) 962 3033 


ARMY MEDICINE. 
BE ALL YOU CAN BE. 
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LOOK OUT FOR VIBRIOS IN MARYLAND! 

A BRIEF REVIEW OF THE EPIDEMIOLOGY AND CLINICAL 
ASPECTS OF VIBRIO INFECTIONS 


Witn summer approaching, clinicians and microbiologists 
in Maryland should be aware of the possibility of infections 
caused by vibrio species. These organisms are endemic to 
the Chesapeake as well as other coastal areas worldwide. 
While the infections are relatively rare, vibrio cases do 
occur m individuals permanently residing in Maryland and in 
persons returning to Maryland after overseas travel. Best 
known of the vibrio species is Vibrio choierae 0 group 1, 
responsible for the disease cholera. The organism, which is 
distinguished microbiologically by its ability to 
agglutinate in V. choierae 01 antiserum, may be endemic 
along the U.S. gulf coast. Only one U.S. acquired case has 
been reported in Maryland in this century; this 1984 case 
was linked tc consumption of crab meat that had been 
harvested along the Texas coast. However, there are a 
number of other vibrios that are much more prevalent in 
Maryland. Included among these are Vibrio choierae strains 
that do not agglutinate in the 01 antiserum (non-01 Vibrio 
choierae). While non-01 Vibrio choierae are usually 
associated with relatively mild disease, serious illness, 
including septicemia, has been reported. 


Over the last several years, there has been a 
significant increase in the number of vibrio isolates 
received by the Maryland State Laboratory for identity 
confirmation. This may reflect either an increase in 
infections seen in the community or improved isolation and 
reporting. Currently, 11 vibrio species are considered 
pathogenic (or potentially pathogenic) of which 8 have been 
isolated in Maryland from a variety of clinical specimens. 


Gastrointestinal illness is the most common clinical 
manifestation, most often due to Vibrio P^tahaemolyti cus. 
The first United States outbreaks of illness from this 
organism were reported here in Maryland in 1971 and linked 
to improperly cooked or processed crab meat. Other species 
implicated in gastrointestinal illness include Vibrio 


















fluvialis, Vibrio mimicus , Vibrio hollisae , and non-01 

The most important symptom is diarrhea 


Vibrio cholerae. 


which can sometimes be profuse and watery, indistinguishable 
from cholera. Other symptoms include abdominal cramps, 
nausea, vomiting, fever and chills. A dysentery-like 
syndrome with fecal leukocytes and bloody stools can occur. 
A case of terminal ileitis mimicking appendicitis has also 
been reported from Annapolis, Maryland associated with a 
mixed infection with Vibrio fluvialis and Vibrio mimicus. 


Other infections caused by vibrios include wound 
infections (occurring generally from cutaneous injuries 
contaminated by sea water), otitis, and septicemia. Species 
most often associated with infections at these sites are 
Vibrio vulnificus , Vibrio alginolyticus, Vibrio damsela, and 
non-01 Vibrio cholera . 

Vibrio vulnificus deserves special comment. It is 
responsible for a syndrome of primary septicemia seen in 
patients with chronic underlying diseases, especially those 
with liver disease. Infection is acquired via the 
gastrointestinal tract following consumption of seafood, 
particularly raw oysters. Patients often present in shock; 
70% have characteristic bullous skin lesions. Mortality 
exceeds 50% despite appropriate antibiotic therapy (such as 
tetracycline). Vibrio vulnificus also causes wound 
infections ranging from mild cellulitis to rapidly 
progressive myositis with bacteremia. 


The epidemiology of the various vibrio species is 
similar. The organisms are free living in marine or 
brackish water. Most cases cluster around coastal areas 
when the water is warmer (summer and fall). Cases are 
associated with either direct water contact or consumption 
of seafood, especially raw shellfish. Diagnosis can be 
difficult. While blood culture systems can grow vibrios 
easily, most laboratories do not routinely use vibrio 
selective media for isolation from other sources. If a 
vibrio infection is suspected, the microbiology laboratory 
should be notified so specimens can be plated onto selective 
media, such as TCBS agar (thiosulfate citrate bile salts 
sucrose agar). 


The Maryland Department of Health and Mental Hygiene, 
in collaboration with the University of Maryland, is 
currently studying clinical and epidemiologic features of 
vibrio infections in Maryland and asks that any vibrio 
isolate be referred to the state laboratory for 
confirmation. Questions regarding vibrio infections are 
welcome. Contact Charles W. Hoge, M.D. or J. Glenn Morris, 
M.D., M.P.H., at University of Maryland School of Medicine, 
Division of Geographic Medicine, phone 301-328-5328. 
Submitted by: Charles W. Hoge, M.D. and J. Glenn Morris, 

M.D., M.P.H., Division of Geographic Medicine 
and Infectious Diseases, Department of 
Medicine, University of Maryland School of 
Medic ine--REFERENCES AVAILABLE UPON REQUEST. 


























MARYLAND STATE DEPARTMENT OF HEALTH AND MENTAL HYGIENE 
REPORTED CASES OF NOTIFIABLE DISEASES IN MARYLAND IN 1987 BY ONSET DATE 


1VIAIINV ‘S3iavy 


S31I9 1VIAIINV 


V3HHU0N09 


d3H10 

SIllHdAS 


AbVaN003S ONV 
AdVIAIIdd ‘SIllHdAS 


SIS01139IHS 


d3A3d QIOHdAl 


SIS0113N01A1VS 


sisoinod39m 


d3A3d Q3110dS 
NIVINDOAI A>IOOd 


IVdIA 

‘SllllVHd30N3 


IVdIA ‘SI1I9NIN3AI 


avzNamjNi - h 

‘SI1IONIN3IAI 


SN0I1033NI 

1V090009NIN3IA 


CO 

_i t 
< h- 
CE < 

> CL 

^ UJ 

X 


sissnid3d 


(SdlAlfllAj) 
SllllOdVd dNI 


(S31SV3IAI NVIAId39) 
V1139nd 


(S3isv3^) vioaand 


eg—cn —<d .o.r^" 

\D h r^- o to 

cn cl co 


~o3—66 "W. 

<fr CN O 

I*"* Qn r—t r-H 


CNJ O CNJ H 


r- ^ I 


cs4 m n r-d m 


! Ill 


CO CO I I 


li III 


o o o o o 

o o o o o 

n- —i <js m <}• 


© O 

^ O 


>. d 

£< 
05 © 
© C 


© 

t C 
© = 
>o 

= c n a to 

< < m o o 


oo (j\ r- co 
cn qs so r"- 


VO O 00 
co cn r-s 

CN CN 


I CM CN 


cn cm r~ co 


I I I I 


cn co c-. 


CN CN CO CO 


I I I 


CN CN Cl CO 


I «-< I I CO 


>D sf IN (N 00 


co cn oo »-* cn 


I <f I II 


© O O O O'' 

o o o o o 

<4 H CN 00 CN 


t o CO d 


CO © _ 

o o o 


q\ in o\ 

O ® is 4 co 

H CM r-l 


2 ^ <t -f 


I CN CN I 


I I I I 


I <f I I m 


I co cn i cn 


I cn I I oo 


H (N Cl H CN 


I cn l l cn 


I I cn I oo 


“O—O O—O-CT 

o o o o o 
cn cn o o o 


T3 "O 

© O ^ 

t t 

CO CO 

0 X 


CO 

5 

o _ 

x 2: 


cn cn cn 


CO I I I I 


4 cn cO cn 


cn cn <4 co cn 


CN CN I CO 


n <4 cn 


O n C4 <4 cn 


l I I I 


~0—CJ.O.O.O" 

o o o o o 




o 

© _ _ . 

(n <f co © 

o © - ® o 

c © .E E £ 

c 3 co o co 

CL O 0) CO 1- 


uo ro ro 


<t \D CNJ 


o oo cnj 


O o o 

cn cn 


~ o © 

O) O -S 

C ■;= CO 

•= E ® 

fN Q 

ro .2 o 


snvioi 3 ivis 


NOisiAiaans ivounod 
































































OTHER DISEASES 


STATE 


BALTIMORE 


ooumEs 


CITY 


AIDS 

421 

169 

Al-4, AA-12, Balt-22, Cal-3, Carol-2, Carr-1, Ce-2, Ch-2, 
Dor-4, Fr-4, Har-7, How-10, Kent-1, Mont-73, FG-91, Scm-1, 
Tal-1, Wash-7, Wic-4, Wbr-1 

Amebiasis 

2 

- 

AA-1, Mont-1 

(liickenpox 

2042 

666 

Al-5, AA-167, Balt-70, Cal-1, Carr-122, Ce-57, Ch-7, Fr-7, 
Har-41, How-243, Mont-246, FG-370, QA-24, Scm-5, Wic-9 

Wor-2 

• 

Gui 1 lain-Barre 
syndrome 

21 

1 

Al-2, AA-3, Balt-2, Cal-1, Ch-2, Dor-1, Har-1, Mont^, PC-3, 
Wash-1 

Influenza-like 

Illness 

561 

62 

Al-1, AA-186, Cal-38, Ch-1, Har-214, How-24, Mont-14, PC-14, 
Wic—7 

Kawasaki 

syndrome 

14 

2 

AA-3, Cal-1, Fr—2, Gar-1, Mont-2, PC-2, Wic-1 

Legionellosis 

29 

12 

Mr-2, Balt-1, Carr-1, Ce-1, Ch-1, Kent-1, Mont-2, PG-4, 

QA-1, Wash-3 

Leprosy 

2 

- 

Mont-1, PG-1 

Leptospirosis 

3 

3 

- 

Lyme's disease 

20 

1 

AA-3, Balt-2, Ce-2, Dor-1, QA-6, Som-1, Tal-2, Wic-2 

Malaria 

43 

5 

AA-1, Balt-2, Ch-1, How-2, Kent-1, Mont-20, PG-11 

Meningitis, bac¬ 
terial, other* 

155 

80 

Al-1, AA-11, Balt-16, Cal-1, Carol-1, Carr-3, Ce-2, Ch-1, 
Dor-2, Har-8, How-6, Mont-6, PG-7, Tal-2, Wash-6, Wor-2 

Mycobacteriosis, 

atypical 

131 

33 

Al-1, AA-23, Balt-9, Cal-1, Ce-3, Dor-1, Fr-5, Har-5, How-3, 
Mont-9, PG-35, QA-2, Wash-1 

Non-staph.infec¬ 
tions in newborn 

106 

15 

Al-1, AA-7, Balt-50, Carr-1, Ce-2, Ch-1, Fr-1, Har-15, 

How-1, Mont-8, PG-1, Wash-1, Wor-2 

Psittacosis 

3 

1 

AA-1, Balt-1 

Staph- infections 

in newborn 

42 

5 

Al-1, AA-2, Balt-22, Har-2, How-3, Mont-3, PG-3, Wic-1 

Streptococcal 

infections 

10410 

1514 

Al-1116, AA-886, Balt-601, Cal-35, Carol-5, Carr-72, Ce-3, 
Ch-872, Fr—54, Har-258, How-1612, Kent-25, Mont-280, PG-1495 : 
QA-151, StM-6, Sam-138, Tal-316, Wash-179, Wic-762, Wbr-30 

Toxic shock 
syndrome 

4 

- 

AA-1, Mont-3 


* excluding N. meningitidis and H. influenzae meningitis. 



























Consider the 
causative organisms... 



cefaclor 


250-mg Pulvules t.i.d. 
offers effectiveness against 
the major causes of bacterial bronchitis 

Haemophilus influenzae and Streptococcus pneumoniae 

(ampicillin-susceptible and ampicillin-resistant) 


Note: Ceclor is contraindicated in patients with known allergy Penicillin is the usual drug of choice in the treatment and 
to the cephalosporins and should be given cautiously to prevention of streptococcal infections, including the prophy- 
penicillin-allergic patients. laxis of rheumatic fever. See prescribing information. 


CeclOf ® (cefaclor) 

Summary. Consult the package literature tor 
prescribing information. 

Indication: Lower respirator y infections , 
including pneumonia, caused by Streptococcus 
pneumoniae, Haemophilus influenzae, and 
Streptococcus pyogenes (group A 0-hemolytic 
streptococci). 

Contraindication: 

Known allergy to cephalosporins. 

Warnings: 

CECLOR SHOULD BE ADMINISTERED CAUTIOUSLY TO 
PENICILLIN-SENSITIVE PATIENTS. PENICILLINS AND CEPHA¬ 
LOSPORINS SHOW PARTIAL CROSS-ALLERGENICITY. POSSI¬ 
BLE REACTIONS INCLUDE ANAPHYLAXIS 

Administer cautiously to allergic patients. 
Pseudomembranous colitis has been 
reported with virtually all broad-spectrum anti¬ 
biotics. It must be considered in differential 
diagnosis of antibiotic-associated diarrhea. 
Colon flora is altered by broad-spectrum 
antibiotic treatment, possibly resulting in 
antibiotic-associated colitis. 


Precautions: 

• Discontinue Ceclor in the event of allergic 
reactions to it. 

• Prolonged use may result in overgrowth of 
nonsusceptible organisms. 

• Positive direct Coombs’ tests have been re¬ 
ported during treatment with cephalosporins. 

• Ceclor should be administered with caution in 
the presence of markedly impaired renal func¬ 
tion. Although dosage adjustments in moderate 
to severe renal impairment are usually not 
required, careful clinical observation and labo¬ 
ratory studies should be made 

• Broad-spectrum antibiotics should be pre¬ 
scribed with caution in individuals with a his¬ 
tory of gastrointestinal disease, particularly 
colitis. 

• Safety and effectiveness have not been deter¬ 
mined in pregnancy, lactation, and infants less 
than one month old. Ceclor penetrates mother's 
milk. Exercise caution in prescribing for these 
patients. 

Adverse Reactions: (percentage of patients) 
Therapy-related adverse reactions are 
uncommon. Those reported include: 


• Gastrointestinal (mostly diarrhea): 2.5%. 

• Symptoms of pseudomembranous colitis may 
appear either during or after antibiotic treat¬ 
ment. 

• Hypersensitivity reactions (including mor¬ 
billiform eruptions, pruritus, urticaria, and 
serum-sickness-like reactions that have 
included erythema multiforme [rarely, Ste- 
vens-Johnson syndrome] or the above skin 
manifestations accompanied by arthritis/ 
arthralgia and, frequently, fever): 1.5%; usually 
subside within a few days after cessation of 
therapy. Serum-sickness-like reactions have 
been reported more frequently in children than 
in adults and have usually occurred during or 
following a second course of therapy with 
Ceclor. No serious sequelae have been 
reported. Antihistamines and corticosteroids 
appear to enhance resolution of the syndrome. 

• Cases of anaphylaxis have been reported, half 
of which have occurred in patients with a his¬ 
tory of penicillin allergy. 

• As with some penicillins and some other 
cephalosporins, transient hepatitis and chole¬ 
static jaundice have been reported rarely. 

• Rarely, reversible hyperactivity, nerv¬ 


ousness, insomnia, confusion, hypertonia, 
dizziness, and somnolence have been reported. 
•Othei. eosinophilia, 2%; genital pruritus or 
vaginitis, less than 1%; and, rarely, throm¬ 
bocytopenia. 

Abnormalities in laboratory results of uncertain 

etiolo gy 

• Slight elevations in hepatic enzymes. 
•Transient fluctuations in leukocyte count 
(especially in infants and children). 

• Abnormal urinalysis; elevations in BUN or 
serum creatinine. 

• Positive direct Coombs' test. 

• False-positive tests for urinary glucose with 

Benedict’s or Fehling's solution and Clinitest® 
tablets but not with Tes-Tape® (glucose 
enzymatic test strip, Lilly). |06i787Li 

PA 0709 AMP 

©1987, ELI LILLY AND COMPANY CR-5005-B-849318 

Additional information available to the 
profession on request from Eli Lilly and 
Company, Indianapolis, Indiana 46285. 

Eli Lilly Industries, Inc 

Carolina, Puerto Rico 00630 















ARMY RESERVE OFFERS 
NEW FINANCIAL INCENTIVES 
FOR RESIDENTS IN ANESTHESIOLOGY, 
GENERAL SURGERY AND 
ORTHOPAEDIC SURGERY 



If you are a resident in Anesthesi¬ 
ology, General Surgery or Ortho¬ 
paedic Surgery, the Army 
Reserve has a new and exciting 
opportunity for you. The new 
Specialized Training Assistance 
Program will provide you with 
financial incentives while you’re 
training in one of these special¬ 
ties. 

Here’s how the program can 
work for you. If you qualify, you 
may be selected to participate in 
the Specialized Training Assist¬ 
ance Program. You’ll serve in a 
local Army Reserve medical unit 


with flexible scheduling so it 
won’t interfere with your resi¬ 
dency training, and in addition 
to your regular monthly Reserve 
pay, you’ll receive a stipend of 
$664 a month. 

You’ll also have the opportu¬ 
nity to practice your specialty for 
two weeks a year at one of the 
Army’s prestigious Medical Centers. 

Find out more about the Army 
Reserve’s new Specialized Train¬ 
ing Assistance Program. Call (col¬ 
lect) your U.S. Army Medical 
Department Reserve Personnel 
Counselor: ( 301 ) 997 - 3526/4204 


ARMY MEDICINE. BE ALL YOU CAN BE. 
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The 4 Stages of a 
Physician’s Economic Life* 


• • • 



Age 


...and how to get help along the way: 

Your road to financial independence and wealth 
can start from wherever you may be. Some of our 
physician clients didn’t begin until late in life. 

But those who started sooner are doing better. 

The big thing is to start. 

We can help you define your objectives, prepare 
a careful roadmap, counsel and monitor your progress 
along the way...and submit written reports quarterly. 

Write or call me, William I. Kissinger, CPA, 

President — for more information or a copy of our 
small descriptive brochure. 


A 

Kissinger Advisory, Inc. 

A Registered Investment Advisor 
A Subsidiary of Kissinger Financial Services, Inc. 

Advisors and Planners 

Individuals * Self-Employed Professionals • Institutions • Closely-Held Firms 

1919 York Road, Timonium, Maryland 21093 
Telephone: 301/252-3400 Modem: 301/252-3623 


* Chart copyright © 1988 by Kissinger Advisory, Inc. 
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An open letter to the 
employees, clients and friends of 
Maryland Medical Laboratory, Inc. 
on our twelfth anniversary . 



Selvin Passen, M.D. 


President and Director of Laboratories 


Almost twenty years ago, during the formative years of my 
professional career, I had a vision — to be the Director of a 
laboratory that would provide the medical community with 
the highest quality diagnostic laboratory services in the 
Baltimore-Washington region. I knew that this goal would 
not be easy to attain, but through hard work, quality 
services and — most important — dedicated personnel, it 
could be reached. It has been through the concerted efforts 
of our employees and their passion for quality, that we have 
become — in twelve short years — the fastest growing, 
quality oriented clinical laboratory in the country. I am 
proud of our employees and the high caliber of their 
professionalism. It is mainly through their efforts and 
devotions to the field of laboratory science that we have 
been able to achieve and maintain the quality associated 
with our name. Maryland Medical Laboratory, Inc. is 
accredited by the College of American Pathologists and 
the American Society of Cytology. We are one of only 
forty laboratories in the country to meet these rigorous 
requirements for pap smear testing. 

On this, our 12th anniversary, I would like to take this 
opportunity to thank you, our clients and our patients. We 
deeply appreciate the faith and trust that Maryland Medical 
Laboratory, Inc. has earned from the medical community 
and we recognize your continued support. We also recognize 
our responsibility to you, the medical profession and our 
patients, to continually provide you with the best and most 
advanced technology that modern science has to offer. Not 
only must we keep pace with rapidly changing disciplines 
in laboratory medicine, but we must also pioneer new 
frontiers. This is our commitment to you for now and 
into the future. Thank you. 


MARYLAND MEDICAL 
LABORATORY, INC. 

1901 Sulphur Spring Road, Baltimore, Maryland 21227 
(301) 247-9100 
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Executive Director's Newsletter 


MEDICARE 


MALPRACTICE 

SURVEY 

RESULTS 


May 1988 


Med-Chi is seeking information from member physicians 
who have been notified by a Medicare carrier that 
unsigned claims have been denied because of the 
carrier's perception that the medical care rendered 
was not medically necessary. 

The notification of denial calls on the physician to 
refund the beneficiary for services that are not 
covered because they are not considered by the carrier 
to be "reasonable or necessary." Failure to refund 
may subject the physician to assessments of double the 
"relative charges," civil money penalties up to $2,000 
and/or exclusion from the Medicare program for up to 5 
years. 

Information obtained thus far includes two instances 
where the Pennsylvania carrier requested a physician 
to make two refunds of fifteen cents each! The Med- 
Chi staff is vigorously pursuing this matter. Members 
are encouraged to report instances of Medicare denial 
to the Faculty. 


A total of 250 practicing obstetricians responded to 
Med-Chi's 1988 Malpractice Survey. Those 250 
practicing obstetricians delivered 31,943 babies in 
1987. If malpractice insurance premiums were to 
increase by 15%, 71 of those obstetricians would stop 
practicing obstetrics, take early retirement or move 
their practices to another state. An increase of 25% 
would cause 142 of the obstetricians to stop 
practicing in Maryland. A jump of 35% would leave 
only 69 obstetricians in practice in Maryland, with 
each physician averaging 470 deliveries each year. 

Forty practicing neurosurgeons also responded to the 
Survey. A 15% increase would force 7 of them to close 
their Maryland practices. A jump in premium rates by 
25% would cause 16 of them to quit, and a 35% increase 
would see the number of practicing neurosurgeons in 
the state cut in half. 

Of 146 practicing orthopedic surgeons in Maryland, 

3 would give up their practices in the face of a 
15% increase. A 25% increase would lead 7 to quit. 
With a 35% jump in insurance premiums, 24 would stop 
practicing in Maryland. 


AMERICAN 

NURSES 

ASSOCIATION 


ALCOHOLISM 

CALLED 

"WILLFUL 

MISCONDUCT" 


LEGISLATIVE 

DIRECTORY 


The American Nurses Association has indicated its 
intent to contact state medical associations to 
express its strenuous opposition to the AMA's new 
policy calling for the creation of a non-nurse bedside 
care giver - the registered care technologist (RCT) - 
as an innovative step to correct the growing shortage 
of bedside nurses and coordinate technician education. 
The AMA views the program for RCTs as noncompetitive 
with nursing and considers it a potential resource 
for recruitment into medicine as well as nursing. 

A status report on the Registered Care Technologist 
Program will be forwarded to the AMA Board of Trustees 
early in May. 

In response to the Supreme Court decision upholding 
the Veteran's Administration right to deny benefits to 
two recovered alcoholics on the ground that their 
conditions were caused by "willful misconduct," Kirk 
Johnson JD, General Counsel for the AMA, issued the 
following statement for the news media and the 
Federation: 

"The American Medical Association is very disappointed 
in the Supreme Court's decision upholding the 
Veteran's Administration right to deny benefits to two 
veterans on the basis that their alcoholism was 
'willful misconduct.' The Court said that the V. A. 
was within its rights to make such a determination 
because that appeared to be the congressional intent. 
The decision is very narrowly focused and should have 
no relevance in determining whether alcoholism should 
be regarded...as most of the medical community 
believes... as a disease. 

The AMA has regarded alcoholism as a disease for over 
30 years and will continue to do so. In its 'friend 
of the court' brief, the AMA did not suggest that 
blanket eligibility be made to all veterans with 
alcohol problems, but rather a case by case 
determination as to whether an individual's situation 
would permit a review." 

Med-Chi recently completed a Legislative Directory 
for 1988 that will include detailed definitions of all 
legislative proposals, as well as a legislative 
history of all bills opposed, favored, or monitored by 
the Faculty. 

Any Med-Chi member interested in obtaining a copy of 
the Directory should contact Gerry Evans at 539-0872 
in Baltimore, or toll-free in Maryland 1-800-492-1056. 



Angelo J. Troisi, FACHE 
Executive Director 


Quality Practice Digest 

LEGAL AND ETHICAL CONCERNS OF YOUR MEDICAL PRACTICE 


This monthly digest will summarize the laws of the State of 
Maryland, as well as the guidelines, procedures, codes of 
cooperation and policy statements of the Medical and Chirurgical 
Faculty. These laws and policy statements are being published to 
reflect recent areas of concern to physicians throughout the 
state. 

The Principles of Medical Ethics of the American Medical 

Association have been adopted as the ethical standards of the 
Medical and Chirurgical Faculty, and they govern the conduct of 
members in their relations to the public and to each other 
(Faculty Bylaws, Article XIV, Section 1) . For more information, 
please refer to the Compendium of Laws. Regulations, Opinions and 
Policies Governing the Practice of Medicine in Maryland . 


PHYSICIAN DISPENSING: The Faculty wishes to clarify that it does 
not endorse the wholesale dispensing of drugs by physicians to 
their patients. The Faculty fully supports the statement of the 
American Medical Association's Council on Judicial and Ethical 
Affairs. The AMA statement provided that: 

Although there are circumstances in which physicians may 
ethically engage in the dispensing of drugs, devices, or 
other products, physicians are urged to avoid regular 
dispensing and retail of drugs, devices or other products 
when the needs of patients can be met adequately by local 
ethical pharmacies or suppliers. 

It is within this context that the Faculty developed its present 
statement on physician dispensing. "Physicians who dispense... 
should dispense as a convenience for the patient" is meant to help 
those patients living in rural areas and, therefore, may have to 
travel some distance to a local pharmacy to fill a prescription. 
The statement is also meant to help those patients who may require 
certain medical devices, and, therefore, may be fitted or provided 
with the devices without leaving the physician's office. 

In Maryland, physicians have always had the right to personally 
prepare and dispense prescriptions under § 12-102(b) of the Health 
Occupations Article. Nevertheless, the Faculty is aware of the 
public's perception that there is an apparent conflict of interest 
when a physician sells the drug he prescribes. 








Maryland legislation enacted in July 1986 (effective in January 
1987) requires a physician to obtain the approval of the Board of 
Medical Examiners before dispensing prescriptions. There are 
exceptions to this requirement. The Federal Trade Commission, in 
a letter to the Board concerning its proposed regulations, 
suggested that the Board adopt regulations to encourage rather 
than restrict physician dispensing. These regulations have not 
yet been finalized by the Board. 

Physicians are being solicited by drug repackaging companies, 
which often approach physicians with a message emphasizing the 
profits a physician can earn from selling such drug packages. To 
help physicians decide whether to dispense drugs and other medical 
devices, the following statement, published in the February 1988 
issue of the Maryland Medical Journal , is again provided with an 
accompanying explanation: 


PHYSICIAN DISPENSING 


Physician dispensing of drugs and other medical devices can 
be in the patient's best interest. Physicians who dispense 
should dispense only to their patients and should make the 
following disclosures: 


1. That the item is dispensed as a convenience for the 
patient and that the patient is not obligated to 
purchase the item, 

2. That the item may be purchased from a pharmacy or 
medical supply store of the patient's choosing, 
and, 

3. The physician's charge for the item. 


Physicians should include the following information on the 
label of each medication (excluding samples and starter doses) 
dispensed from their offices: 


1. The name and address of the physician, 

2. The date the medication is dispensed, 

3. The month and year when the medication expires, if 
known, 

4. Special handling instructions for proper storage, 

5. The name and strength of the medication, and, 

6. Instructions for proper administration of the medication 
and significant interactions with other drugs or substances 
relevant to that patient. 

The physician should keep the manufacturer's lot number on 

record. 






Explanation: 

Med-Chi 1 s Committee on Professional Ethics reviewed the Faculty's 
policy statement on physician dispensing in light of the state 
law, the proposed state regulations on physician dispensing, and 
recent legislative activity at the federal level. 

The Committee concluded that while there is an inherent conflict, 
this practice, conducted properly, can provide a great benefit and 
convenience to the patient. Even so, since there is such great 
potential for abuse, physician dispensing should be open to close 
scrutiny. 

The Committee believed that the following points should be 
included in a statement concerning physician dispensing: 


1. Proper dispensing is in the patient's best interest and is 
something to be accepted; 

2. A physician who dispenses must make appropriate disclosure to 
the patient of: 

a) His financial interest; and 

b) Alternative source of pharmaceutical services; 

3. Physicians should dispense only to their patients; and 

4. Standards should be set out for appropriate labeling 
requirements 


ABANDONMENT 

Ethical Opinion 108 provides that: 

When a physician is away from his practice or otherwise 
unavailable, it is his responsibility to make suitable 
arrangements with another physician or group of physicians. This 
information must be readily available to his patients. Failure to 
make suitable arrangements could be construed as abandonment. For 
example, a recorded message on a physician's telephone simply 
advising his patients to go to the "nearest emergency room" is 
unsuitable and could be construed as abandonment. (PEC 11/15/84) 


ALTERNATIVE METHODS OF CANCER TREATMENT 

A. Duty of physician to educate patient - Before a physician 
treats any patient for any form of breast cancer, the physician 
shall educate the patient of alternative methods of treatment that 
may be medically practicable. 

B. Duties of Department - The Department of Health and Mental 
Hygiene shall: 





(1) Provide a standardized written summary in layman's 
language that: 

(i) Lists all effective methods of treatment for breast 
cancer that may be medically practicable including 
surgical, radiological, chemotherapeutic, and all 
combinations of those treatments? and 

(ii) Describes the advantages, disadvantages, risks, 
and procedures associated with each method of treat¬ 
ment listed; 


(2) Update the standardized written summary annually; 


(3) Distribute the standardized written summary to each 
hospital, clinic, and physicians office and other facility 
that performs treatments of breast cancer. 


C. Satisfaction of requirements - A physicians satisfies the 
requirements of subsection A of this section if: 

(1) The physician provides a breast cancer patient with the 
standardized written summary described in subsection B of 
this section in language that the patient understands; 


(2) The patient receives the standardized summary within 5 
days of the start of treatment for breast cancer, and? 


(3) The patient signs a statement provided by the Department 
of Health and Mental Hygiene acknowledging the receipt of 
the standardized written summary. 


D. Exceptions - This section does not apply if the attending 
physician certifies that: 


(1) Treatment for breast cancer occurs within 5 days of the 
physician informing the patient of the diagnosis; and 


(2) Treatment within this period of time was necessary to 
save the life of the patient. 


Violations, penalties - A physician who violates any provision 
of subsection (a) of this section is subject to the provisions of 
14-504 (27) of the Health Occupations Article. (1986, ch. 559). 







—MR UPDATE— 

MRI Advances the Detection of AVM’s 


BRAIN EXAMINATION 

HISTORY: A 52 year old man had two small right occipital 
hemorrhages, 18 months apart. After resolution, negative studies 
included two cerebral arteriograms and contrast CT scans. 


SCAN: Several dark curvilinear structures, evidence of the 
flow void phenomenon, indicate abnormal vasculature in the right 
occipital lobe. Associated high signal intensity of adjacent white 
matter is compatible with edema, hemorrhage, or gliosis. To¬ 
gether these findings are consistent with occult arteriovenous 
malformation (AVM). 

MRI HIGHLIGHTS: MRI is highly sensitive for 
AVM’s which are otherwise occult by arteriography or CT scanning. 
These may be found in patients with spontaneous hemorrhage, 
seizure disorder, or other clinical presentations. In addition, the 
sensitivity of MRI for intracranial hemorrhage is being increased 
through the use of new partial flip imaging techniques. Refinements 
in signal processing, surface coils, and other techniques continue 
to expand the clinical indications of MRI. Because of its sensitivity, 
safety, and patient comfort, MRI is the screening technique of 
choice for most CNS abnormalities. 


Maryland Magnetic Imaging operates its MRI system with all avail¬ 
able upgrades including contiguous slices as thin as 2.5mm; quad¬ 
rature detection head, body, and extremity coils; large field of view 
spine coil; dedicated cervical coil; partial flip imaging; single breath- 
hold body imaging; and cardiac and respiratory gating. 
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New this year 


One more reason to join 
the AMA 



Special benefit packages available with 
1988 membership 

A diverse membership has diverse needs, and the AMA is com¬ 
mitted to addressing those needs. This year we’re introducing 
something new when you join the AMA or renew your member¬ 
ship. In your AMA Membership Kit you’ll have the opportunity 
to sign up for one of three benefit packages of publications, confer¬ 
ences, participatory panels, focused issue updates, etc., on topics 
related to the area you designate. Each package is tailored to 
address your particular interests: 

■ Medical and scientific infor¬ 
mation and education 
designed to enhance your 
practice, profession, and the 
public health. 

■ Representation concentrated 
specifically on economic con¬ 
cerns, such as professional 
liability and third party 
reimbursement. 

■ Representation on a broad 
range of issues, including not 
only economic concerns, but 
also quality of care, ethical 
issues, public health, and scientific issues. 

To receive your full range of benefits, select one and only one of 
these free packages by filling out the business reply card in your 
AMA Membership Kit. 

Please look for the card in your AMA Membership Kit and return 
it promptly. Your new benefit package is one more way the AMA 
supports you as a physician. 


If your Preferred Professional Mailing Address should change, please make the change to the 
right of the address shown. Be sure to retain your membership card. 

Use this portion of the card for changes only. 


Nos Address 


Icleplv hx 1 


IMPORTANT: In order to receive your full range of membership benefits, you MUST 
return this card. 

In addition to my usual benefits, I prefer a specially designed package of publications, topical 
conferences, participator) panels, focused issue updates... which focus on the following 

(Check only one) 

D Medical and Scientific Information and Education which will enhance my practice, 
001 profession, and the health of the public. 

□ Representation Concentrated Specifically on Economic Concerns facing my 
1,02 practice and profession, such as professional liability and third-party reimbursement. 

n Representation on a Broad Range of Issues facing my practice and profession, 
lw< including not only professional liability and third-party reimbursement but also quality 
of care, ethical issues, public health, scientific issues, etc. 


Look for this card in your AMA Membership Kit 


James H. Sammons, MD 
Executive Vice President 
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Hypertension and Related Cardiovascular 

Risk Factors 

Cardiovascular diseases (CVD) remain the leading cause of death and a major source of disabil¬ 
ity and medical care costs in the United States and most Western countries. In 1985, 991,332 
Americans died from CVD, 355,050 more than the total killed in World Wars I and II and the 
Korean and Vietnam conflicts. CVD killed almost as many Americans as did cancer, accidents, 
pneumonia, influenza, and all other diseases combined. Although impressive advances have been 
made in our understanding of these diseases and how they might be prevented, these preventive 
approaches have not been emphasized in medical education. 

This issue of the Maryland Medical Journal, devoted to public health and clinical approaches 
to reducing the morbidity and premature mortality resulting from uncontrolled hypertension and 
related risk factors, is compiled by the Maryland Commission on High Blood Pressure and 
Related Cardiovascular Risk Factors. The Commission, created as the Maryland High Blood 
Pressure Commission in 1976 by the Maryland Legislature, was charged with the responsibility 
of establishing guidelines and fostering educational programs about high blood pressure (HBP). 
On July 1, 1986, the Legislature increased the responsibilities of the Commission and changed its 
name to reflect its broader scope. The Commission has 16 members appointed by the Governor, 6 
members representing the public, and 10 members representing various health organizations. 
One of its professional education activities is the regular MMJ department “HBP Commentary,” 
which has presented articles on risk factors and has reported, periodically, on new national 
guidelines and recommendations related to CVD. 

The eleven articles in this issue are organized under five topics: 

• Diabetes Mellitus, Hypertension, and Adherence: public health and clinical perspec¬ 
tives on coexisting diabetes mellitus and hypertension, and practical advice for the physi¬ 
cian to help to improve patients’ adherence to treatment regimens 

• Renal Disease and Hypertension: the role of hypertension in diabetic renal disease, 
and the prevention of end-stage disease by means of appropriate hypertensive therapy 

• Stroke: risk factors for stroke, and an account of the Stroke Data Bank maintained at the 
University of Maryland 

• Alcohol and Hypertension: accumulating evidence of an independent dose-response 
association between alcohol consumption and blood pressure 

• Lipids and Cardiovascular Disease: the rationale for a public health approach to low¬ 
ering blood cholesterol in the US population, a screening and intervention study based in a 
Baltimore school, and new nationally endorsed guidelines for treatment of hyperlipidemia 
with lipid lowering agents 

The Commission is pleased to bring MMJ readers this issue, and we invite comment and 
inquiry. 

Maryland Commission on High Blood Pressure 
and Related Cardiovascular Risk Factors 
201 W. Preston Street 
Baltimore, Maryland 21201 
301-225-5891 

DONALD O. FEDDER Pharm BS, DrPH CAROL LEWIS MPH, ScD 

Chairman Executive Director 

R. PATTERSON RUSSELL MD 
Past Chairman 
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Diabetes Mellitus and Hypertension: 
Public Health Perspective 

DAVID M. LEVINE MD 

Diabetes mellitus and hypertension, each a major public health problem, are com¬ 
monly associated diseases occurring in 2.5 million persons in the United States. 
Hypertension is twice as common among diabetic patients as among nondiabetics and 
is more frequent in blacks than whites. Treatment of persons with both diseases 
involves significant changes in their behaviors and necessitates the coordination of 
multiple resources. Community programs for high blood pressure and diabetes mellitus 
control may provide an efficient and effective approach. 


Both hypertension and diabetes mellitus are major 
public health problems in the United States, affecting 
approximately 60 million and 10 million individuals 
respectively. 1,2 Moreover, in more than 2.5 million in¬ 
dividuals hypertension and diabetes are commonly as¬ 
sociated diseases. Hypertension is approximately twice 
as common in persons with diabetes than those without 
diabetes. Both disorders are more frequent in the black 
population as compared to the white population, and 
the prevalence of the coexisting conditions is approxi¬ 
mately twice as great as in the black population. 

Hypertension contributes substantially to the mor¬ 
bidity and mortality from diabetes, particularly in 
blacks. Uncontrolled high blood pressure (HBP) is as¬ 
sociated with an increased likelihood of end-stage renal 
disease, cerebrovascular disease, coronary artery dis¬ 
ease, and retinopathy in individuals with diabetes. 3 An 
important public health strategy for decreasing morbid¬ 
ity and mortality in the diabetic population is to iden¬ 
tify and control hypertension, when present, in addition 
to the usual care for diabetes. Despite the improvement 
in the identification, care, and control of hypertension 
and diabetes, it is still estimated that less than half the 
individuals with diabetes and hypertension have their 
HBP adequately controlled. 4 

Particular characteristics shared by these patients 
influence difficulty with long-term control: obesity 
(each condition is greater than twice as prevalent in 
obese as contrasted to nonobese individuals), the need 
for dietary alteration in addition to weight control, the 
need for appropriate physical activity, and the need for 
long-term adherence to pharmacological treatment. 
Thus, a variety of complex behavioral changes are 
important to long-term control. 

Treatment 

Given the high prevalence of coexisting hypertension 
and diabetes, it is justifiable to treat these diseases at 
the public health level. Such an approach needs to 
consider the distribution of the problem in different 


Dr. Levine is Director, Division of Internal Medicine, The Johns 
Hopkins University School of Medicine; and Vice-Chairman, Mary¬ 
land Commission on High Blood Pressure and Related Cardiovascular 
Risk Factors. 


populations, the characteristics of chronicity, and the 
required life-styles changes. In particular, there is con¬ 
siderable opportunity for public, patient, and profes¬ 
sional education to enhance the identification, care, 
and control of these coexisting problems. 

The following recommendations are offered in this 
vein: 

• Enhanced identification, care, and control of 
HBP in patients with diabetes at both the public 
health level and at the individual treatment level. 

Particular emphasis should be given to high-risk com¬ 
munities and to subpopulations at increased risks of 
not being aware, in care, or under control, such as 
young males. Approaches targeted for such groups have 
proved effective in enhancing patient access to care and 
control. 5 

• State-of-the-art patient and professional ed¬ 
ucation to enhance long-term adherence to treat¬ 
ment and control of hypertension and diabetes. 

Evidence indicates that inadequate long-term adher¬ 
ence to treatment is the single most important factor 
related to adequate control at the community and pop¬ 
ulation level. The components of the regimen for the 
control of hypertension and diabetes include dietary 
changes for weight control, appropriate fat and carbo¬ 
hydrate intake and avoidance of excess salt, adherence 
to physical activity and exercise recommendations, ap¬ 
propriate continuity of care, compliance with drug pre¬ 
scriptions, and selected self-monitoring behaviors. Be¬ 
havioral education strategies effective in enhancing ad¬ 
herence to treatment have been developed and tested, 
and these can be incorporated into a variety of practice 
types or into the daily circumstances of a variety of 
patients. 6,7 Most important, there is evidence that such 
efforts can decrease morbidity and mortality. 8 

• Adherence to long-term therapy is improved 
when the regimen is simplified and clarified. Ap¬ 
proaches for control of hypertension and diabetes 
should be coordinated. New self-care practices (for ex¬ 
ample, diet and exercise monitoring) should be intro¬ 
duced in segments and in order of priority. Patients 
benefit from specific and understandable written in¬ 
structions regarding diet and exercise plans, medica¬ 
tions and their common side effects, and strategies for 
anticipating and coping with high-risk nonadherence 
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situations. By asking patients to state their understand¬ 
ing of the treatment requirements and the problems 
they anticipate with adherence, clinicians can clarify 
the regimen and provide specific help in incorporating 
the regimen into patients’ daily schedule. It is particu¬ 
larly important that patients understand the difference 
between cure and control 7 ' 9 and that they be told their 
actual blood pressure and blood sugar levels. Agreement 
between provider and patient on goal levels for blood 
pressure and blood sugar is important to long-term 
compliance. Misconceptions (such as being able to 
know when one’s blood pressure is elevated) also should 
be addressed. 

• Contracts with patients, family support, tar¬ 
geting special goals, and contingent rewards pro¬ 
mote adherence, as do special medication pack¬ 
aging, labels, and reminder charts. 10 Mailed re¬ 
minders or telephone calls to patients who miss 
appointments may help them to keep the appoint¬ 
ments. 11 Of particular importance is education of family 
members. This has been demonstrated to be effective 
in improving adherence to dietary, appointment-keep¬ 
ing, and medication-taking behavior. 6,8,12 

• Periodic assessments should include a review 
of patient progress toward therapeutic goals and 
positive reinforcement of patient self-care 
achievements. Patients need to be encouraged to ask 
questions or to discuss concerns about their treatment 
regimens. Adherence to a regimen is likely to be en¬ 
hanced by experiences that increase and reinforce pa¬ 
tients’ sense of efficacy or personal mastery. 

• The inclusion of patient home monitoring of 
serum glucose levels and blood pressure in the 
self-care regimen may enhance long-term adher¬ 
ence and control. Self-monitoring may be used to 
encourage patients to rely on objective test results as 
the basis for subsequent actions rather than on less 
accurate subjective sensations to estimate serum glu¬ 
cose levels and blood pressure. Self-monitoring also 
provides an objective means of evaluating the effective¬ 
ness of interventions designed to keep serum glucose 
levels and blood pressure within normal limits. It is a 
potentially powerful tool for increasing patient under¬ 
standing of the therapeutic regimen and encouraging 
active patient participation in achieving the desired 
health outcomes. 13 ' 14 These positive effects on adher¬ 
ence are enhanced by handy and easy-to-use materials 
for recording test results, by regular feedback from the 
health professional about the results, and by the patient 
knowing that the measurement procedure and results 
will be evaluated periodically. 

• Coordination with public health facilities, 
worksites, and community or hospital-based 
health education programs may be helpful. Such 


programs can emphasize the importance of long-term 
control and can help in long-term monitoring. Patients’ 
awareness of blood pressure or serum glucose levels can 
be increased, thus reinforcing their agreement with 
their health care provider on achieving these goals. 
Clinicians can clarify patients’ specific regimens and 
provide guidance in incorporating the regimens into 
daily habits. Coordination of community control pro¬ 
grams for HBP and diabetes mellitus may provide a 
more efficient and effective core approach. Similarly, 
coordination of multidisciplinary approaches and the 
contributions of physicians, nurses, dieticians, exercise 
specialists, health educators, and pharmacists are to be 
encouraged. 15 

Conclusion 

The economic burden of chronic disease is substan¬ 
tial. In many settings, diabetes mellitus and hyperten¬ 
sion represent the most commonly encountered com¬ 
bination of diseases. Long-term adherence to a carefully 
prescribed and maintained therapeutic program ori¬ 
ented toward ambulatory care and self-care, and the 
judicious use of home care can prevent the need for 
more expensive inpatient hospital services. Physicians 
and other health care professionals need to be aware of 
the economic issues in providing optimal long-term care 
in a cost-effective manner. 9 
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Diabetes Mellitus and Hypertension: 
Clinical Perspective 

THADDEUS E. PROUTMD 

About half of diabetic patients are estimated to have hypertension; concurrence of 
the two disorders compounds risk of further morbidity and death. In treating the 
hypertensive diabetic patient, the goals are to prevent increased morbidity and to 
postpone mortality most effectively at the lowest cost to the patient. Nonpharmacologic 
therapies form the foundation of all treatment. Pharmacologic therapy requires not 
only a thorough knowledge of hypotensive drugs but also of their effects on carbohy¬ 
drate and lipid metabolism as well as confounding effects on diabetes-related compli¬ 
cations. 


The frequency of hypertension in both Type I (insu¬ 
lin-dependent) and Type II (noninsulin dependent) di¬ 
abetes increases with the age of the patient and the 
duration of the disease, but the relative risk for hyper¬ 
tension in diabetes compared to the general population 
is greatest in the younger age group. 1 Among diabetic 
patients in Maryland, 50 percent are estimated to have 
hypertension overall (Table l). 2 Concurrence of the two 
disorders compounds the risk for the occurrence of 
other comorbid states as well as for death. 3 These 
ominous facts should not obscure the recent evidence 
that maintenance of normal levels of arterial blood 
pressure in diabetic patients both reduces the progress 
of renal disease 4 and postpones death. 5 

Risk factors for the macrovascular complications in 
patients with hypertension and diabetes include all the 
risks common to the nondiabetic population. The high¬ 
est risks by far for cardiovascular morbidity and mor¬ 
tality, in addition to hypertension, are smoking and 
hypercholesterolemia. To these are added family his¬ 
tory, stress, obesity, alteration of other blood lipids, and 
elevated blood glucose. Glucose control remains the risk 
factor of first importance, however, for microvasculo- 
pathy in the diabetic patient. 

Neuropharmacological Therapies 

Since the goals in treating the hypertensive diabetic 
patient are to prevent increased morbidity and to post¬ 
pone mortality in the most effective manner with the 
lowest cost to the patient, nonpharmacologic therapies 
are the foundation for treatment. These include the 
optimal use of diet and exercise as the initial compo¬ 
nents for weight management as well as for the man¬ 
agement of abnormal blood lipids and glucose. 3 Along 
with full therapeutic attention to the correction of 
weight problems, nutritional faults, smoking, alcohol 
excesses, and proper exercise, studies to rule out all 
surgically remedial causes of hypertension should be 
considered. This is particularly important in this group 
of patients, since signs and symptoms often associated 


Dr. Prout is Chairman, Department of Medicine, Greater Balti¬ 
more Medical Center. 


with diabetes may be clues to the existence of a cor¬ 
rectable underlying cause for hypertension (Table 2). 

Although the likelihood of finding a remedial cause 
for hypertension is low, the importance of effecting a 
surgical cure is measured in years of risk prevention. It 
has been stated that there is a low incidence of reno¬ 
vascular disease with malignant hypertension in dia¬ 
betes, but Ritz and co-workers 6 have found in patients 
with atherosclerotic renovascular disease, 10 out of 20 
had impaired oral glucose tolerance test (OGTT) and 
two had noninsulin dependent diabetes. Similarly, re¬ 
sults of nonpharmacologic therapies frequently are dis¬ 
appointing, but success is greatly enhanced when max¬ 
imal efforts at behavioral change and health habits are 
taught by a health care team. In patients not adequately 
controlled despite these efforts, hypotensive drug ther¬ 
apy must be started. 

The interrelationships of cause and effect between 
elevated blood glucose and elevated blood pressure are 
not clear. In the Tecumseh studies, 7 patients with hy¬ 
pertension (as well as those with other forms of cardi¬ 
ovascular disease) had a higher prevalence of glucose 
intolerance than did the normal population. Although 
the prevalence of hypertension increases with age and 
diabetes at a faster rate than in the normal population, 
hypertension frequently precedes the diagnosis in Type 
II diabetes, and it is difficult, therefore, to invoke glu¬ 
cose intolerance as the cause of the hypertension. On 
the contrary, insulin resistance has been described in 


Table 1. Prevalence of Hypertension Among 
Persons With and Without Diabetes Mellitus and 
Relative Risk of Hypertension by Age, United 
States, 1980 


Age 

With DM 
(percent) 

Without 

DM 

(percent) 

Relative 

Risk 

(percent) 

20-44 

28.6 

7.6 

3.8 

45-64 

47.3 

21.5 

2.2 

65+ 

52.6 

31.9 

1.6 


Source: Maryland Center for Health Statistics, Maryland Department 
of Health and Mental Hygiene, 1985. 
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Table 2. Correctable Forms of Hypertension 


Condition 
Cushing’s syndrome 

Primary hyperaldosteronism 


Pheochromocytoma 


Unilateral renal disease 


Coarctation of the aorta 


Clues to Condition 

Characteristic appearance, hyperglycemia, 
osteoporosis, hyperadrenalcortism 

Recurrent tetany, weakness, low serum 
potassium, alkaline urine, nonsuppres¬ 
sive aldosterone secretion, and low 
PRA 

Palpitation, intermittent HBP, headache, 
hyperglycemia, increased urine cate¬ 
cholamines 

Hypertension under age 30, abrupt rise in 
BP, increase in PRA, discrepancy in 
kidney size, renal artery stenosis 

Significant differences in blood pressures 
between arms or arms and legs, charac¬ 
teristic radiologic evidence 


patients with hypertension independent of either obe¬ 
sity or glucose intolerance. 8 

Because there has been little evidence for high levels 
of plasma renin activity (PRA) in patients with diabetes 
and hypertension, it has been generally assumed there 
is little reason to implicate the renin-angiotensin-al- 
dosterone reaction in the so-called essential hyperten¬ 
sion of diabetes. 9 Recent publications summarized by 
Ritz and co-workers 6 indicate that elevated levels of 
angiotensin II may occur in association with hyporeni- 
nemia possibly due to increased converting enzyme in 
diabetic patients. Mechanisms involving an altered ex¬ 
tracellular volume as well as sodium retention in insu¬ 
lin-treated patients also could explain the increased 
prevalence of hypertension in the diabetic population. 10 

Stepped Cure 

The final report of the Working Group on Health 
Education and Hypertensive Control 11 carefully de¬ 
scribes the stepped-care approach to the treatment of 
hypertension in diabetic patients. This comprehensive 
program gives excellent general direction, but some 
perspective to the relative significance of the compli¬ 
cations encountered in the use of hypertensive drugs in 
the diabetic patient and a working model of specific 
recommendations may be useful as a starting point for 
more individualized treatment. 

Treatment of the diabetic patient with hypertension 
requires not only a thorough knowledge of the hypoten¬ 
sive drugs but also their effects on carbohydrate and 
lipid metabolism as well as their confounding effects on 
the other diabetes-related complications. For example, 
it is well known that beta blockers decrease cardiac 
contractility and reduce cardiac output, but it is not 
always recognized that cardiac failure is more likely to 


occur with the use of these drugs in diabetic patients 
because of underlying cardiac myopathy. A comprehen¬ 
sive review of common complications of these drugs has 
been published recently. 12 Since it is impossible to 
instruct patients in all possible complications, it should 
be emphasized that medications be used only as directed 
and that the physician be notified of any problems that 
may arise. Since the effects of these drugs on blood 
pressure may vary throughout the day, it is also wise 
(whenever possible and feasible) to instruct patients in 
self-monitoring of blood pressure and to review these 
records at the follow-up appointment. 

Use of Hypotensive Medications 

The expense of drug therapy must be considered in 
the treatment plan for each individual. Cost can be a 
deterrent to compliance; without compliance therapy 
will fail. Shulman et al. 13 documented that, among 
moderate to severe hypertensive patients on medication 
whose blood pressure is not controlled, a larger per¬ 
centage reported economic barriers to getting medical 
care and getting prescriptions refilled than did their 
counterparts with mild or controlled hypertension. 

A basic principle to be considered is that treatment 
should be started in patients with diabetes at somewhat 
lower diastolic blood pressures than may be generally 
practiced in the population at large. Treatment should 
begin with diastolic blood pressures of 90 mm Hg. A 
logical starting place in such patients is the use of a 
thiazide diuretic with appropriate precautions against 
hypokalemia and orthostatic hypotension, especially in 
patients over 60. This is followed by a beta blocker or 
other adrenergic inhibitory agent and, if necessary for 
further control, a vasodilator drug. This drug regimen 
is relatively inexpensive, effective, and easily con- 
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trolled, but despite this, it is prudent to address the 
common concerns in the use of these medications. 

Use of diuretic drugs as the first step in blood pres¬ 
sure control merits comment. Deterioration of blood 
glucose control is never a problem in insulin-treatment 
patients since effective control of blood glucose can be 
maintained by insulin increase. Elevations of serum 
cholesterol as a result of drug intervention may require 
both a change of medication and/or a review of choles¬ 
terol intake. Hypokalemia usually is prevented by early 
addition of potassium, which is discontinued if not 
needed. Loop diuretics are preferred in patients with 
azotemia, and both potassium or potassium-sparing 
drugs must be used with caution. In general impotence 
is of less concern to the patient and the physician than 
is hypertensive control, but a search should be made 
for effective medications that cause the least difficulty. 

If control is not adequate, some form of sympathetic 
inhibition is generally added as a second step. Ortho¬ 
static problems created by diuresis and reduction of 
blood volume may be increased by the effect of sympa¬ 
thetic inhibition on the autonomic neuropathy com¬ 
monly found in diabetic patients. Reserpine is less 
expensive than many other drugs and can be very 
effective in relatively small doses. Generic beta blockers 
should be proved inadequate before prescribing the 
newer, more expensive variations. As noted, evidence 
of decreased myocardial contractility may require full 
digitialization as a necessary precaution to use of beta 
blockers. Reliance on cardioselective beta blockers does 
not obviate these precautions. Hypoglycemic unrespon¬ 
siveness in patients receiving beta blockers often is 
cited as a contraindication for their use, but all patients 
on hypoglycemic agents should be taught home glucose 
monitoring so that day-to-day problems of glucose con¬ 
trol can be recognized and prevented. 

Vasodilation is an effective third step in blood pres¬ 
sure control when needed. For this purpose, hydralazine 
is an effective and less expensive vasodilator than newer 
medication. When vasodilator drugs are used as the 
third step in therapy (after diuretics and beta blockers 
have been given in optimal doses), they are less likely 
to aggravate coronary artery disease than when used as 
the starting drug. Angiotensin converting enzyme 
(ACE) inhibitors and calcium channel blockers have 
some theoretical advantages over thiazides and beta 
blockers as First-line drugs in mild hypertension, but 
careful monitoring of these drugs is important. One 
must become thoroughly familiar with their common 
side effects. 

With moderate hypertension and diastolic pressures 
at 110 ± 5 mm Hg, an ACE inhibitor often can be more 
effective than the adrenergic inhibitory drugs. Since 
these two agents are likely to be synergistic in their 


effects, it is common practice to substitute the one for 
the other as step two. Prazosin or minoxidil as effective 
vasodilators can be substituted for hydralazine, if nec¬ 
essary. 

Most patients with diastolic pressures of 115 mm Hg 
or higher and all patients with malignant hypertension, 
need hospitalization. Observations under carefully con¬ 
trolled conditions as drugs are shifted to develop the 
optimal regimen make this mandatory. While it is rec¬ 
ognized that drugs and dosage established in hospitali¬ 
zation may not be totally applicable after discharge, the 
safety to the patient, the time saved achieving control, 
and the opportunity for behavioral indoctrination give 
a therapeutic advantage that cannot be successfully 
disputed except by the most penurious of the health 
cost regulators. 

Present guidelines recommend that isolated systolic 
pressures >160 mm Hg be treated in patients at least 
to age 65. The more exaggerated effects of volume 
depletion in older patients frequently result in serious 
postural hypotension. In such patients the theoretical 
but unproved future benefits of therapy need to be 
carefully weighed against the possible disadvantages. 

Treatment of patients with hypertension in associa¬ 
tion with renal disease require special consideration. 
Renal failure is likely to be accelerated in diabetic 
patients with proteinuria in the presence of hyperten¬ 
sion. 4 New information concerning the role of angioten¬ 
sin II in the cause of hypertension in diabetes despite 
low plasma renin activity has increased interest in the 
use of ACE inhibitors in these patients. 

These drugs have been shown not only to effectively 
reduce systemic hypertension but also to rapidly reduce 
proteinuria. 14 This is consistent with the hypothesis 
that this effect is brought about by the decrease in 
intraglomerular capillary pressures and with the clinical 
observations on the importance of aggressive treatment 
of hypertension in diabetic patients. 4 

Supine hypertension with orthostatic hypotension is 
perhaps the ultimate test of therapeutic ingenuity. Gen¬ 
erally, therapy is directed toward stabilizing blood vol¬ 
ume in order to combat hypotension when standing and 
toward using gravity during the hours of rest to mini¬ 
mize the rise of pressures in the horizontal position. 
Use of sodium-retaining hormone (fluorinef) and thigh- 
high elastic hose during the day along with short-term 
vasodilators and elevating the head of the bed at night 
are the working components of the most successful 
combination of therapies for this difficult problem. 

Conclusion 

Treatment of hypertension in the diabetic must be 
undertaken with the conviction that one has begun a 
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course of action that is more likely to prolong useful 
life (at this stage of the diabetic’s disease) than is effort 
expended solely on metabolic control. Combined con¬ 
trol of glucose levels and blood pressure involves de¬ 
tailed instructions and compliance, home monitoring, 
and careful selection among available drugs for the 
optimal therapeutic combinations. Nowhere in medi¬ 
cine is the physician more dependent on the support of 
a health care team than in the control of the compli¬ 
cated diabetic patient. The ultimate reward is a program 
of successful therapy. 
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New technologies have advanced diabetic care far beyond the casual urine tests that 
were state-of-the-art a few years ago. With home glucose monitoring, patients quickly 
learn to bring blood glucose and glycosulated hemoglobin determinations to nearly 
normal levels. 


The time-consuming burden of patient training can now be shifted from the office 
of the busy physician to a health care team, including a certified diabetes nurse 
educator, registered dietitian, diabetes counselor and support staff under physician 
supervision. The patient returns fully trained and ready to integrate their interest in 
avoiding complications through better control with that of the referring physician. This 
allows the physician more time supervising the patient’s total care. 


Now approaching the third year of operation, this program at the International 
Diabetes Center of Maryland is helping the physician help the patients help themselves. 

Through our diabetes specialists, individuals may be referred for consultations 
with physicians specializing in other medical concerns related to diabetes, including 
renal, neurology, urology, ophthalmology, cardiology and diabetes in pregnancy. 

Additional services include: 


• Two day course, "Learning to Live Well 
with Diabetes.” 

• Ambulatory insulin program. 

• Self blood glucose monitoring 
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• Nursing consultation. 

• Nutrition consultation- 
hypercholesterolemia, hyperlipidemia. 


• Diabetes and hypertension 
management. 

• Counseling services—family or 
personal adjustment to chronic illness. 

• Stress management. 

• Pregnancy—pre-pregnancy, 
gestational diabetes. 

• Weight loss program. 


For additional information or to have patients schedule a needs assessment 
without charge, call 828-DAWN (828-3296). 
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Improving Adherence to Treatment Regimens 

DONALD 0. FEDDER PharmBS, DrPH 

Physicians can help patients improve adherence to prescribed regimens by identi¬ 
fying their individual needs for information and by offering support and reinforcement 
at office visits. 


Death rates for stroke and coronary heart disease 
have been declining for most of the last half of this 
century and have declined more steeply since 1972, the 
date marking the beginning of national efforts to con¬ 
trol blood pressure. Compared to 1972 data, stroke 
deaths were down by about 50 percent and coronary 
heart deaths by almost 35 percent by 1985. 1 

Certainly these are encouraging statistics. Blood 
pressure control is recognized as having made a major 
contribution to these trends. However, many hyperten¬ 
sives do not stay on therapy; those who do stay on 
therapy, do not necessarily control their blood pressure. 
Patients’ poor adherence has been widely identified as 
a major problem in the control of hypertension. About 
half of all treated hypertensive patients discontinue 
their therapy within one year. The proportion of pa¬ 
tients who adhere to therapy over the years and succeed 
in reaching and maintaining goal blood pressure contin¬ 
ues to lag behind rates for awareness, detection, and 
initiation of therapy. The common perception that re¬ 
markable progress in decreasing premature death and 
disability from cardiovascular disease (CVD) could be 
achieved if only patients would comply with their ther¬ 
apy regimen belies the great complexity involved. 

The Patient-Practitioner Behavioral Model illus¬ 
trates the complexities in even the most simple of 
chronic therapy regimens, one-tablet-a-day therapy 
(Figure). 2 In the example, a patient initiates a physician 
visit. The physician examines the patient, prescribes 30 
tablets of a drug to be taken once daily, authorizes one 
refill, and instructs the patient to return in 60 days for 
reevaluation. The patient must accept the prescription, 
take it to a pharmacy to be filled, take a tablet each 
day, and have the prescription refilled in a timely 
manner so that he/she will continue to take the tablets 
for an additional 30 days (until the next appointment). 
The patient then must make the appointment and keep 
it. If all goes well, there are 65 separate tasks that the 
patient must perform during the long period (60 days) 
between doctor visits. One cannot assume that all these 
tasks will be performed. 

Studies have shown that as many as 30 percent of 
prescriptions written are not filled by patients. Scrutiny 
of pharmacy “will-call” bins reveals many prescriptions 


Dr. Fedder is Associate Professor, Department of Pharmacy Prac¬ 
tice and Administrative Science, University of Maryland School of 
Pharmacy; Research Associate Professor, Department of Epidemiol¬ 
ogy and Preventive Medicine, University of Maryland School of 
Medicine; and Chairman, Maryland Commission on High Blood 
Pressure and Related Cardiovascular Risk Factors. 


that were not picked up by even well-intentioned pa¬ 
tients. There is also evidence that most refillable pre¬ 
scriptions are not refilled. An unpublished survey of 
118,000 prescriptions in five pharmacies found that 79 
percent of the refillable prescriptions had not been 
refilled. Although this is a “quick-and-dirty” retrospec¬ 
tive review of computer records, it is consistent with 
anecdotal reports and provides a strong indication that 
patients do not necessarily have their prescriptions 
refilled even when authorized; those who do, fail to have 
their prescriptions refilled on time. 

Making and keeping appointments with busy practi¬ 
tioners can present problems for many patients. Even 
the simplest chronic-care regimen can be difficult for 
some patients. The “burden” of therapy adherence is 
borne primarily by the patient during those relatively 
long unsupervised periods between physician visits. 
Providers need to be more sensitive to patients’ needs 
and implement strategies and systems to help their 
patients with the problem of adherence. 

Overview of Related Research 

To understand how to get patients to follow their 
doctor’s advice, the National Heart, Lung, and Blood 
Institute (NHLBI) sponsored clinical trials that dem¬ 
onstrated the benefits of planned health education pro¬ 
grams for hypertension control. If applied to today’s 
office practice, these health education strategies could 
improve patient adherence and long-term blood pres¬ 
sure control, thus reducing stroke mortality even fur¬ 
ther. 

Research studies and clinical experience provide 
compelling evidence that hypertensive patients improve 
both their adherence to prescribed regimens and to 


Figure. Patient-Practitioner Behavioral Model 
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their continuity of care when practitioners identify 
specific needs for information as well as support and 
reinforce patients’ progress at every visit. Consider the 
following: 

• An educational program of 400 ambulatory patients 
at a major teaching hospital compared the difference in 
HBP control rates between those patients who did and 
those patients who did not receive educational interven¬ 
tions. Rates for blood pressure control among patients 
who received a combination of educational interven¬ 
tions increased by 29 percent, while control rates among 
those who received no educational interventions re¬ 
mained unchanged. Although the program included a 
15-minute individualized counseling session in which 
the practitioner clarified and emphasized the regimen, 
a shorter, well-targeted intervention certainly could be 
substituted. The program also involved instructional 
reinforcement with an adult with whom the patient had 
the most frequent contact. 3 

• In a 5-year follow-up study, Moriskey et al. showed 
that 53 percent of patients who received a combination 
of family support and an exit interview reinforcing the 
need for BP control reported adherence to the pre¬ 
scribed drug regimen, compared to 40 percent adherence 
among patients who received no such intervention. This 
increase correlated with a significant increase (65 per¬ 
cent) in blood pressure control over the 5-year period. 
Moreover, this type of planned patient education se¬ 
quence can result in increased patient satisfaction, 
agreement between patient and physician, and reduc¬ 
tion in morbidity and mortality due to hypertension. 4 

• Studies of patient adherence indicate that the 
treatment of a chronic disease such as HBP must 
consider the individual’s beliefs and understanding of 
the disease and its treatment. Misconceptions and lack 
of understanding of recommended behavior changes 
have been found to interfere with adherence. Correcting 
these misconceptions is critical to improving adherence 
to therapy. 5 

• Attention to patient convenience has been found to 
improve patient adherence. Willingness to accommo¬ 
date the patient’s life-style by adjusting the prescribed 
regimen is important to continued cooperation with 
treatment. 6 

• Several studies have demonstrated that the amount 
of social support a patient receives is strongly correlated 
with adherence to treatment. Mobilizing the social sup¬ 
port of the patient is identified as contributing to high 
or adequate adherence with treatment recommenda¬ 
tions. 7,8 

• Results of individual studies and comprehensive 
reviews of the literature on patient education reveal 
that the use of a combination of strategies is likely to 


achieve the greatest improvement in adherence to ther¬ 
apy in blood pressure outcome among treated pa¬ 
tients. 9,10 

The National Heart, Lung and Blood Institute re¬ 
cently published The Physician’s Guide: Improving Ad¬ 
herence Among Hypertensive Patients, developed by the 
Working Group on Health Education and High Blood 
Pressure.* 11 The Working Group, clinicians and re¬ 
searchers with expertise in the treatment and control 
of HBP, was charged with “delineating state-of-the-art 
patient educational practices necessary for long term 
control of HBP.” 

The group recognized that some patient decisions 
and actions resulting in nonadherence are beyond the 
physician’s control, but he or she can take important 
steps to increase the likelihood that patients will follow 
the recommended therapy for hypertension. The Guide 
is designed to help practitioners manage the problem 
of inadequate adherence to treatment and follow-up 
that affects the majority of treated hypertensives; its 
suggestions are equally applicable to control of other 
chronic diseases. The approach emphasizes actions and 
systems under the control of the physician that have 
been shown to increase the proportion of patients who 
achieve and maintain goal blood pressure. It is based 
on the influence the physician has over factors such as: 

• the information the physician gives to patients: 
its content, completeness, and relevance to the 
individual 

• the quality of physician interactions with pa¬ 
tients and the manner in which problems that 
interfere with compliance are managed 

• office procedures that reinforce appropriate pa¬ 
tient behaviors 

Research studies and clinical experience indicate that 
certain methods are more helpful than others in in¬ 
creasing adherence to prescribed regimens and promot¬ 
ing continuity of care. As a result, the Guide recom¬ 
mends the use of three basic strategies to increase 
adherence. 

1. Correct patients ’ misconceptions about the regimen. 
Correct inaccuracies, add factual information about 
hypertension, clarify the rationale for the specific 
changes requested, and emphasize the goal and duration 
of treatment. The purpose is to eliminate misinforma¬ 
tion that patients might use as a basis for self-adjusting 
the regimen or dropping out of treatment. 

2. Adjust the intervention to patients’ life-styles. Ex¬ 
press willingness to modify drug dosages or frequency 


‘David M. Levine MD, vice-chairman of the Commission, was chair¬ 
man of the Working Group at the NHLBI. 
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or to change medication and solve other practical prob¬ 
lems that make the regimen incompatible with patients’ 
daily routine, home life, work schedule, or tolerance of 
side effects. 


tunities for Smoking Intervention are available at no 
cost from: National HBP Education Program, 120/80 
National Institutes of Health, Bethesda, MD 20892. 


3. Enhance support from family members. Identify 
and involve one influential person (preferably someone 
living with the patient) who can provide encourage¬ 
ment, help support behavior changes, and, if necessary, 
remind the patient about specifics of the regimen. 

These strategies are the basis for achieving five of 
the most frequent behavior changes required of hyper¬ 
tensive patients: taking medication daily, achieving and 
maintaining desirable weight, reducing dietary sodium, 
increasing exercise, and moderating alcohol consump¬ 
tion. (The Guide does not deal with a sixth behavior, 
smoking cessation; the National High Blood Pressure 
Education Program (NHBPEP) has published Clinical 
Opportunities for Smoking Intervention: A Guide for the 
Busy Physician. 

The Physician’s Guide to Improving Adherence sug¬ 
gests ways to incorporate these strategies into ongoing 
patient education activities. It offers ways to prevent 
initial adherence problems by showing how to identify 
and clarify common misunderstandings and concerns 
that interfere with therapy. It suggests ways to identify 
common barriers to adherence and shows how to tailor 
interventions accordingly. It also presents alternate 
solutions for adherence problems that continue despite 
use of the basis strategies. In addition, the guide sug¬ 
gests administrative procedures to institute within the 
medical practice to enhance adherence. Included in 
appendices are a resource listing for patient education 
materials, guidance for interpreting nutrition labels, 
and a sample medication calendar. 

Copies of The Physician’s Guide: Improving Adher¬ 
ence Among Hypertensive Patients and Clinical Oppor¬ 
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If arthritis 
isn’t so serious, 
why is it costing 
America over 
14 billion dollars 
ayear? 


One in seven Americans has arthri¬ 
tis. And it often strikes them in 
their peak earning years. 

Every day, thousands of wage- 
earners are forced to leave their 
jobs. They can no longer cope with the pain and crippling 
of arthritis. 

And that costs. 

It costs in medical and disability payments, lost wages, 
lost taxes and lost time in the work place. Over twenty- 
seven million working days are lost each year because of it 

The Arthritis Foundation is the only voluntary health orga¬ 
nization fighting arthritis on every front. Ws sponsor research, 
self-help programs, and professional and public education. 

But we can’t do it alone. 

Support the Arthritis Foundation. Contact your local chap¬ 
ter or write: Arthritis Foundation, Department A, P.O. Box 
19000, Atlanta, Georgia 30326. 
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.. .like the more than one million patients who have 
received INDERAL? LA. 
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In a recent survey, 4,120 participating physicians gave 
us their views 1 on INDERAL LA in the treatment of 
hypertension, angina and migraine. 

inderal la is their preferred 
beta blocker 

.. .of the nearly three out of four physicians responding 
to the questionnaire, an impressive 97% rated INDERAL 
LA good to excellent for overall performance. Virtually all 
cited efficacy, tolerability, long-term cardiovascular pro¬ 
tection and once-daily convenience as important factors 
in their choosing to prescribe INDERAL LA. 

inderal la promotes patient 
compliance 

.. .Virtually every responding physician rated patient sat¬ 
isfaction with INDERAL LA to be as good as, or better 
than, other beta blockers. 


Like conventional INDERAL Tablets, INDERAL LA should not be used in the presence 
of congestive heart failure, sinus bradycardia, cardiogenic shock, heart block 
greater than first degree and bronchial asthma. 


ONCE-DAILY 


Inderal LA 


LONG ACTING 
CAPSULES 
60,80,120,160 mg 


(PROPRANOLOL HCI) 

The one you know best 
keeps looking better 


Please see next page for brief summary of prescribing information. 
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BRIEF SUMMARY (FOR FULL PRESCRIBING INFORMATION, SEE PACKAGE CIRCULAR.) 


INDERAL" LA brand of propranolol hydrochloride (Long Acting Capsules) 

DESCRIPTION. INDERAL LA is formulated to provide a sustained release of propranolol hydro¬ 
chloride. INDERAL LA is available as 60 mg, 80 mg, 120 mg, and 160 mg capsules. 

CLINICAL PHARMACOLOGY. INDERAL is a nonselective, beta-adrenergic receptor-blocking 
agent possessing no other autonomic nervous system activity. It specifically competes with beta-ad¬ 
renergic receptor-stimulating agents for available receptor sites. When access to beta-receptor sites 
is blocked by INDERAL, the chronotropic, inotropic, and vasodilator responses to beta- 
adrenergic stimulation are decreased proportionately. 

INDERAL LA Capsules (60, 80, 120, and 160 mg) release propranolol HCI at a controlled and 
predictable rate. Peak blood levels following dosing with INDERAL LA occur at about 6 hours and the 
apparent plasma half-life is about 10 hours. When measured at steady state over a 24-hour period the 
areas under the propranolol plasma concentration-time curve (AUCs) for the capsules are approxi¬ 
mately 60% to 65% of the AUCs for a comparable divided daily dose of INDERAL Tablets. The lower 
AUCs for the capsules are due to greater hepatic metabolism of propranolol, resulting from the slower 
rate of absorption of propranolol. Over a twenty-four (24) hour period, blood levels are fairly constant 
for about twelve ( 12 ) hours then decline exponentially. 

INDERAL LA should not be considered a simple mg-for-mg substitute for conventional propranolol 
and the blood levels achieved do not match (are lower than) those of two to four times daily dosing 
with the same dose. When changing to INDERAL LA from conventional propranolol, a possible need 
for retitration upwards should be considered especially to maintain effectiveness at the end of the 
dosing interval. In most clinical settings, however, such as hypertension or angina where there is little 
correlation between plasma levels and clinical effect, INDERAL LA has been therapeutically equiva¬ 
lent to the same mg dose of conventional INDERAL as assessed by 24-hour effects on blood pressure 
and on 24-hour exercise responses of heart rate, systolic pressure, and rate pressure product. 
INDERAL LA can provide effective beta blockade for a 24-hour period. 

INDICATIONS AND USAGE. Hypertension: INDERAL LA is indicated in the management of 
hypertension; it may be used alone or used in combination with other antihypertensive agents, 
particularly a thiazide diuretic. INDERAL LA is not indicated in the management of hypertensive 
emergencies. 

Angina Pectoris Due to Coronary Atherosclerosis: INDERAL LA is indicated for the 
long-term management of patients with angina pectoris. 

Migraine: INDERAL LA is indicated for the prophylaxis of common migraine headache. The 
efficacy of propranolol in the treatment of a migraine attack that has started has not been established 
and propranolol is not indicated for such use. 

Hypertrophic Subaortic Stenosis: INDERAL LA is useful in the management of hypertrophic 
subaortic stenosis, especially for treatment of exertional or other stress-induced angina, palpitations, 
and syncope. INDERAL LA also improves exercise performance. The effectiveness of propranolol 
hydrochloride in this disease appears to be due to a reduction of the elevated outflow pressure 
gradient which is exacerbated by beta-receptor stimulation. Clinical improvement may be temporary. 

CONTRAINDICATIONS. INDERAL is contraindicated in 1) cardiogenic shock; 2) sinus bradycar¬ 
dia and greater than first-degree block; 3) bronchial asthma; 4) congestive heart failure (see WARN¬ 
INGS) unless the failure is secondary to a tachyarrhythmia treatable with INDERAL. 

WARNINGS. CARDIAC FAILURE: Sympathetic stimulation may be a vital component supporting 
circulatory function in patients with congestive heart failure, and its inhibition by beta blockade may 
precipitate more severe failure. Although beta blockers should be avoided in overt congestive heart 
failure, if necessary, they can be used with close follow-up in patients with a history of failure who are 
well compensated and are receiving digitalis and diuretics. Beta-adrenergic blocking agents do not 
abolish the inotropic action of digitalis on heart muscle. 

IN PATIENTS WITHOUT A HISTORY OF HEART FAILURE, continued use of beta blockers can, in 
some cases, lead to cardiac failure. Therefore, at the first sign or symptom of heart failure, the patient 
should be digitalized and/or treated with diuretics, and the response observed closely, or INDERAL 
should be discontinued (gradually, if possible). 


IN PATIENTS WITH ANGINA PECTORIS, there have been reports of exacerbation of angina and, 
in some cases, myocardial infarction, following abrupt discontinuance of INDERAL therapy. 
Therefore, when discontinuance of INDERAL is planned, the dosage should be gradually re¬ 
duced over at least a few weeks, and the patient should be cautioned against interruption or 
cessation of therapy without the physician's advice. If INDERAL therapy is interrupted and 
exacerbation of angina occurs, it usually is advisable to reinstitute INDERAL therapy and take 
other measures appropriate for the management of unstable angina pectoris. Since coronary 
artery disease may be unrecognized, it may be prudent to follow the above advice in patients 
considered at risk of having occult atherosclerotic heart disease who are given propranolol for 
other indications. 


Nonallergic Bronchospasm (eg, chronic bronchitis, emphysema)— PATIENTS WITH 
BRONCHOSPASTIC DISEASES SHOULD IN GENERAL NOT RECEIVE BETA BLOCKERS. INDERAL 
should be administered with caution since it may block bronchodilation produced by endogenous 
and exogenous catecholamine stimulation of beta receptors. 

MAJOR SURGERY: The necessity or desirability of withdrawal of beta-blocking therapy prior to 
major surgery is controversial. It should be noted, however, that the impaired ability of the heart to 
respond to reflex adrenergic stimuli may augment the risks of general anesthesia and surgical 
procedures. 

INDERAL (propranolol HCI), like other beta blockers, is a competitive inhibitor of beta-receptor 
agonists and its effects can be reversed by administration of such agents, eg, dobutamine or isopro¬ 
terenol. However, such patients may be subject to protracted severe hypotension. Difficulty in start¬ 
ing and maintaining the heartbeat has also been reported with beta blockers. 

DIABETES AND HYPOGLYCEMIA: Beta blockers should be used with caution in diabetic patients if 
a beta-blocking agent is required. Beta blockers may mask tachycardia occurring with hypoglycemia, 
but other manifestations such as dizziness and sweating may not be significantly affected. Following 
insulin-induced hypoglycemia, propranolol may cause a delay in the recovery of blood glucose to 
normal levels. 


THYROTOXICOSIS: Beta blockade may mask certain clinical signs of hyperthyroidism. Therefore, 
abrupt withdrawal of propranolol may be followed by an exacerbation of symptoms of hyperthyroid¬ 
ism, including thyroid storm. Propranolol may change thyroid function tests, increasing T 4 and 
reverse T 3 , and decreasing T 3 . 

IN PATIENTS WITH WOLFF-PARKINSON-WHITE SYNDROME, several cases have been reported in 
which, after propranolol, the tachycardia was replaced by a severe bradycardia requiring a demand 
pacemaker. In one case this resulted after an initial dose of 5 mg propranolol. 

PRECAUTIONS. GENERAL: Propranolol should be used with caution in patients with impaired 
hepatic or renal function. INDERAL (propranolol HCI) is not indicated for the treatment of hyperten¬ 
sive emergencies. 

Beta-adrenoreceptor blockade can cause reduction of intraocular pressure. Patients should be told 
that INDERAL may interfere with the glaucoma screening test. Withdrawal may lead to a return of 
increased intraocular pressure. 

CLINICAL LABORATORY TESTS: Elevated blood urea levels in patients with severe heart disease, 
elevated serum transaminase, alkaline phosphatase, lactate dehydrogenase. 

DRUG INTERACTIONS: Patients receiving catecholamine-depleting drugs such as reser- 
pine should be closely observed if INDERAL (propranolol HCI) is administered. The added 
catecholamine-blocking action may produce an excessive reduction of resting sympathetic 
nervous activity which may result in hypotension, marked bradycardia, vertigo, syncopal attacks, 
or orthostatic hypotension. 

Caution should be exercised when patients receiving a beta blocker are administered a calcium- 
channel-blocking drug, especially intravenous verapamil, for both agents may depress myocardial 
contractility or atrioventricular conduction. On rare occasions, the concomitant intravenous use of a 
beta blocker and verapamil has resulted in serious adverse reactions, especially in patients with 
severe cardiomyopathy, congestive heart failure, or recent myocardial infarction. 

Aluminum hydroxide gel greatly reduces intestinal absorption of propranolol. 

Ethanol slows the rate of absorption of propranolol. 

Phenytoin, phenobarbitone, and rifampin accelerate propranolol clearance. 

Chlorpromazine, when used concomitantly with propranolol, results in increased plasma levels of 
both drugs. 

Antipyrine and lidocaine have reduced clearance when used concomitantly with propranolol. 

Thyroxine may result in a lower than expected T 3 concentration when used concomitantly with 
propranolol. 

Cimetidine decreases the hepatic metabolism of propranolol, delaying elimination and increasing 
blood levels. 

Theophylline clearance is reduced when used concomitantly with propranolol. 

CARCINOGENESIS, MUTAGENESIS, IMPAIRMENT OF FERTILITY: Long-term studies in animals 
have been conducted to evaluate toxic effects and carcinogenic potential. In 18-month studies in both 
rats and mice, employing doses up to 150 mg/kg/day, there was no evidence of significant drug-in¬ 
duced toxicity. There were no drug-related tumorigenic effects at any of the dosage levels. Reproduc¬ 
tive studies in animals did not show any impairment of fertility that was attributable to the drug. 

PREGNANCY: Pregnancy Category C. INDERAL has been shown to be embryotoxic in animal 
studies at doses about 10 times greater than the maximum recommended human dose. 

There are no adequate and well-controlled studies in pregnant women. INDERAL should be used 
during pregnancy only if the potential benefit justifies the potential risk to the fetus. 

NURSING MOTHERS: INDERAL is excreted in human milk. Caution should be exercised when 
INDERAL is administered to a nursing woman. 

PEDIATRIC USE: Safety and effectiveness in children have not been established. 

ADVERSE REACTIONS. Most adverse effects have been mild and transient and have rarely 
required the withdrawal of therapy. 

Cardiovascular: Bradycardia; congestive heart failure; intensification of AV block; hypotension; 
paresthesia of hands; thrombocytopenic purpura; arterial insufficiency, usually of the Raynaud type. 

Central Nervous System: Light-headedness; mental depression manifested by insomnia, lassitude, 
weakness, fatigue; reversible mental depression progressing to catatonia; visual disturbances; hallu¬ 
cinations; vivid dreams; an acute reversible syndrome characterized by disorientation for time and 
place, short-term memory loss, emotional lability, slightly clouded sensorium, and decreased perfor¬ 
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appears to be 160 mg once daily. In angina pectoris, the value and safety of dosage exceeding 320 mg 
per day have not been established. 

If treatment is to be discontinued, reduce dosage gradually over a period of a few weeks (see 
WARNINGS). 

MIGRAINE— Dosage must be individualized. The initial oral dose is 80 mg INDERAL LA once daily. 
The usual effective dose range is 160-240 mg once daily. The dosage may be increased gradually to 
achieve optimal migraine prophylaxis. If a satisfactory response is not obtained within four to six 
weeks after reaching the maximal dose, INDERAL LA therapy should be discontinued. It may be 
advisable to withdraw the drug gradually over a period of several weeks. 

HYPERTROPHIC SUBAORTIC STENOSIS - 80-160 mg INDERAL LA once daily. 

PEDIATRIC DOSAGE—At this time the data on the use of the drug in this age group are too limited to 
permit adequate directions for use. 

*The appearance of these capsules is a registered trademark of Ayerst Laboratories. 


Reference: 

1. Data on file, Ayerst Laboratories. 


D7295/188 


WYETH 

AYERST 


w 

PHILADELPHIA, PA 19101 


© 1988, Wyeth-Ayerst Laboratories. 












Role of Hypertension in Diabetic Renal Disease 

W. GORDON WALKER MD, JUDITH HERMANN, TIMOTHY CODD, 
and R. PATTERSON RUSSELL MD 

A preliminary analysis of data from a longitudinal study of the impact of hyperten¬ 
sion on renal function in diabetes mellitus reveals a significant association between 
presence of persistent systolic hypertension during treatment and more rapidly pro¬ 
gressing renal impairment. Preliminary observations during the first 24 months of 
follow-up suggest that hypertension is an important risk factor for accelerating 
diabetic renal damage in both insulin-dependent and noninsulin-dependent diabetes 
patients. 


Diabetes mellitus and hypertension are common 
chronic disorders that frequently coexist and often ex¬ 
ert a major effect on health care needs and clinical 
outcome in the afflicted individual. Over 2.5 million 
persons in the United States have coexistent hyperten¬ 
sion and diabetes mellitus; elevated blood pressure is 
more than twice as common in persons with diabetes 
mellitus as in those without. 1,2 However, the prevalence 
of hypertension varies significantly with the type and 
duration of diabetes mellitus, age, race, sex, and, in 
particular, the presence of diabetic nephropathy. 

Diabetic nephropathy, which occurs in more than one 
in every three persons with insulin-dependent diabetes 
mellitus (IDDM) and about one in five persons with 
noninsulin-dependent diabetes mellitus (NIDDM) after 
the duration of diabetes exceeds 15 years, is an impor¬ 
tant cause of high blood pressure. 1 3 The degree to 
which this hypertension of renal origin is commingled 
with essential hypertension (particularly in NIDDM) 
has not been determined. 

Diabetic nephropathy is a leading cause of end-stage 
renal disease currently accounting for about a quarter 
of new entrants into maintenance dialysis programs. In 
the 60 to 75 year age group it contributes approximately 
a third of new dialysis candidates. 3 Much attention has 
been focused on careful control of blood glucose as a 
means of reducing microangiopathic complications of 
diabetes. While reports of studies employing continuous 
insulin infusion have established that blood glucose can 
be controlled within a range that approximates the 
normal, beneficial effects of this control on microangio¬ 
pathic changes in the kidney and eye have been difficult 
and often impossible to demonstrate. 4 ' Most such stud¬ 
ies have focused on Type I or IDDM. Noninsulin- 
dependent diabetes mellitus has received much less 
attention even though the data (age at entry into di¬ 
alysis) on the National End-Stage Renal Disease pro¬ 
gram as reported by the Health Care Financing Admin¬ 
istration suggest that Type II (or NIDDM) may consti- 
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tute a majority of these patients entering dialysis. This 
inference is based on the average age at entry into 
dialysis, since the data on type of diabetics among 
dialysis subjects are incomplete in the end-stage renal 
disease data base. 3 A recent report from the University 
Group Diabetes Program indicates that careful control 
of blood sugar in this group is no more effective in 
preventing progressive renal damage than has been the 
case with IDDM. 8 

Although these failures to improve microangiopathic 
complications with careful glucose control may be only 
a reflection of treatment that is too late or represents 
introduction of effective control only after extensive 
microangiopathic damage is present, they nevertheless 
underscore the importance of evaluating all potential 
risk factors in the search of ways to reduce the morbid¬ 
ity and mortality attributable to diabetes mellitus. 

A Longitudinal Cohort Study 

The increased risk of cardiovascular morbidity and 
mortality exhibited by diabetics is well-recognized, and 
the greater prevalence of hypertension among diabetic 
subjects prompted the initiation of the present longi¬ 
tudinal study of a cohort of diabetic subjects. We pre¬ 
sent some preliminary findings from this cohort that 
have strong therapeutic implications with regard to 
management of hypertension in the diabetic subject. 

Methods 

One hundred thirty-one patients initially were en¬ 
rolled after referral for screening from an Ophthalmol¬ 
ogy Clinic. The ophthalmologist referred on the basis 
of the presence of early diabetic retinopathy and had 
no knowledge of the patient’s blood pressure or renal 
status at the time of referral. All patients with clinical 
renal involvement at the time of initial referral have 
been excluded from the present analysis. History and 
physical examination at entry were obtained on all 
subjects. They were then classified as IDDM (Type I) 
or NIDDM (Type II) according to currently accepted 
criteria. 9 Since withholding of any hypertensive therapy 
cannot be ethically justified because of the well-recog¬ 
nized risks associated with failure to treat hyperten¬ 
sion, 10 the study was designed as an observational one 
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and responsibility for treatment of hypertension (if 
present) and management of the patient’s diabetic care 
remains with the patient’s primary physician. 

Patients were seen at intervals of every six months 
for history, physical examination, medication inventory 
of regularly scheduled drugs, and standardized meas¬ 
urement of blood pressure in the supine, sitting, and 
erect positions together with indicated laboratory tests. 
The primary physician was informed of the objectives 
of the study and received the results of each semiannual 
visit. All followed their usual practices in management 
of the hypertension. Sequential data available for analy¬ 
sis included interval history and physical examinations, 
blood pressure measurements, plus measurements of 
serum creatinine and beta-2 microglobulin as indicators 
of renal function. Analytic methods employed were 
those previously published from the author’s labora¬ 
tory. 11-14 Changes in serum creatinine and beta-2 mi¬ 
croglobulin were used as indicators of change in renal 
function. 

The impact of elevated blood pressure was assessed 
by classifying treated patients according to the success 
or failure of treatment since collection of control data 
on untreated hypertensive diabetic subjects for the 
period of time represented by this preliminary report 
could not be ethically justified. In this classification of 
blood pressure we have modified slightly the recom¬ 
mendation of the Report of the Joint National Com¬ 
mittee for Detection, Evaluation and Treatment of 
HBP (III), which identifies a systolic blood pressure of 
139 mm Hg as the upper limit of normal. We have 
included values of <140 mm Hg as normotensive and 
>140 mm Hg as hypertensive to minimize distortion of 
our data due to digit preference. Patients diagnosed as 
hypertensive subjects at entry into the study have been 
classified for analytic purposes as adequately treated if 
the average of all supine blood pressures recorded dur¬ 
ing follow-up yielded a mean supine systolic pressure 
that was equal to or less than 140 mm Hg. They were 
classified as persistently hypertensive during follow-up 
when the systolic pressure so calculated exceeded 140 
mm Hg. Inadequately treated HBP was evaluated by 
comparison of changes in renal function between sub¬ 
jects with adequately controlled or normal blood pres¬ 
sure and diabetics with persistent hypertension despite 
treatment. 

The analysis reported here focuses on data collected 
during the first 24 months of follow-up and compares 
renal function and mortality in those individuals whose 
blood pressure was maintained at levels equal to or less 
than 140 mm Hg with diabetic subjects whose systolic 
blood pressure remained above 140 mm Hg despite 
therapy. 


Results 

Data were available for this analysis on 47 patients 
with insulin-dependent diabetes mellitus (IDDM) and 
84 patients with noninsulin-dependent diabetes melli¬ 
tus (NIDDM). The characteristics at entry did not 
differ between normotensive and hypertensive subjects 
in either insulin-dependent or noninsulin-dependent 
diabetic subjects (Table 1), and hence, the entire cohort 
was divided according to blood pressure. 

Because virtually all patients diagnosed as hyperten¬ 
sive by their physicians were on some form of anti¬ 
hypertensive medication, this longitudinal study does 
not permit comparison of untreated hypertensives with 
those under treatment (nor is it possible to justify such 
a study on ethical grounds since the efficacy of treat¬ 
ment is now well established). Accordingly we have 
compared the group with normal blood pressure (in¬ 
cluding those individuals who never had hypertension 
and individuals whose hypertension had been success¬ 
fully treated) with subjects whose blood pressure was 
persistently elevated. 

We compare here the first two years of follow-up. 
The characteristics at entry and the average values for 
fasting blood sugar and glycosylated hemoglobin are 
presented in Table 1, and the data are divided according 
to diabetes type and according to average systolic blood 
pressure during follow-up. Table 1 also contains the 
blood pressure recorded at entry for each of the groups. 
It is worth noting that none of the groups could be 
characterized as having diastolic hypertension at entry. 


Table 1. Patient Characteristics at Entry 


IDDM* NIDDM** 



Sys BP 

Sys BP 

Sys BP 

Sys BP 


<140 

>140 

<140 

>140 

n 

Data at entry 

31 

16 

31 

53 

Age (yrs) 

36 ± 2 

41 ±4 

55 ±2 

59 ± 1 

Weight (lbs) 
Duration diabetes 

149 ± 5 

156 ±8 

183 ±6 

175 ± 4 

(yrs) 

19 ± 1 

22 ± 2 

13 ± 1 

16 ± 1 

Sys BP (mm Hg) 

121 ± 2 

159 ± 4 

130 ± 1 

167 + 3 

Diast BP (mm Hg) 

71 ± 1 

85 ± 2 

73 ± 1 

85 ± 1 

Creatinine (mg/dl) 
Triglycerides 

93 ± .03 

1.1 ± .1 

1.0 ± .04 

1.1 ± .08 

(mg/dl) 

135 ± 28 

164 ± 24 

177 ± 30 

390 ±110 

Cholesterol (mg/dl) 
During follow up 
Average FBS 

206 ±6 

231 ± 10 

242 ± 9 

253 ±8 

(mg/dl) 

Glycosylated Hb 

214 ± 13 

250 ± 29 

199 ± 10 

208 ± 7 

(%) 

10 ± .6 

11.4 ± 1.4 

9.9 ± .8 

9.4 ± .9 


* Insulin-dependent diabetes mellitus 
** Noninsulin-dependent diabetes mellitus 
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Only the systolic blood pressures were above the limits 
specified by the Joint Committee on Detection and 
Treatment of Hypertension as the upper limit of normal 
for blood pressure. 

Numbers of subjects in each of the insulin-dependent 
and noninsulin-dependent subsets were not sufficiently 
large to support extensive statistical analyses of the 
two types separately at two years of follow-up. Signifi¬ 
cant differences between normotensives and hyperten¬ 
sives were identified for the attributes listed in Table 1 
including age at entry, duration of diabetes, serum 
creatinine at entry, weight at entry, cholesterol and 
tryglyceride at entry, and average fasting blood sugar 
and glycosylated hemoglobin during follow-up. Accord¬ 
ingly, data from the entire cohort were pooled, and 
hypertensive subjects compared with those whose blood 
pressures were persistently normal. When this compar¬ 
ison was made for change in renal function during 
follow-up as determined either by serum creatinine or 
by serum beta-2 microglobulins, the data shown in 
Figure 1 and Figure 2 were obtained. Both plasma 
creatinine and serum beta-2 microglobulins showed 
progressive increases during the initial two years of 
follow-up in the hypertensive group, but no significant 
tendency to increase was identified for the group whose 
blood pressure remained normal during follow-up (sys¬ 
tolic blood pressure <140 mm Hg). 

When sequential data on angiotensin II are examined 
for normotensive and hypertensive subsets, the hyper- 


SEQUENTIAL CREATININE DATA DURING FOLLOW-UP 


ENTIRE COHORT 


IDDM 



NIDDM 



Figure 1. Serum creatinine data (mean ± SEM) for first 24 months 
of follow-up. Graph on left presents data on entire cohort grouped 
according to average systolic blood pressure during follow-up. Com¬ 
parable data for insulin-dependent diabetic subjects only are present 
in the middle graph and for noninsulin-dependent diabetes mellitus 
in the right graph. The trend toward progressively increasing values 
for hypertensives is readily apparent, but no such changes are dem¬ 
onstrated for those subjects whose systolic blood pressure remained 
in the normal range during follow-up. Note that the mean value for 
serum creatinine at entry did not differ significantly from 1.0 mg/dl 
for any of the subsets. 


tensive patients exhibit a significantly higher level of 
angiotensin II (normotensive 7.6 ± 0.5 pg/ml, hyperten¬ 
sives 10.2 ± 0.8 pg/ml; p < .008). 15 Examination of the 
relationship between creatinine and beta-2 microglob¬ 
ulin as indices of renal function and other variables 
revealed the correlations presented in Table 2. Both 
blood pressure and the renin-angiotensin system ex¬ 
hibit significant correlations with the plasma creatinine 
and beta-2 microglobulin. This significant association 
between blood pressure and renal function in the dia¬ 
betic has important implications for treatment. 

When the characteristics of the behavior of blood 
pressure in the treated individuals are examined more 
closely, it appears that evidence of accelerated loss of 
renal function with concomitant hypertension is asso¬ 
ciated for the most part with persistence of only systolic 
hypertension. The cumulative frequency distributions 
for diastolic blood pressure in both normotensive and 
hypertensive subsets are shown in Figure 3. Although 


SEQUENTIAL SERUM /S-2 ^GLOBULIN DURING FOLLOW-UP 
ENTIRE COHORT IDDM NIDDM 




TIME (months) 

Figure 2. Sequential data on serum beta-2 microglobulin during 
first 24 months of follow-up. These measurements were obtained as 
an independent evaluation of renal function. These data show the 
same trends as do the creatinine values when data are pooled for the 
entire cohort and when noninsulin-dependent subjects are examined. 
There is not a clear difference between normotensive and hyperten¬ 
sive subsets for insulin-dependent subjects. 


Table 2. Correlations: Renal Function vs Renin 
Angiotensin System and Blood Pressure 


Serum creatinine vs beta-2 microglobulin 
Serum creatinine vs systolic BP 
Creatinine clearance vs systolic BP 
Beta-2 microglobulin vs systolic BP 
Beta-2 microglobulin vs angiotensin II 
Serum creatinine vs plasma renin act 
Systolic BP vs angiotensin II 


r/p 

+.78/C.001 

+.30/<.001 

+.37/<.005 

+.23/C.001 

+.24/<.001 

+.10/<05 

+.123/C.001 
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there is a clear and consistent difference in diastolic 
blood pressure distribution between the normotensive 
and hypertensive subsets, it is equally clear that more 
than 85 percent of the subjects with persistent elevation 
of systolic BP (>140 mm Hg) have diastolic blood 
pressures below 90 mm Hg during follow-up. This find¬ 
ing merits particularly careful attention since it sug¬ 
gests that criteria ordinarily used for adequacy of treat¬ 
ment of blood pressure may not apply to the diabetic. 
More stringent criteria appear to be desirable when 
evaluating response to treatment. 

Discussion 

In the present study patients with persistent eleva¬ 
tion of systolic blood pressure of only modest propor¬ 
tions despite treatment exhibit an accelerated rate of 
decline of renal function as judged by greater mean 
increases in both serum creatinine and beta-2 micro¬ 
globulin over two years of follow-up. These findings 
suggest that hypertension may play a significant role 
in acceleration of the decline of renal function and 
progression of diabetic nephropathy in both Type I and 
Type II diabetic patients. While association does not 
prove causality, the well-documented adverse effects 
that hypertension has long been known to exert upon 
kidney function makes it likely that the HBP probably 
exerts a continuing deleterious effect on renal function 


CUMULATIVE DISTRIBUTION FREQUENCY 
OF DIASTOLIC PRESSURES 



Figure 3. Cumulative distribution frequencies for average values for 
diastolic blood pressures during follow-up. There is a well-defined 
separation of diastolic blood pressures when the individual whose 
systolic blood pressure is within the normal range during follow-up 
is compared with those subjects whose systolic blood pressures were 
persistently greater than 140 mm Hg. Nonetheless, more than 80 
percent of these individuals with persistent systolic hypertension had 
diastolic pressures that were less than 90 mm Hg. The group consid¬ 
ered hypertensive during follow-up represented systolic hypertension 
only for the most part. 


in the diabetic patient. Since no such progressive im¬ 
pairment was noted in the normotensive group during 
follow-up, it is reasonable to suggest that the hyperten¬ 
sion is making a substantial contribution to this accel¬ 
erated progression of renal failure. 

When the duration of diabetes was compared, no 
significant difference could be demonstrated between 
hypertensive and normotensive groups of either insulin- 
dependent or noninsulin-dependent diabetes. It thus 
seems unlikely that a longer duration of diabetes ac¬ 
counts for these observed differences. It is also worth 
emphasizing that the average values for repeated fasting 
blood sugars and glycosylated hemoglobins obtained 
during the period of follow-up did not differ from hy¬ 
pertensive and normotensive subjects in either the in¬ 
sulin-dependent or noninsulin-dependent group. This 
study thus provides no support for the conclusion that 
differences in diabetic control are responsible for these 
changes. 

While it is undeniable that diabetes is the initiating 
factor in causing the renal damage, the present study 
indicates it is likely that hypertension is a major factor 
in accelerating this kidney damage. These findings are 
consistent with earlier reports dealing with Type I or 
IDDM. 16 19 The relationship that also is identified for 
the renin-angiotensin system suggests that the present 
recommendations that diuretics be considered as initial 
therapy in diabetes may need to be reevaluated. 20 It is 
well-established that diuretics increase levels of renin 
and angiotensin II. Whether this contributes to the 
renal damage in any way remains to be determined. 
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How do you draw a picture 
of the “ideal” employee? 

Sometimes verbally, like the 
official language on an 
evaluation report. 

Sometimes with thumbnail 
sketches, one manager to 
another—“He shows up ready 
to work” or “I wish I had 10 
more people just like her.” 
Sometimes the picture is in 
cold hard numbers, like the 
numbers on a time card or a 
productivity chart. 

In a recent Louis Harris 
Poll, line managers were 
asked to put together all their 
impressions of workers with 
disabilities, and the picture 
they drew gave new meaning 
to the term “able bodied.” 

Here, the numbers told the 
story: 46% said workers with 
disabilities were more willing 
to work than other employees; 
40% said they were more 
punctual and more reliable. 

And just under 80% said 
they were equal to or more 
productive than other workers! 

If you’d like more 



information on acquiring 
these assets for your firm, 
call or write us. 

We’ll help put you in touch 
with someone who may not 
get to work like your average 
employee. But, once they’re on 
the job, they’ll look like one of 
your best. 

A 

Disability 
Can Be 

An Asset. 









Prevention of End-Stage Renal Disease: 
A Focus of Antihypertensive Therapy 

MATTHEW R. WEIR MD and JOHN JOSSELSON MD 


Persistent hemodynamic alterations related to hypertension frequently can lead to 
progressive occult systemic vascular damage in a variety of different beds, including 
the kidney. Data from many studies have demonstrated the ineffectiveness of tradi¬ 
tional therapies in reducing the damaging effects of hypertension on the kidney. 
Angiotensin-converting enzyme inhibitors and calcium entry blockers may have a role 
in protecting the kidney from glomerular capillary hypertension and progressive 
nephrosclerosis. 


Ever since Bright, in 1836, associated contracted 
kidneys with elevation of systemic blood pressure and 
left ventricular hypertrophy, debate has centered on 
whether alterations of renal structure or function pre¬ 
cede or follow the development of hypertension. We 
will not dwell on this continuing debate but will identify 
factors contributing to hypertension and newer con¬ 
cepts in pathogenesis that may help to prevent resultant 
end-stage renal disease. 

Because hypertension is a hemodynamic disorder, its 
effects on various vascular beds throughout the body 
need to be monitored. Persistent hemodynamic altera¬ 
tions related to hypertension frequently can lead to 
progressive, occult systemic vascular damage in a vari¬ 
ety of different beds, including the kidney. With respect 
to hypertensive renal disease, data from the Center for 
Health Statistics and The National Heart, Lung and 
Blood Institute 1 have demonstrated that traditional 
methods for the treatment of elevated blood pressure 
have had little or no effect in the prevention of mortal¬ 
ity from noncardiovascular diseases such as kidney 
disease (Figure). Other data from Europe 2 similarly 
have demonstrated a lack of effect of current therapies 
for reducing the damaging effects of hypertension on 
the kidney. We present some hemodynamic and exper¬ 
imental observations that may, in part, explain why the 
treatment of hypertensive renal disease has not been 
successful. 


Mechanisms Causing Damage 

Age and race are two important factors that need to 
be considered when exploring the mechanisms whereby 
hypertension progressively damages renal vascular 
beds. The central hemodynamic mechanisms responsi¬ 
ble for elevated systemic blood pressure are becoming 
better understood despite our limited knowledge of the 
factors that increase renal vascular resistance in 
chronic hypertension. The younger patient (under the 
age of 40) typically displays an elevated cardiac output, 
normal peripheral vascular resistance, salt-insensitiv¬ 
ity, and normal intravascular volumes as the major 

Dr. Weir and Dr. Josselson are Assistant Professors in the Division 
of Nephrology, Department of Medicine, University of Maryland 
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manifestations of the hypertensive state (Table l). 3 
Higher plasma renin levels and adrenergic activity are 
also the norm. 

In contrast, patients over age 40 tend to have pro¬ 
gressive reductions in cardiac output with markedly 
elevated peripheral resistance as well as a decreased 
intravascular volume, increased salt-sensitivity, and re¬ 
duced plasma renin and baroreceptor sensitivity (Table 
2). 3 It is believed that these changes occur progressively 
over time, related to the increased afterload that the 
heart must continually pump against. A concomitant 
progressive reduction in renal blood flow and glomeru- 
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Figure. Reduction in mortality due to nonvascular disease, coronary 
heart disease and stroke. 



Table 1. Physiologic Considerations for Blood 
Pressure Reduction in the Young Hypertensive 


Pathophysiologic Findings 

High cardiac output and heart 
rate 

Normal TPR 

Activated renin-angiotensin 
system 

Normal to contracted plasma 
volume 


Desired 

Pharmacologic Effects 

Negative inotropic and 
chronotropic effect 
No effect on TPR 
Supression of renin 
secretion 

No effect on plasma 
volume 
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lar filtration rate also occur with chronicity of elevated 
blood pressure. The renal vasculature, quite distensible 
at a younger age, progressively becomes stiffened as the 
nephrosclerotic processes of aging tend to produce pro¬ 
gressively higher resistance. Despite the structural nar¬ 
rowing of vessels that occur with aging, there remains 
a component of vascular sensitivity that can further 
reduce renal blood flow independent of these fixed 
changes. 4 Progressive reduction in renal blood flow and 
elevated renal vascular resistance thus tend to parallel 
similar changes seen in nonrenal vascular beds. 

The Kidney’s Role 

Because of its role in maintaining salt and volume 
homeostasis, as well as its pivotal role regulating the 
systemic renin-angiotensin system, the kidney may be 
a focal point for the hypertensive process, which accel¬ 
erates the senescense of the systemic vascular tree in 
addition to its own self-destruction. Blaustein et al. b 
have suggested that the inability of the kidney to handle 
a salt load (either related to diet or functional/anatomic 
abnormality) leads to the production of a natriuretic 
hormone with the ability to inhibit cellular sodium- 
potassium ATPase activity. The net result is increased 
sodium excretion by the kidney but at the expense of 
higher smooth muscle vascular reactivity and elevated 
blood pressure. Other pressure-independent mecha¬ 
nisms may contribute to the destructive process. 

Past research has focused on the self-perpetuating 
cycle in which hypertension tends to increase vascular 
hypertrophy leading to higher resistance and increasing 
systemic pressure. Recent experimental evidence sug¬ 
gests that pressure-independent mechanisms also can 
lead to accelerated vascular hypertrophy. Several fac¬ 
tors including angiotensin II and norepinephrine have 


Table 2. Physiologic Considerations for Blood 
Pressure Reduction in the Elderly Hypertensive 


Pathophysiologic Findings 

Low cardiac output and heart 
rate 

High peripheral vascular resist¬ 
ance 

Contracted total blood volume 


Decreased adrenergic activity, 
salt sensitivity 
Left ventricular hypertrophy 
Nephrosclerosis and impaired 
renal function/renal blood 
flow 


Desired Pharmacologic 
Findings 

Afterload reduction 

Physiologic vasodilatation 

Restore appropriate vascular 
volume and improve tissue 
perfusion 
Natriuretic effect 

Regression of LVH 
Improve renal blood flow 


been implicated as potential vascular smooth muscle 
mitogens. 6 Recent data suggest that agents that can 
block hormones at the level of vascular smooth muscle 
may blunt certain pathologic vascular adaptive events 
particularly in the kidney itself. 7 


Race as a Determinant 

Race is another important determinant in the prev¬ 
alence and severity of hypertension. Data from the 
National Center for Health Statistics demonstrated 
that the prevalence of hypertension among blacks is 
38.2 percent compared with 28.8 percent among whites. 8 
These data are further underscored by the strikingly 
higher rate of fatal stroke, ischemic heart disease, and 
end-stage renal disease seen in the black population. 9 

Explanations for these differences remain obscure, 
although certain hemodynamic patterns and trends ap¬ 
pear to distinguish black from white hypertensives. The 
black hypertensive often tends to have the lower cardiac 
output, elevated peripheral vascular resistance, in¬ 
creased salt-sensitivity, and reduced renal blood flow 
characteristic of the elderly hypertensive (Table 3). 3 In 
contradistinction to the elderly patient, however, the 
black patient with HBP tends to be euvolemic or only 
slightly volume expanded. 

The hemodynamic similarity between the black and 
the elderly hypertensive may in part explain why the 
increased risk of end-organ disease occurs in both 
groups. An elevated vascular responsiveness to circu¬ 
lating neurohormones with a potential risk for accel¬ 
erated vascular damage may be another possible expla¬ 
nation. No specific genetic factors have been identified 
to account for the observation that hypertension in the 
black population tends to be more severe, although 
Dahl’s studies using inbred rat strains suggest the pos¬ 
sibility. Researchers have noted increased urinary so¬ 
dium to potassium ratios in a group of black hyperten¬ 
sives, as well as reduced natriuretic vasodilatory pros¬ 
taglandins and kinins, and diminished sympathetic 


Table 3. Physiologic Considerations for Blood 
Pressure Reduction in the Black Hypertensive 


Pathophysiologic Findings 

Low cardiac output 

Tendency toward expanded 
plasma volume 

High peripheral vascular resist¬ 
ance 

Decreased renin activity, salt 
sensitivity 

Decreased renal blood flow 


Desired Pharmacologic 
Effects 

Afterload reduction 
Natriuretic effect 

Physiologic vasodilatation 

Natriuretic effect 

Increased renal blood flow 
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nervous system function as possible contributors to 
renal salt-retention and plasma expansion. 10,11 Others 
have suggested that abnormal cellular handling of cal¬ 
cium or magnesium may lead to excessive vascular 
hyperreactivity. 12 

The increased propensity of the black population 
with primary hypertension to develop end-stage renal 
disease was demonstrated in a five-year retrospective 
analysis of all patients who initiated hemodialysis be¬ 
tween 1978 and 1982 in the University of Maryland 
maintenance dialysis program. 13 On the basis of either 
renal biopsy evidence or clinical grounds 49.2 percent 
of blacks compared to 18.3 percent of whites were 
believed to have terminal hypertensive arteriolone- 
phrosclerosis. Additionally, the average age at onset of 
renal failure was 5.8 years earlier in blacks. These data 
suggest that blacks appear to develop end-stage kidney 
disease at an earlier age and with greater frequency 
than nonblack hypertensives. Notably, 36.6 percent of 
all patients (black and white) initiating hemodialysis 
over the five-year period studied had a hypertensive 
cause for end-stage kidney disease, a largely preventable 
cause of renal failure. Secondary hypertension undoubt¬ 
edly contributed to the accelerated renal dysfunction 
occurring in a sizable percentage of those with other 
primary intrinsic renal diseases. The economic impact 
and lost productivity resulting from hypertension-in¬ 
duced end-stage kidney disease, especially in the 
younger black population, focuses attention on the mag¬ 
nitude of the problem. 

Understanding the Pathophysiologic Process 

Better understanding of the pathophysiologic process 
involved in renal damage has permitted more physio¬ 
logic approaches to treatment and reduction of renal 
target organ damage. A major contribution has been 
through the recent work of Brenner and his colleagues 
who have shown that the hyperperfusion and hyperfil¬ 
tration occurring at the level of the glomerulus can 
cause progressive destruction of renal tissue. 7 These 
investigators also have demonstrated in animal models 
that reduction of intraglomerular pressure tends to 
protect against subsequent glomerular structural injury 
and proteinuria. This failure of renal autoregulation of 
vascular tone in systemic hypertension permits the 
transmission of higher systemic pressures to the glo¬ 
merular capillary network. Current thought is that this 
may be an important mechanism underlying the pro¬ 
gressive nature of both nephrosclerosis and other in¬ 
trinsic renal diseases. Although many antihypertensive 
medications may successfully reduce systemic blood 
pressure, not all effectively reduce the associated glo¬ 
merular hypertension and thus may not spare the pro¬ 


gressive destruction of renal mass. 

Different Pharmacologic Approaches 

Traditional therapy in patients with hypertension as 
well as in patients with renal disease has, until recently, 
focused on the stepped-care approach with salt restric¬ 
tion and diuretic therapy as standard first modalities. 
This approach may be effective in reducing systemic 
blood pressure in a sizable proportion of patients; how¬ 
ever the renal-sparing benefit of these modalities re¬ 
mains to be established. Unphysiologic reduction of 
blood pressure with diuretics, salt restriction, or vaso¬ 
dilators can stimulate the renin-angiotensin system 
both at a peripheral and an intrarenal level, raising 
concern about potentially deleterious effects on intra¬ 
renal hemodynamics. 

Animal models of hypertension clearly demonstrate 
that the observed glomerular hypertension is directly 
related to vasoconstriction of the efferent arteriole pro¬ 
duced by angiotensin II. 7 Antihypertensive agents that 
stimulate the renin-angiotensin system thus may accel¬ 
erate renal damage while controlling systemic pressure 
by increasing intraglomerular pressures. Angiotensin II 
affects the kidney in other ways, including both in¬ 
creased salt retention and transglomerular passage of 
albumin, each of which may accelerate the nephroscler- 
otic process. 14 Thus, antihypertensive agents that have 
the ability to interrupt the renin-angiotensin system at 
both peripheral and renal vascular levels may have the 
potential to physiologically reduce peripheral blood 
pressures, yet reduce intraglomerular pressures and 
maintain renal perfusion while protecting the kidney 
from glomerular capillary hypertension and progressive 
nephrosclerosis. In addition, prudent use of antihyper¬ 
tensive agents tailored for the patient’s specific hemo¬ 
dynamic physiology can avoid unnecessary renin-angio¬ 
tensin activation with its effects at the level of the 
vascular tree and the kidney. 

Angiotensin-converting enzyme inhibitors and cal¬ 
cium entry blockers appear to be agents that may best 
preserve renal function because of their abilities to 
concomitantly reduce systemic blood pressure while 
maintaining the glomerular filtration rate and renal 
blood flow and reducing renal vascular resistance. Ex¬ 
perimentally both classes of drugs have been demon¬ 
strated to protect the kidney from the damaging effects 
of intraglomerular hypertension. 7,15,16 Angiotensin-con¬ 
verting enzyme inhibitors achieve this by interrupting 
the production of angiotensin II at a systemic and 
glomerular level. The calcium entry blockers protect 
the vasculature through their ability to reduce cytosolic 
calcium concentration in vascular smooth muscle, 
which antagonizes the vasoconstricting effects of both 
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angiotensin II and norepinephrine. 

Current and Further Options 

Rational approaches to antihypertensive therapy 
must take into consideration both pressure-dependent 
and pressure-independent mechanisms. Traditional 
antihypertensive care has not demonstrated adequate 
success in preventing renal disease, especially in the 
black population. Thus, therapy should be directed not 
only to lowering systemic pressure but also to lowering 
pressure at localized vascular beds, especially at the 
level of the kidney. In the future, the ability to protect 
the vascular tree and the renal vascular system from 
the trophic and mitogenic effects of angiotensin II and 
norepinephrine may prove to be a major focus of anti¬ 
hypertensive care. Many of these options are available 
at present; some are within grasp in the near future. 

Treatment of hypertension should be based on the 
hemodynamic pathophysiology specific to the individ¬ 
ual patient. Major areas of future research must con¬ 
centrate on developing noninvasive and inexpensive 
methods for characterizing the pathophysiologic pat¬ 
terns in individual patients. We hope a more physiologic 
approach to the control of blood pressure based on 
these principles not only will result in more successful 
pharmacotherapy at the systemic and end-organ level 
but also will result in reduced side effects and an 
improved quality of life. 
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Risk Factors for Stroke Subtypes 

CATHERINE M. SHARKNESS MD, THOMAS R. PRICE MD, 
and ROGER SHER WIN MB, BChir 


Stroke is the third leading cause of death in the United States and a leading cause 
of disability. Epidemiologic study of stroke has been limited because of multiple types 
of stroke with different causes, but now that stroke subtypes are more easily differ¬ 
entiated, risk-factor profiles for subtypes can be identified. This information is im¬ 
portant clinically because prevention of stroke should focus on modifiable risk factors. 


Stroke is defined as a sudden, nonconvulsive, focal 
neurologic deficit persisting beyond 24 hours (though 
in certain cases deficits are global). This definition 
excludes cases of transient ischemic attack (TIA). Cur¬ 
rently stroke is the third leading cause of death in the 
United States and a leading cause of disability. In 1985, 
the crude death rate for stroke was 65.3 per 100,000. 1 

The epidemiologic study of stroke has been limited 
due to the heterogeneity within the diagnostic category. 
In the past, stroke had been divided broadly into two 
groups: ischemic and hemorrhagic. With the availability 
of newer diagnostic methods, subtypes of strokes now 
can be identified with a relatively high degree of accu¬ 
racy. For practical purposes, stroke may be classified 
into six subtypes. Ischemic stroke includes four main 
categories: atherosclerotic, embolic, lacunar, and in¬ 
farction, etiology unknown. Similarly, hemorrhagic 
stroke includes two categories: intracerebral hemor¬ 
rhage (ICH) and subarachnoid hemorrhage (SAH). 2 
Although certain other rare forms of stroke occur in 
which the mechanism is understood (for example, sec¬ 
ondary to infection), these will not be further discussed. 

Major Risk Factors for Ischemic Stroke 

Much of the information on the subject of risk factors 
was derived before current definitions of subtypes were 
in use. Risk factors for ischemic stroke have been the 
most extensively studied. The major risk factors are 
hypertension, increasing age, male gender, family his¬ 
tory, black race, diabetes mellitus, previous stroke, tran¬ 
sient ischemic attack and cardiac disease (Table l). 3 

Hypertension Hypertension is the dominant risk 
factor for ischemic stroke. Stroke risk increases pro¬ 
portionately with increasing blood pressure, without a 
threshold level. 4 In Framingham, for each 10 mm Hg 
increase, ischemic infarction incidence increased 30 
percent. 5 
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Age and Gender Stroke incidence increases with 
age and more than doubles for each successive decade 
over age 50. 3 The age-specific incidence of stroke is 
higher in men than in women, with a male to female 
relative risk of 1.1 to 2.5. 6 

Family History Evidence suggests a familial pre¬ 
disposition to stroke that is genetic and may relate to 
one’s susceptibility to hypertension. 3 In a recently pub¬ 
lished prospective study of Swedish men, maternal (but 
not paternal) death from stroke was found to be an 
independent risk factor for stroke in the men studied. 7 

Race Stroke incidence and mortality rates are 
higher in blacks than in whites, with relative risks of 
stroke death of 1.5 to 1.9 for blacks compared to whites. 8 
Some of this difference in risk is attributable to the 
greater incidence of hypertension in blacks, but there 
appears to be a greater risk of stroke in blacks at a 
given level of blood pressure. 9 

Diabetes Mellitus Diabetes mellitus independ¬ 
ently contributes to stroke risk, with a relative risk of 
2.0 to 4.0 reported in both retrospective and prospective 
studies. 10-12 

Previous stroke The risk of recurrent stroke is 
many times that of a first stroke. 3 A transient ischemic 
attack (TIA) increases stroke risk tenfold, 4 and about 
10 percent of all strokes are preceded by TIA. 3 Racially, 


Table 1. Major Ischemic Stroke Risk Factors 

Hypertension 
Increasing age 
Black race 
Male gender 
Family history 
Previous stroke 
Transient ischemic attack 
Diabetes mellitus 
Peripheral vascular disease 

Cardiac disease (myocardial infarction, angina, valvular, arrythmia, 
especially atrial fibrillation) 

Other Ischemic Stroke Risk Factors 

Hypercholesterolemia 

Increased lipoprotein Lp (a) level 

Reduced HDL level 

Cigarette smoking 

Alcohol use 

Obesity 
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more whites than blacks have TIA. 13 

Cardiac Disease Independent of blood pressure, 
individuals with cardiac disease (even if not sympto¬ 
matic) have more than twice the risk of stroke than 
persons with normal cardiac function. Relevant cardiac 
disease includes coronary heart disease, congestive 
heart failure, left ventricular hypertrophy by ECG, and 
cardiac arrythmias, especially atrial fibrillation. For 
example, atrial fibrillation increased the risk of stroke 
fivefold in the Framingham study. 3 

Multiple Risk Factors The role of multiple risk 
factors in the genesis of ischemic stroke is striking. 
Several stroke risk factors have a synergistic effect. For 
example, in the Framingham cohort, members had a 
six times increased risk of stroke if they had both HBP 
and diabetes and a 9.4 times increased risk with both 
HBP and hypercholesterolemia. Paffenberger and 
Wing reported a 12.5 times elevated risk for nonfatal 
stroke when HBP was combined with coronary heart 
disease, diabetes mellitus, and a parental history of 
HBP. 5 

Other Risk Factors 
for Ischemic Stroke 

Other ischemic stroke risk factors include lipoprotein 
abnormalities, cigarette smoking, alcohol consumption, 
and obesity (Table 1). 

Lipoprotein Abnormalities The association of 
serum cholesterol and stroke varies among studies. 
Some report a statistically significant association be¬ 
tween elevated serum cholesterol level and stroke 14,15 
while others, including the Honolulu Heart Study, do 
not. 16 " 18 In the Framingham study this association was 
seen only in men under 55. 5 

Evaluation of lipid subfractions is more revealing 
than simply looking at total cholesterol levels. Both 
reduced HDL-cholesterol levels and elevated lipopro¬ 
tein Lp (a) levels have been associated with an increased 
risk of stroke in several case-control studies. 19-22 Fi¬ 
nally, evidence of racial differences in lipid subfractions 
may help to explain some of the difference in risk-factor 
profiles between blacks and whites. 23 26 

Cigarette Smoking The association of cigarette 
smoking and stroke varies among studies. Some studies 
show no significant independent association between 
the two, 1417,27 while in others a two- to fourfold in¬ 
creased risk of stroke among smokers is reported. 28-30 
In the recently reported Framingham 26-year follow¬ 
up, smoking is independently associated with an in¬ 
creased risk of stroke in both men and women, espe¬ 
cially in current smokers. After adjustment for other 
factors, the relative risks for brain infarction were 1.56 
for men and 1.86 for women. 31 Finally, in the prospec¬ 
tive Honolulu Heart Study, current smokers have twice 


as great a risk of stroke as past smokers. 30 

Alcohol The role of alcohol in stroke is not definite. 
Some studies, including Framingham, failed to find a 
significant independent association between alcohol use 
and stroke 27 32-34 while others reported such an associ¬ 
ation for both regular drinking and alcohol intoxica¬ 
tion. 14,35,36 

Obesity Obesity as a risk factor for stroke is not 
consistent. Not all studies report an increased stroke 
risk in the obese, and in Framingham no independent 
association between obesity and stroke risk was found 
after adjustment. 5 In the studies reporting an increased 
frequency of stroke in the obese, the relative risk is 
modest. 5,14,27,37 For example, it was 1.84 in one study. 27 

Oral Contraceptives The association of oral con¬ 
traceptives and stroke is controversial. Case-control 
studies and cohort studies report relative risks of large 
magnitude, ranging from 6 to 26 for case-control studies 
and 3.2 to 5.0 for cohort studies. 38 However, a number 
of reviews suggest that the evidence for an association 
of oral contraceptives with stroke is inconclusive. 3,39 
After controlling for smoking, one author found no 
independent effect of oral contraceptive use on stroke 
risk, except for subarachnoid hemorrhage. 32 Finally, the 
summary statement of risk factors for stroke by the 
Stroke Council did not reach consensus on this issue. 3 
It is possible that decreased amounts of estrogen in 
currently available preparations have led to a decline 
in risk. 

Embolic Stroke Risk Factors 

Risk factors for embolic stroke are thought to be 
those associated with ischemic stroke. Additionally, the 
presence of a prosthetic heart valve, prolapsed mitral 
valve, and endocarditis are associated with an increased 
risk of this type of stroke. 40 With the use of subtyping, 
the risk-factor profile for this type of stroke may be 
delineated more clearly. 

Lacunar Stroke Risk Factors 

Risk factors for lacunar stroke also are thought to be 
those associated with ischemic stroke. Lacunar stroke 
results from occlusion of penetrating arteries in the 
deeper, subcortical parts of the cerebrum and brain 
stem. Small cavities or lacunae remain after infarction 
of brain tissue and subsequent cavitation. Hypertension 
is the major risk factor known to be associated with 
lacunar stroke, affecting arteries 200 to 400 microns in 
diameter pathologically with lipohyalinosis and larger 
arteries 400 to 900 microns in diameter with athero¬ 
sclerotic plaques. Additionally, lacunar infarcts can be 
caused by penetrating arteries that become obstructed 
due to atherosclerosis of the parent artery. Finally, 
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emboli from the heart or carotid system are a less 
common cause of lacunar stroke. 41 Specific studies of 
this type of stroke may better delineate its risk factor 
profile. 

Intracerebral Hemorrhage Risk Factors 

The major risk factors associated with intracerebral 
hemorrhage (ICH) are increasing age, HBP, black race, 
and prolongation of coagulation parameters with war¬ 
farin use. Other risk factors are chronic alcohol use and 
use of sympathomimetics and other drugs (Table 2). 42 

Age and Hypertension ICH incidence increases 
with age. 16,43 Hypertension is the most important risk 
factor according to some authors 29,42 but Brott et al. 
found prior cerebral infarction with anticoagulant use 
to be the most important. 44 Among all stroke types, 
mean diastolic BP was highest in intracerebral hemor¬ 
rhage. 16 

Race Race is a risk factor for ICH, but may not 
increase risk independently of hypertension. In one 
study, the incidence of ICH in blacks was over twice 
that of whites with a rate of 32/100,000 for blacks 
compared to 12/100,000 for whites. 45 

Oral Anticoagulants Use of oral anticoagulants 
is estimated to increase the risk of ICH between eight- 
and elevenfold. The risk of ICH is associated with 
excessive prolongation of the prothrombin time, al¬ 
though there is not a consensus as to what is considered 
excessive. Kase suggests that a prothrombin time in the 
range of 1.5 times control is safer. 46 

Alcohol Alcohol use has been found to be a risk 
factor for hemorrhagic stroke in two prospective stud¬ 
ies, with a relative risk of 3.O. 43,47 

Sympathomimetics and Other Drugs Of the 
amphetamines, methamphetamine-associated ICH is 
most common (especially with intravenous use). Less 
commonly, amphetamine and pseudoephedrine have 
been associated with ICH. ICH generally occurs shortly 
after use of the drug (within minutes to hours) in 
chronic users, perhaps due to a drug-induced angiopa¬ 
thy. Occasionally ICH occurs after first-time use. The 
use of sympathomimetics may account for the occur¬ 
rence of ICH in which the cases are not associated with 
elevated blood pressure (by traditional criteria). Finally, 
use of cocaine and the street-drug Talwin-pyribenza- 
mine (“Ts and blues”) have occasionally been associ¬ 
ated with ICH occurrence. 46 

In case reports, phenylpropanolamine (a structural 
analog of amphetamine), contained in over-the-counter 
appetite suppressants and decongestants, has been as¬ 
sociated with ICH in previously healthy persons with¬ 
out a history of hypertension or elevated blood pressure 
on admission. 48 


Subarachnoid Hemorrhage Risk Factors 

Major risk factors for subarachnoid hemorrhage 
(SAH) include increasing age, female sex, hypertension, 
smoking, oral contraceptive use. Another risk factor for 
SAH is use of alcohol, both chronic use and acute 
alcohol intoxication (Table 3). 

Age and Sex The incidence of SAH increases with 
age, but this type of stroke tends to occur at a younger 
age than the other types of stroke. The majority of cases 
of SAH occur before age 65. Unlike the other stroke 
subtypes, SAH is more common in women. 49 

Hypertension Hypertension is the most impor¬ 
tant risk factor for SAH, best shown in the Framingham 
Study, Honolulu Heart Study, and the Hisayama Study 
in Japan. 49 Oral contraceptive use increases the risk of 
SAH, with a relative risk of 6.5 reported in one study. 32 

Cigarette Smoking Cigarette smoking has been 
shown to be an independent risk factor for SAH. In an 
oral contraceptive study, the relative risk of SAH 
among smokers was 5.7. 32 Several studies have also 
shown an association of smoking with SAH in both 
sexes, and in Framingham the effect of smoking seemed 
greater in men than in women. 49,50 

Alcohol Alcohol’s contribution to SAH is unclear. 


Table 2. Major Intracerebral Hemorrhage 
Risk Factors 

Increasing age 
Black race 

Prolongation of protime (Warfarin, coagulopathy) 

Other Intracerebral Hemorrhage Risk Factors 

Alcohol use: chronic use and acute intoxication 
Use of amphetamines, cocaine, and Talwin-benzamine 
Phenylpropanolamine use (rarely) 


Table 3. Major Subarachnoid Hemorrhage 
Risk Factors 

Increasing age 
Female sex 
Hypertension 
Smoking 

Oral contraceptive use 

Other Subarachnoid Hemorrhage Risk Factors 

Alcohol use: chronic use and acute intoxication 
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Most of the recent evidence for this association has 
come from case-control studies in Finland, which report 
an increased risk of SAH with acute alcohol intoxica¬ 
tion in the young. 49 In the Framingham study, alcohol 
consumption was not associated with an increased risk 
of SAH. 51 Thus, the role of alcohol, either acute intox¬ 
ication or chronic use, in the genesis of SAH is not 
clear. 

Prevention of Stroke: Clinical Application 

Risk factors differ between the subtypes of stroke. 
Some of these risk factors are treatable (for example, 
hypertension and cardiac disease), while others are not 
(age, gender, race). For the clinician, it is important to 
focus on the treatable risk factors. With that in mind, 
the following evaluation scheme is suggested. 

Risk factors for stroke can be determined from a good 
history and physical examination. The following infor¬ 
mation should be elicited: family history of HBP, 
stroke, diabetes mellitus, or hypercholesterolemia; per¬ 
sonal history of heart disease (myocardial infarction, 
angina, arrythmia, valvulvar disease), peripheral vas¬ 
cular disease, hypertension, diabetes mellitus, hyper¬ 
cholesterolemia, TIA, previous stroke; smoking, and 
alcohol use. Finally, obtain a drug history of prescrip¬ 
tion, nonprescription, and illicit drugs. Specifically, ask 
about use of oral contraceptives, warfarin, sympatho- 
mimetics (including amphetamines), and cocaine. 

A comprehensive physical exam with attention to the 
cardiovascular and neurologic system should be per¬ 
formed. The physician should measure blood pressure 
in all patients. Evaluation for carotid bruits, assessment 
of peripheral pulses, and careful auscultation of the 
heart for murmurs and arrythmias are necessary. 

Finally, total and HDL cholesterol and fasting blood 
sugar should be measured. 

Once historical information, physical examination, 
or laboratory investigation identifies modifiable risk 
factors, intervention on these risk factors can help 
reduce the risk of stroke. Remember, several of the risk 
factors act synergistically (HBP and diabetes; HBP and 
hypercholesterolemia) so attention to multiple risk fac¬ 
tors is important. Prevention of stroke should be the 
physician’s focus. As more is learned about risk factor 
profiles for stroke subtypes, preventive measures can 
be delineated. 
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Ulcer therapy 
that won’t yield, 
even to smoking 
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What do you do for duodenal ulcer patients who should 
stop smoking, but won't? Both cimetidine' and ranitidine 2 
have been shown less effective in smokers than 
nonsmokers. 

Choose CARAFATE® (sucralfate/Marion). Two recent 
studies show Carafate to be as effective in smokers as 
nonsmokers. 34 A difference further illustrated in a 
283-patient study comparing sucralfate to cimetidine 5 : 

Ulcer healing rates: 

(at four weeks of therapy ) 5 

Sucralfate: 


Carafate has a unique, nonsystemic mode of action 
that enhances the body's own ulcer healing ability and 
protects the damaged mucosa from further injury. 

When your ulcer patient is a smoker, prescribe the 
ulcer medication that won't go up in smoke: safe, 
nonsystemic Carafate. 


Nothing works like 


All patients 


79 . 4 % 



Smokers 


81 . 6 %' 


Cimetidine: 



All patients 


76 . 3 % 




Smokers 


62 . 5 % 


OVRAFATE 

sucralfate/Marion 

Please see adjoining page for references and brief summary of prescribing information. 
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'Significantly greater than cimetidine smoker group (P<05). 
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“Some of the projects the Army is undertaking 
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Soldier being examined for effects of high-altitude cerebral edema. 
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A FULLER LIFE 


A remarkable safety profile ' 6 

The low incidence of side effects with Cardizem allows patients to feel better. 

Protection against angina attacks 15 7 9 

The predictable efficacy of Cardizem in stable exertional* and vasospastic 
angina allows patients to do more. 

A decrease in myocardial oxygen demand 

Resulting from a lowered heart rate-blood pressure product . 5 

Compatible with other antianginals 6 

Safe in angina with coexisting hypertensioni, 
COPD, asthma, or PVD 1356 

*CARDIZEM ® (diltiazem HCI) is indicated in the treatment of angina pectoris due to coronary adery spasm and in the 
management of chronic stable angina (classic effort-associated angina) in patients who cannot tolerate therapy with 
beta-blockers and/or nitrates or who remain symptomatic despite adequate doses of these agents. 

'See Warnings and Precautions. 

Please see brief summary of prescribing information on the next page. 
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Usual maintenance dosage range: 

BRIEF SUMMARY 

Professional Use Information 

CARDIZEM ® 

(diltiazem HCI) 

30 mg, 60 mg, 90 mg, and 120 mg Tablets 

CONTRAINDICA TlONS 

CARDIZEM is contraindicated in (1) patients with sick sinus 
syndrome except in the presence of a functioning ventricular 
pacemaker, (2) patients with second- or third-degree A V block 
except in the presence of a functioning ventricular pacemaker, (3) 
patients with hypotension (less than 90 mm Hg systolic), and (4) 
patients who have demonstrated hypersensitivity to the drug. 
WARNINGS 

1. Cardiac Conduction. CARDIZEM prolongs A V node 
refractory periods without significantly prolonging sinus 
node recovery time, except in patients with sick sinus 
syndrome. This effect may rarely result in abnormally slow 
heart rates (particularly in patients with sick sinus 
syndrome) or second- or third-degree A V block (six of 1,243 
patients for 0.48%). Concomitant use of diltiazem with 
beta-blockers or digitalis may result in additive effects on 
cardiac conduction. A patient with Prinzmetal's angina 
developed periods of asystole (2 to 5 seconds) after a 
single dose of 60 mg of diltiazem. 

2. Congestive Heart Failure. Although diltiazem has a 
negative inotropic effect in isolated animal tissue 
preparations, hemodynamic studies in humans with 
normal ventricular function have not shown a reduction 
in cardiac index nor consistent negative effects on 
contractility (dp/dt). Experience with the use of CARDIZEM 
alone or in combination with beta-blockers in patients 
with impaired ventricular function is very limited. Caution 
should be exercised when using the drug in such patients. 

3. Hypotension. Decreases in blood pressure associated 
with CARDIZEM therapy may occasionally result in 
symptomatic hypotension. 

4. Acute Hepatic Inlury. In rare instances, significant 
elevations in enzymes such as alkaline phosphatase, LDH, 
SGOT, SGPT, and other phenomena consistent with acute 
hepatic injury have been noted. These reactions have 
been reversible upon discontinuation of drug therapy. The 
relationship to CARDIZEM is uncertain in most cases, but 
probable in some. (See PRECAUTIONS.) 

PRECAUTIONS 

General. CARDIZEM (diltiazem hydrochloride) is extensively 
metabolized by the liver and excreted by the kidneys and in 
bile. /4s with any drug given over prolonged periods, laboratory 
parameters should be monitored at regular intervals. The drug 
should be used with caution in patients with impaired renal or 
hepatic function. In subacute and chronic dog and rat studies 
designed to produce toxicity, high doses of diltiazem were 
associated with hepatic damage. In special subacute hepatic 
studies, oral doses of 125 mg/kg and higher in rats were 
associated with histological changes in the liver which were 
reversible when the drug was discontinued. In dogs, doses of 
20 mg/kg were also associated with hepatic changes; however, 
these changes were reversible with continued dosing. 

Dermatological events (see ADVERSE REACTIONS section) 
may be transient and may disappear despite continued use of 
CARDIZEM. However, skin eruptions progressing to erythema 
multiforme and/or exfoliative dermatitis have also been 
infrequently reported. Should a dermatologic reaction persist, 
the drug should be discontinued. 

Drug Interaction. Due to the potential for additive effects, 
caution and careful titration are warranted in patients receiving 
CARDIZEM concomitantly with any agents known to affect 
cardiac contractility and/or conduction. (See WARNINGS.) 

Pharmacologic studies indicate that there may be additive 
effects in prolonging A V conduction when using beta-blockers or 
digitalis concomitantly with CARDIZEM. (See WARNINGS.) 

4s with all drugs, care should be exercised when treating 
patients with multiple medications. CARDIZEM undergoes bio- 
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transformation by cytochrome P-450 mixed function oxidase. 
Coadministration of CARDIZEM with other agents which follow 
the same route of biotransformation may result in the competi¬ 
tive inhibition of metabolism. Dosages of similarly metabolized 
drugs, particularly those of low therapeutic ratio or in patients 
with renal and/or hepatic impairment, may require adjustment 
when starting or stopping concomitantly administered CARDIZEM 
to maintain optimum therapeutic blood levels. 

Beta-blockers: Controlled and uncontrolled domestic studies 
suggest that concomitant use of CARDIZEM and beta-blockers 
or digitalis is usually well tolerated. Available data are not 
sufficient, however, to predict the effects of concomitant 
treatment, particularly in patients with left ventricular 
dysfunction or cardiac conduction abnormalities. 

Administration of CARDIZEM (diltiazem hydrochloride) 
concomitantly with propranolol in five normal volunteers 
resulted in increased propranolol levels in all subjects and 
bioavailability of propranolol was increased approximately 50%. 
If combination therapy is initiated or withdrawn in conjunction 
with propranolol, an adjustment in the propranolol dose may 
be warranted. (See WARNINGS.) 

Cimetldlne: A study in six healthy volunteers has shown a 
significant increase in peak diltiazem plasma levels (58%) and 
area-under-the-curve (53%) after a one-week course ofcimetidine 
at 1,200 mg per day and diltiazem 60 mg per day. Ranitidine 
produced smaller, nonsignificant increases. The effect may be 
mediated by cimetidine’s known inhibition of hepatic cytochrome 
P-450, the enzyme system probably responsible for the first-pass 
metabolism of diltiazem. Patients currently receiving diltiazem 
therapy should be carefully monitored for a change in 
pharmacological effect when initiating and discontinuing 
therapy with cimetidine. An adjustment in the diltiazem dose 
may be warranted. 

Digitalis: Administration of CARDIZEM with digoxin in 24 
healthy male subjects increased plasma digoxin concentrations 
approximately 20%. Another investigator found no increase in 
digoxin levels in 12 patients with coronary artery disease. Since 
there have been conflicting results regarding the effect of digoxin 
levels, it is recommended that digoxin levels be monitored when 
initiating, adjusting, and discontinuing CARDIZEM therapy to 
avoid possible over- or under-digitalization. (See WARNINGS.) 

Carcinogenesis, Mutagenesis, Impairment ot Fertility. A 
24-month study in rats and a 21-month study in mice showed 
no evidence of carcinogenicity. There was also no mutagenic 
response in in vitro bacterial tests. No intrinsic effect on fertility 
was observed in rats. 

Pregnancy. Category C. Reproduction studies have been con¬ 
ducted in mice, rats, and rabbits. Administration of doses ranging 
from five to ten times greater (on a mg/kg basis) than the daily 
recommended therapeutic dose has resulted in embryo and 
fetal lethality. These doses, in some studies, have been reported 
to cause skeletal abnormalities. In the perinatal/ postnatal 
studies, there was some reduction in early individual pup 
weights and survival rates. There was an increased incidence 
of stillbirths at doses of 20 times the human dose or greater. 

There are no well-controlled studies in pregnant women; 
therefore, use CARDIZEM in pregnant women only if the potential 
benefit justifies the potential risk to the fetus. 

Nursing Mothers. Diltiazem is excreted in human milk. One 
report suggests that concentrations in breast milk may approxi¬ 
mate serum levels. If use of CARDIZEM is deemed essential, an 
alternative method of infant feeding should be instituted. 

Pediatric Use. Safety and effectiveness in children have not 
been established. 

ADVERSE REACTIONS 

Serious adverse reactions have been rare in studies carried 
out to date, but it should be recognized that patients with 
impaired ventricular function and cardiac conduction abnormali¬ 
ties have usually been excluded. 

In domestic placebo-controlled trials, the incidence of adverse 
reactions reported during CARDIZEM therapy was not greater 


fk 





(jiitr 


□ 60 mg □ 90 mg 
□ 120 mg 


than that reported during placebo therapy. 

The following represent occurrences observed in clinical 
studies which can be at least reasonably associated with the 
pharmacology of calcium influx inhibition. In many cases, the 
relationship to CARDIZEM has not been established. The most 
common occurrences as well as their frequency of presentation 
are: edema (2.4%), headache (2.1%), nausea (1.9%), dizziness 
(1.5%), rash (1.3%), asthenia (12%). In addition, the following 
events were reported infrequently (less than 1%); 
Cardiovascular: Angina, arrhythmia, A V block (first degree), 

Avblock (second or third degree—see 
conduction warning), bradycardia, 
congestive heart failure, flushing, 
hypotension, palpitations, syncope. 
Nervous System: Amnesia, depression, gait abnormality, 
hallucinations, insomnia, nervousness, 
paresthesia, personality change, 
somnolence, tinnitus, tremor. 
Gastrointestinal: Anorexia, constipation, diarrhea, 

dysgeusia, dyspepsia, mild elevations of 
alkaline phosphatase, SGOT, SGPT, and 
LDH (see hepatic warnings), vomiting, 
weight increase. 

Dermatologic: Petechiae, pruritus, photosensitivity, 

urticaria. 

Other: Amblyopia, CPK elevation, dyspnea, 

epistaxis, eye irritation, hyperglycemia, 
nasal congestion, nocturia, osteoarticuiar 
pain, polyuria, sexual difficulties. 

The following postmarketing events have been reported 
infrequently in patients receiving CARDIZEM: alopecia, gingival 
hyperplasia, erythema multiforme, and leukopenia. However, a 
definitive cause and effect between these events and CARDIZEM 
therapy is yet to be established. Issued 6/87 

See complete Professional Use Information before prescribing. 
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The Maryland Stroke Data Bank 

THOMAS R. PRICE MD and CAROL LEWIS ScD 

The University of Maryland is one of several medical institutions that have collab¬ 
orated in establishing a Stroke Data Bank to meet a number of objectives, including 
obtaining new information about clinical course, factors that predict outcome after 
stroke, and the distribution by type of stroke. 


In late 1978, The National Institute of Neurological 
and Communicative Disorders and Stroke (NINCDS), 
four medical institutions, and a data center set out to 
design and implement a Stroke Data Bank. 1,2 The four 
institutions in the original pilot study were Boston 
University, Duke University, the University of Mary¬ 
land, and the University of South Alabama. The data 
center was at Stanford University. Investigators agreed 
on items to be collected and collection procedures. A 
manual of operations was written, and forms were de¬ 
signed and printed. Between January 1980 and August 
1981, we collected data on 1,158 patients at the four 
centers (938 patients had cerebral infarction or hem¬ 
orrhage, and 220 patients had transient ischemic at¬ 
tacks). 

The objectives of the Stroke Data Bank were to 
obtain information on the clinical course and outcome 
after stroke, to identify factors that predicted outcome 
after stroke, and to develop information that could lead 
to a standardized diagnostic evaluation. The develop¬ 
ment of data and systems was also intended for use in 
planning future clinical trials on the treatment of 
stroke. 

Following the pilot phase, a main phase was begun. 
The four institutions participating as clinical centers 
were Boston University, Michael Reese Hospital, New 
York Neurological Institute of Columbia University, 
and the University of Maryland. NINCDS acted as a 
repository during the data entry period. During the 
main phase of the study (from July 1983 until July 
1986) we collected data on 1,805 patients with stroke. 

At the University of Maryland, as at the other clinical 
centers, a team of nurses and physicians collected data. 
We identified stroke patients soon after admission or 
diagnosis, collected medical history information, ex¬ 
amined each patient, and recorded the results. We 
followed each patient daily and performed a second, 
more extensive, examination at 7 to 10 days after the 
stroke. The team continued to follow patients for wors¬ 
ening or complications for 21 days, unless the patient 
was discharged or died before this time. All patients 
admitted to the University of Maryland who were eli- 
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gible for the study during the 36 months of the main 
study were entered. At 30 days after the onset of the 
stroke, we contacted the patient or relatives to learn if 
the patient was alive. Follow-up visits were made at 3 
months, 6 months, 1 year, 2 years, and 3 years after the 
stroke. When patients were unable to come for a visit, 
they were contacted by telephone for follow-up infor¬ 
mation. During the pilot and the main phase, we col¬ 
lected data on 700 stroke patients at the University of 
Maryland. 

Patients were classified as to type of stroke by criteria 
published in the journal Stroke. 2 Briefly described, these 
include: 

1. The diagnosis of subarachnoid hemorrhage 
was made when blood was found in the subarachnoid 
space by CT scan or by lumbar puncture with a normal 
CT scan. Most patients had demonstrated aneurysms 
as the source of the bleed. 

2. Parenchymatous hemorrhage, diagnosed on 
finding evidence of blood (high density) in the sub¬ 
stance of the brain by CT scan. 

3. Lacunar infarction usually diagnosed when (a) 
the CT showed no blood but a small deep site of 
infarction (low density) that by its location could have 
caused the findings on examination or ( b ) when the 
patient had a CT showing no lesion and had one of the 
recognized lacunar clinical syndromes (pure motor 
hemiparesis, pure sensory stroke, ataxic hemiparesis or 
dysarthria, clumsy hand syndrome). 

4. Embolic infarction attributed to cardiac or 
transcardiac source. This diagnosis was used when the 
patient had (a) a condition that frequently leads to 
embolism (atrial fibrillation or flutter, endocarditis, 
myocardial infarction within the previous 6 weeks, 
atrial myxoma, mitral annulus calcification, mitral 
valve prolapse, and right to left cardiac shunt) and ( b ) 
a normal CT or hemorrhagic infarction or a cortical 
(surface) infarction. 

5. Atherosclerosis diagnosed when an angiogram 
(a) showed stenosis greater than 75 percent or occlusion 
of an internal carotid or (b) stenosis greater than 50 
percent or occlusion of the stem of a major cerebral 
artery or (c) large area of infarction by CT with ipsilat- 
eral bruit or prior TIA. 

6. Infarct cause unknown, diagnosed when none 
of the above conditions was met or when several pos¬ 
sibilities presented themselves. 

7. A few patients had strokes of other known cause 
and were classified as “other.” 
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Results 

During the pilot phase of the study (1980-1981), the 
University of Maryland entered 240 patients and during 
the main phase (1983-1986) 460 patients. The median 
age for stroke patients admitted to our hospital during 
the main phase was 61 years. Sixty-one percent were 
black and 45 percent were male. The distribution of the 
various types of stroke is listed by percentage in the 
Table. Infarct unknown cause was the most common 
type. Atherosclerotic stroke, as defined above, is not 
very common at either the University of Maryland or 
the whole Stroke Data Bank. 

In the total Stroke Data Bank population, the most 
common preexisting medical condition in patients was 
hypertension. By diagnostic type, the rate of hyperten¬ 
sion varied from 38 percent in subarachnoid hemor¬ 
rhage to 76 percent for lacunar infarction. The largest 
percentage of untreated hypertensive patients occurred 
in the lacunar infarction groups (40 percent) and the 
intracerebral hemorrhage group (48 percent). A history 
of diabetes was common in infarcts (27 to 29 percent 
had it), although only 17 percent of embolic strokes had 
diabetes. 

Because we were charged with entering all eligible 
patients into the study, at the University of Maryland 
we had to include some patients who were chemically 
dependent, some who were homeless, and a few who 
were both dependent and homeless. Tracking these 
patients was a challenge ably met by the entire data 
bank staff. Through the combined efforts of the staff, 
we were able to complete one year follow-ups on 95 
percent of the patients, 70 percent done in person at 
the clinic, at the nursing home, or in the home. At the 
end of the study, we were able to verify vital status 
(alive or dead) for all 460 patients entered in the main 
phase. We continue to follow these patients to collect 
information on long-term outcome. 

Other results of studies in the Stroke Data Bank 3,4 
on the reliability of information obtained by history 


Table. Type of Stroke in the Stroke Data Bank 



University 

Entire Stroke 


of Maryland 

Data Bank 


(percent) 

(percent) 

Subarachnoid hemorrhage 

21 

13 

Intracerebral hemorrhage 

19 

13 

Lacunar infarction 

7 

19 

Embolic infarction 

13 

14 

Atherosclerotic infarction 

2 

6 

Infarct cause unknown 

34 

32 

Other 

4 

3 

Total 

100 

100 


and examination, CT scan information, and the relia¬ 
bility of diagnosis in stroke have been published. We 
also studied and reported the reliability of the CES-D 
test for identifying patients with depression of mood 
after a stroke 5 and the reliability of the Barthel Activ¬ 
ities of Daily Living Scale. 6,7 

Several projects are now in the data analysis phase; 
these include predictors of survival at 30 days for intra¬ 
cerebral hemorrhage and ischemic infarction and a 
predictor of further worsening of deficit for ischemic 
infarction patients. We expect to publish further infor¬ 
mation about lesion location in depression of mood 
following stroke. 

The Stroke Data Bank during the last 10 years has 
been and continues to be an excellent resource for other 
studies at the University of Maryland. These include 
ongoing Aphasia Recovery in Stroke Patients Study, 
under the direction of Rita Berndt PhD, and the Com¬ 
puter Assisted Medical Decision Making in Stroke 
Study, directed by James Reggia MD, PhD. The Stroke 
Data Bank has been especially valuable in the long¬ 
term studies of depression of mood in stroke patients 
in collaboration with Robert G. Robinson MD of the 
Departments of Psychiatry at the Johns Hopkins and 
the University of Maryland Schools of Medicine. 
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Alcohol and Hypertension 

RICHARD D. MOORE MD 


Over the past two decades, accumulating evidence indicates there is an independent 
dose-response association between alcohol consumption and blood pressure. Systolic 
blood pressure is elevated as much as 10 mm Hg and diastolic pressure as much as 6 
mm Hg by heavy use of alcohol. This effect appears to be most pronounced in men, 
with as much as 10 percent hypertension attributable to alcohol consumption. 


An association between excessive alcohol consump¬ 
tion and hypertension was first reported in 1915 by 
Lian. 1 He found an increased prevalence of hyperten¬ 
sion in French servicemen whose alcohol consumption 
exceeded 2.5 liters of wine per day. During the next 50 
years, there were sporadic studies reporting of elevated 
blood pressures associated with alcohol intoxication 
and alcohol dependence. These studies, however, did 
not have control groups and commonly were based on 
review of hospital records. 

Since the mid-1960s, a number of epidemiologic stud¬ 
ies in community, industrial, and clinical populations 
have offered growing evidence of an association between 
alcohol use and hypertension. Many of these studies 
have examined the specific correlation between alcohol 
consumption and blood pressure level while others have 
examined the prevalence of hypertension associated 
with alcohol use. 

The earliest study examining the association between 
alcohol consumption and blood pressure level was pub¬ 
lished by Clark in 1967 using data from 865 men en¬ 
rolled in the Los Angeles Heart Study. 2 Men who drank 
three or more alcoholic beverages on average per week 
had systolic blood pressures that were 1.9 mm Hg higher 
than those who drank less than this amount. Other 
cross-sectional studies have demonstrated a dose-re¬ 
sponse relationship between alcohol consumption and 
blood pressure. For example, Pincherle and co-workers 
reported data from more than 12,000 executives who 
took part in a London health-screening program. 3 Ad¬ 
justed for age and relative weight, there was a linear 
dose-response association between alcohol consump¬ 
tion and blood pressure. Heavy drinkers (six or more 
drinks per day) had mean systolic blood pressures 4.3 
mm Hg higher than light drinkers (two or less drinks 
per day) and diastolic pressures 3.2 mm Hg higher than 
light drinkers. 

More Recent Studies 

Cooke studied the association between alcohol con¬ 
sumption and blood pressure in 13,500 men and 7,400 
women who represented a wide cross-section of the 
inner-Sydney working population. 4 Adjusting for age, 
adiposity, and smoking, there was a high degree of linear 
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correlation between alcohol consumption and both di¬ 
astolic and systolic blood pressure. For each 100 grams 
(approximately 3 to 4 beverages) per week increase in 
alcohol consumption, mean blood pressure increased by 
.92 mm Hg in men and 1.5 mm Hg in women. No 
threshold for this effect was evident. 

Other studies have suggested the association between 
alcohol consumption and blood pressure may be nonlin¬ 
ear. For example, Klatsky et al. examined data from 
84,000 men and women who were members of a prepaid 
health plan and found that those who consumed three 
or more drinks per day had higher systolic pressures 
(10.9 mm Hg in men and 5.4 mm Hg in women) and 
higher diastolic pressures (4.5 mm Hg in men and 2.1 
mm Hg in women). 5 The association between alcohol 
consumption and blood pressure was linear in men with 
a threshold at two drinks per day, but in women there 
was a J-shaped association with blood pressures greater 
in nondrinkers than in those drinking one to two drinks 
per day. The association of blood pressure to alcohol 
consumption was independent of age, sex, race, smok¬ 
ing, coffee use, former heavy drinking status, educa¬ 
tional attainment, and adiposity. 

Criqui et al. examined the relationship between al¬ 
cohol consumption and blood pressure in 2,482 men 
and 2,301 women, aged 20 and older, who were part of 
the Lipid Research Clinics Prevalence Study. 6 Men 
with the highest level of alcohol intake (greater than or 
equal to five beverages per day) had blood pressures 
averaging 8 mm Hg higher than those drinking less 
than that. Women, however, had higher blood pressures 
either at the greatest level of consumption or with 
abstaining, leading to a U-shaped relationship. For both 
men and women, these associations were more pro¬ 
nounced for systolic than for diastolic pressures. Mul¬ 
tivariate analysis showed that this relationship was 
independent of age, obesity, cigarette smoking, regular 
exercise, education, and gonadal hormone use. The 
univariate U-shaped alcohol to blood pressure associa¬ 
tion in women was confounded in part by differences 
in obesity and cigarette smoking in nondrinking women 
and by very low alcohol consumption in hypertensive 
women using medication. 

Both linear and curvilinear associations were found 
in data from the Stanford Five City Project, a repre¬ 
sentative population sample from four Northern Cali¬ 
fornia cities surveyed in 1979 to 1980. 7 Pooled samples 
included 883 men and 959 women, aged 20-74, who 
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were not taking blood pressure medications. In men, 
age-specific analysis showed an association between 
alcohol consumption and both systolic and diastolic 
blood pressures. The association was linear in men aged 
20 to 34 and 50 to 74, and J-shaped for men aged 35 to 
49. The associations remained significant when adjust¬ 
ing for age, relative weight, income, education, physical 
activity, cigarette use, and untimed urinary sodium to 
creatinine ratio. In women, alcohol use was associated 
significantly with blood pressure only in those above 
age 49 and was more striking in those not taking 
estrogens. This association was independent of the 
same variables as for the men. There was no threshold 
or plateau effect in men, although in women aged 50 to 
74, consumption of greater than two drinks per day was 
associated with the most significant rise in systolic 
blood pressure. 

Several prevalence studies also have examined the 
relationship between hypertension and alcohol con¬ 
sumption. Klatsky et al. in data from the Kaiser Per- 
manente pre-paid health plan, found a risk ratio for 
hypertension (BP > 160/95) of 2.4 for white males, 1.8 
for white females, 1.5 for black males, and 1.6 for black 
females comparing heavy drinkers with nondrinkers. 5 
Dyer and co-workers found a risk ratio of 1.6 for hy¬ 
pertension (BP > 160/95) comparing problem drinkers 
with nonproblem drinkers and a risk ratio of 1.8 com¬ 
paring heavy drinkers (> six drinks per day) with 
nonheavy drinkers in 1,900 Chicago Western Electric 
employees. 8 Criqui, in his report of the Lipid Research 
Clinics Prevalence Study, showed that men aged 35 
years or greater who consumed more than five beverages 
per day were 1.5 to 2 times more likely to be hyperten¬ 
sive (BP > 160/95) than were nondrinkers. 6 

The population attributable risk for hypertension due 
to alcohol consumption also has been calculated. In the 
1980 Australian Risk Factor Prevalence Study, 11 per¬ 
cent of hypertension in men and 1 percent in women 
could be attributed to moderate alcohol consumption. 9 
In still another study, the population attributable risk 
in men was as high as 12 percent for a systolic blood 
pressure >160 mm Hg due to alcohol consumption of 
four or more drinks per day. 10 

Prospective Epidemiologic Studies 

Several prospective epidemiologic studies have added 
further support for an association between alcohol con¬ 
sumption and blood pressure. The earliest of these was 
the Chicago People’s Gas Company Study reported by 
Dyer et al. in 1977. 11 Those employees classified as 
problem drinkers were found to have a greater increase 
in systolic and diastolic blood pressure over a four-year 
period than those classified as nonproblem drinkers. 


In the Zutphen Study, reported in 1985, the change 
in alcohol consumption was correlated with the change 
in blood pressure over a five-year period. 12 Blood pres¬ 
sure increased with increasing alcohol intake and de¬ 
creased with decreasing alcohol intake. The association 
was independent of change in body mass. 

Finally, it was found in the Albany Heart Study that 
men who stopped or decreased their alcohol intake had 
lesser increases in their average blood pressure over an 
18-year period. 13 This effect was independent of 
changes in weight, age, and smoking. 

Measurement of Alcohol Intake 

One criticism made of the association between alco¬ 
hol use and blood pressure is that the measurement of 
alcohol intake was crude in many of these epidemiologic 
investigations. Studies are difficult to compare because 
of differences in questionnaire design, categories of 
alcohol use, and the definition of problem drinkers. In 
particular, underreporting of alcohol intake may be 
common, especially in heavy consumers. This has led 
to the contention that abstainers may appear to have 
higher blood pressures than low-dose users because a 
significant number of heavy consumers with elevated 
blood pressures are denying their intake. However, this 
probably does not explain the curvilinear dose-response 
association since it seems just as likely that heavy 
consumers would underreport rather than deny their 
alcohol intake and be classified as low-dose users, 
thereby causing a proportional elevation in the blood 
pressures found in the “low-intake” group. 

To provide experimental support and to overcome 
some of these criticisms, clinical trials examining alco¬ 
hol consumption and blood pressure have been con¬ 
ducted recently. In 1984, Potter and Beevers studied 
the effect of alcohol on blood pressure in 16 men with 
hypertension who regularly drank up to 80 grams (ap¬ 
proximately 3 beverages) of alcohol daily. 14 Antihyper¬ 
tensive treatment was stopped two weeks before the 
men were admitted to a hospital. Blood pressures re¬ 
mained high in eight patients who continued their 
regular alcohol consumption up to the fourth day after 
admission. In the next four days no alcohol was con¬ 
sumed and blood pressures fell significantly. Systolic 
pressure fell an average of 15 mm Hg and diastolic an 
average of 6 mm Hg. Reintroduction of alcohol pro¬ 
duced statistically significant increases in both systolic 
and diastolic pressures to prestudy levels. 

In 1985, Puddey and co-workers reported the results 
of a randomized controlled clinical trial of alcohol con¬ 
sumption and blood pressure. 15 This was a 12-week 
cross-over study of 48 normotensive men who previ¬ 
ously consumed four to five drinks per day. The subjects 
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drank either three drinks per week or three drinks per 
day for six weeks. Both systolic and diastolic blood 
pressures were higher (4 mm Hg and 2 mm Hg respec¬ 
tively) during the high consumption period and fell 
significantly during the low consumption period. 

Mechanisms 

The mechanism for the effect of alcohol on blood 
pressure is not known. Data on the direct vascular 
effects of alcohol are equivocal. Recent data indicate 
that alcohol has both vasoconstrictor and vasodilatory 
effects depending upon the vascular bed. 16 

The role of catecholamines has been investigated in 
several studies. Urinary catecholamines appear to in¬ 
crease during acute and chronic alcohol consumption. 17 
Ireland and co-workers found that plasma epinephrine 
levels increased acutely along with blood pressure after 
alcohol ingestion in normotensive men. 18 In contrast, 
Arkwright and co-workers were unable to demonstrate 
elevated plasma catecholemines in chronic alcoholics. 19 
In addition, Potter found no significant differences in 
urine metanephrine concentrations after withdrawing 
alcohol in chronic alcoholics. 14 

An effect of alcohol on the renin-angiotensin system 
has also been postulated. Linkola examined plasma 
renin activity, aldosterone, and cortisol in young 
healthy men who were on a constant sodium and po¬ 
tassium diet. Plasma aldosterone initially declined dur¬ 
ing ethanol loading, but during the subsequent three 
hours when ethanol levels were declining, plasma al¬ 
dosterone rose about twofold. 20 No changes in plasma 
renin activity or plasma cortisol occurred during the 
first three hours. Plasma renin activity did not become 
elevated until the hangover phase, some 14 to 16 hours 
later. 

In another study, plasma renin concentration was 
found to be increased twofold in chronic heavy drinkers, 
although this elevation did not correlate with blood 
pressure. 21 Beevers and co-workers reported elevated 
plasma renin activity in 28 of 48 chronic alcoholics and 
raised plasma renin aldosterone in 7 of 48. 22 All values 
returned to normal by the seventh day after alcohol 
withdrawal. In contrast, Arkwright found no difference 
in renin activity, angiotensin II, aldosterone, cortisol, 
and free and sulfated norepinephrine and epinephrine 
levels comparing moderate and heavy drinkers to non¬ 
drinkers. 19 

The association between alcohol and blood pressure 
may be related to the temporal sequence of alcohol use 
and blood pressure measurement. In other words, dur¬ 
ing the period of alcohol withdrawal, the severity of 
which is probably related to the extent of prior alcohol 
intake, there is an excess adrenergic discharge, which 


increases blood pressure until withdrawal is complete. 
Many studies require an overnight (or 12-hour) fasting 
period, during which subclinical alcohol withdrawal 
may be occurring. Similarly, patients are known to 
diminish alcohol intake before visiting a clinic or phy¬ 
sician. Therefore, blood pressure elevations can be di¬ 
rectly related not only to the amount of alcohol con¬ 
sumed but also to the pattern of consumption in the 
interval between last alcohol use and blood pressure 
measurement. If the withdrawal hypothesis is at least 
partially correct, several implications emerge. First, in 
future studies of alcohol and blood pressure, drinking 
patterns in the interval between last alcohol use and 
blood pressure determination should be recorded. Sec¬ 
ond, the clinician evaluating a potentially hypertensive 
patient should take a detailed history of patterns of 
alcohol use, particularly in the 48 hours before the visit, 
to determine hypertension reversibility and to evaluate 
the response to therapy. 

Finally, it has been suggested that the association of 
blood pressure and alcohol may not be causal but in¬ 
stead due to various accompaniments in the life-style. 
Heavy drinkers are more likely to smoke, may weigh 
more, may be less physically active, and may have a 
different diet than teetotalers or light drinkers. Com¬ 
pliance with hypertensive medications may vary with 
alcohol intake as suggested by data from the North 
Karelia (Finland) Project. 23 However, several studies 
adjusted for many of these factors and continued to 
find a significant association between alcohol consump¬ 
tion and blood pressure. 

Alcohol and Stroke 

The effect of alcohol consumption on blood pressure 
may have particular implications for the development 
of stroke. It is important to review these data as part 
of an overview of alcohol and blood pressure. 

Hillbom and Kaste studied 100 consecutive patients, 
aged 15 to 55, with acute ischemic brain infarction 
verified by computed tomography, angiography, or 
brain scanning. 24 In 40 cases, the onset of symptoms 
was preceded within 24 hours by alcohol intoxication. 
Alcohol intoxication preceding brain infarction was 4 
to 7 times as common in men and 6 to 15 times as 
common in women as intoxication in the general Fin¬ 
nish population of the same age and sex. Heavy drink¬ 
ing was twice as common in men and fives times as 
common in women in these 40 cases as was heavy 
drinking in the general Finnish population of the same 
age and sex. The ethanol-induced risk was highest in 
middle-aged women and young men. These authors also 
reported on associations between cerebral hemorrhage 
from ruptured aneurysm and cerebral hemorrhage in 
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general associated with alcohol intoxication. 25 In 37 of 
172 consecutively presenting patients with primary sub¬ 
arachnoid hemorrhage (22 percent), the onset of symp¬ 
toms was preceded within 24 hours by alcohol intoxi¬ 
cation. Alcohol intoxication preceding subarachnoid 
hemorrhage was 2 to 3 times as common in men and 2 
to 13 times as common in women as alcohol intoxication 
in the general Finnish population. 

Kozarevic et al. examined the seven-year incidence 
of stroke mortality in the Yugoslavia Cardiovascular 
Disease Study. An age-adjusted dose-response relation¬ 
ship was found, with a relative risk of stroke mortality 
of 2.9 for 4 beverages per week ranging up to 8.9 for 60 
or more beverages per week. Multivariate analysis that 
included age, systolic blood pressure, cholesterol level, 
and cigarette use resulted in a positive but no longer 
significant coefficient for alcohol consumption. How¬ 
ever, when blood pressure was omitted from the analy¬ 
sis, the association of alcohol consumption to stroke 
mortality was significant, suggesting that alcohol in¬ 
duced hypertension is an underlying mechanism. 26 

Conclusions and Recommendations 

Consistent epidemiologic evidence indicates that the 
consumption of three or more alcoholic beverages per 
day is associated with elevated blood pressures and as 
much as 10 percent of hypertension. The effect of 
alcohol in elevating blood pressure appears to be par¬ 
ticularly prominent in men. In persons with a heavy 
alcohol intake, the withdrawal of alcohol or its restric¬ 
tion is likely to result in a decline in blood pressure, at 
least in the short term. Even in normotensive patients, 
the restriction of alcohol may prevent or retard the 
development of hypertension. The risk of stroke also 
may be lowered by restricting alcohol intake in heavy 
users, particularly in those under age 55. The effect of 
alcohol on blood pressure is probably independent of 
other risk factors for hypertension, but the specific 
pathophysiologic mechanism is unknown. 

Although a number of studies show a linear dose- 
response relationship between alcohol consumption and 
blood pressure, frequently with a threshold at two to 
three drinks per day, several studies suggest that a J- 
or U-shaped dose-response relationship exists with ab¬ 
stainers having higher blood pressures than those who 
drink one to two drinks per day. This curvilinear asso¬ 
ciation is found more commonly in women than in men. 
Whether there is truly a hypertensive effect with low- 
dose alcohol consumption remains unclear, as other 
factors related to both blood pressure and patterns of 
alcohol consumption may be causing this curvilinear 
association. Until further research sheds light on this 
effect, it is unwise to consider low-dose consumption as 


a potential therapy for hypertension. 

Overall, the data suggest it is important for the 
physician to obtain a careful drinking history and to 
encourage hypertensive patients to restrict their alcohol 
intake to two beverages or less per day. This should 
improve blood pressure directly, as well as improve 
compliance with medications and other aspects of life¬ 
style related to hypertension. It is also important for 
the physician to identify those patients who no longer 
have adequate control of their drinking habits. Some¬ 
times this can be done by asking routine questions 
about the quantity and frequency of alcohol use, but 
identification often requires a more sensitive alcohol- 
abuse screening test such as the CAGE or the Michigan 
Alcoholism Screening Test (MAST). 27 Biochemical 
markers such as the mean cell volume (MCV) or the 
gamma-glutamyltransferase (GGT) can also be of as¬ 
sistance in diagnosing alcohol abuse. 28 Uric acid also 
may be a marker, although weaker than the MCV or 
GGT. 

Although it remains important to conduct studies to 
determine the long-term effect of reduction in alcohol 
consumption on blood pressure, at this time it seems 
prudent for physicians to consider alcohol consumption 
a risk factor for hypertension that is important to target 
for intervention. 
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A New National Approach to Lowering 
Blood Cholesterol 

ROGER SHERWIN MB, BChir and CAROL LEWIS ScD 

The National Cholesterol Education Program, modeled on the successful National 
High Blood Pressure Education Program, recently published new national guidelines 
for detection, evaluation, and treatment of blood cholesterol in adults. Two comple¬ 
mentary approaches, one “clinical” and the other “public health,” form a coordinated 
national strategy. The rationale for the primary prevention of cardiovascular heart 
disease by a public health intervention aimed at shifting the distribution of cholesterol 
levels in the entire population to a lower range is discussed here. 


The new national guidelines for detection, evaluation 
and treatment of high blood cholesterol in adults are 
remarkable in several respects. There is a shift in the 
concept of “normal,” usually based on a population 
distribution, to the concept of “desirable,” based on a 
coronary heart disease risk curve. Age-specific cut 
points for desirable blood cholesterol levels have been 
eliminated, reflecting the realization that physiologi¬ 
cally (at least up to menopause), blood cholesterol need 
not increase with age. And a “clinical” and a “public 
health” approach now are presented as entirely comple¬ 
mentary, representing a coordinated national stragegy. 
Each of these issues has a precedent in the extensively 
discussed and periodically revised high blood pressure 
diagnosis and treatment recommendations endorsed 
over the past 16 years by the National High Blood 
Pressure Education Program, the model on which the 
National Cholesterol Education Program is based. 

Now that the validity of the “lipid hypothesis” has 
been directly established in man, the case for reducing 
blood cholesterol to avoid or to postpone coronary 
heart disease (CHD) in those at the upper extreme of 
the population range of blood cholesterol is overwhelm¬ 
ing. 1-3 What is less obvious and has not been directly 
demonstrated by experiments in man is the desirability 
of lowering blood cholesterol in the much larger number 
of individuals in the middle of the range or, especially, 
in the lower end of the range. 

We discuss the primary prevention of coronary heart 
disease by intervening on the population as a whole, as 
advocated by the new adult treatment guidelines. These 
endorse an overall public health strategy aimed at shift¬ 
ing the distribution of cholesterol levels in the entire 
population to a lower range to complement the patient- 
based approach that seeks to identify and treat individ¬ 
uals at high risk. 


Dr. Sherwin is Professor, Department of Epidemiology and Pre¬ 
ventive Medicine, University of Maryland School of Medicine, Bal¬ 
timore. Dr. Lewis is Research Assistant Professor in the Department 
and Executive Director, Maryland Commission on High Blood Pres¬ 
sure and Related Cardiovascular Risk Factors, Department of Health 
and Mental Hygiene, Baltimore. 


Estimation of Risk and Impact 
of Risk Reduction 

The best available evidence suggests that the risk of 
CHD starts to increase beginning at the lowest observed 
levels of serum cholesterol. The most convincing dem¬ 
onstration of this is provided by the recently published 
results of the follow-up of 356,222 men, aged 35 to 57, 
6 to 8 years after they were screened to assess their 
eligibility for the Multiple Risk Factor Intervention 
Trial (MRFIT). 4 The approximately two million per¬ 
son-years of experience provided by these data are an 
order of magnitude larger than the data of any other 
comparable study, which implies a correspondingly 
greater degree of precision in the estimation of risks 
than had been possible with previous studies. The risks 
associated with various levels of serum cholesterol are 
shown in the Table. It is clear that risk increases 
gradually from the lower end of the distribution; there 
is no point below which an individual can be said to be 
free of risk associated with the level of serum choles¬ 
terol. 

A further consideration that leads us to believe it is 
desirable to lower the serum cholesterol levels of all 
members of the population is a consequence of the first. 
While those above the 80th percentile of the MRFIT 
population (or >244 mg/dl) are at the highest absolute 
risk (11 deaths per 1,000 person years), they account 
for less than two-fifths (38 percent) of all the cases of 
coronary disease in the population. Identifying, treat¬ 
ing, and successfully preventing CHD in these individ¬ 
uals, while desirable, would not solve the problem of 
the overall burden of CHD in the population. The 
remaining 80 percent of the MRFIT population account 
for 62 percent of the cases. Even the 50 percent of 
individuals below the median (212 mg/dl) still account 
for 30 percent of the CHD cases. In other words, to 
obtain the full benefit of this intervention it is necessary 
to lower the serum cholesterol levels in the entire 
population. 

It is important to distinguish between the impact on 
the individual and the impact on the population. Those 
individuals above the 90th percentile of serum choles¬ 
terol who are identified by screening and are aggres¬ 
sively treated by diet (and if necessary, drugs) may have 
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Table. Serum Cholesterol and Six-year CHD Mortality in Deciles of Men Screened for MRFIT 

(n = 356,222) 


Decile of serum Approximate 


cholesterol* * 

Number 

Percentage 

Rate per 

Relative 

(mg/dl) 

of deaths 

of deaths 

1,000** 

risk** 

<167 

95 

4 

3.2 

1.00 

168-181 

101 

4 

3.3 

1.05 

182-192 

139 

6 

4.2 

1.31 

193-202 

149 

7 

4.2 

1.33 

203-212 

203 

9 

5.4 

1.72 

213-220 

192 

9 

5.8 

1.84 

221-231 

261 

11 

6.9 

2.20 

232-244 

272 

12 

7.4 

2.33 

245-263 

352 

16 

9.1 

2.88 

>264 

494 

22 

13.1 

4.13 


Source: Stamler, J.; Wentworth, D.; Neaton, D. “Is Relative Risk of Premature Death from Coronary Heart Disease Continuous and Graded?” 
JAMA 256(1986):2823-28. 

* The deciles divide the population into tenths in order of serum cholesterol levels. 

** Age adjusted. 


their risk of CHD very substantially reduced, perhaps 
by an average of 50 percent. On the other hand, those 
individuals below the 80th percentile who choose to 
lower their cholesterol by moderate dietary changes 
may lower the risk by as little as 10 percent, a reduction 
not particularly impressive to the individual concerned. 
However, this relatively minor intervention in the large 
number of individuals at moderate risk would prevent 
more cases of coronary heart disease than the major 
intervention in the small number of individuals at high 
risk. 

If successful, the moderate intervention would have 
greater impact on public health, although the impact 
on any given individual in terms of risk reduction would 
be smaller. Although the “public health” approach of 
intervening on the whole population and the “clinical” 
approach of screening and intervening on those at 
highest risk have sometimes been presented as mutually 
exclusive and competitive, the new guidelines reflect 
the more recent near-consensus that these two ap¬ 
proaches are in fact complementary and compatible 
and should be pursued simultaneously. 

Analogy between Blood Cholesterol 
and Blood Pressure 

The strategy for reducing morbidity and mortality 
attributable to blood cholesterol has much in common 
with the strategy for reducing the morbidity and mor¬ 
tality attributable to blood pressure. As with blood 
cholesterol, the risk of mortality attributable to blood 
pressure increases from the lowest values in the popu¬ 
lation; as a consequence of this, the major part of the 
mortality occurs below the levels generally recognized 


as abnormal (>90 mm Hg diastolic). While there was 
early consensus on the desirability of treatment for 
those at the highest levels of blood pressure, only re¬ 
cently has the desirability been recognized of shifting 
the distribution of blood pressure of the whole popula¬ 
tion to the left. Although pharmacological treatment is 
considered an appropriate intervention for individuals 
at the highest levels of both serum cholesterol and blood 
pressure, such measures should not be used to shift the 
population distribution of either blood cholesterol or 
blood pressure. Instead, interventions on dietary com¬ 
position and body weight are recommended for the 
majority of the population. The most important change 
in diet to achieve lower blood cholesterol is a reduction 
in saturated fat, and the most important change in diet 
to achieve a reduction of blood pressure is a reduction 
of sodium. Reductions in excess body fat obtained by 
caloric limitation and increased physical activity have 
a favorable effect on both risk factors. 

The analogy between blood cholesterol and blood 
pressure also applies to the effect of age and the ques¬ 
tion of whether cut points to define indications for 
various forms of treatment should be age dependent. 
The fact that both blood cholesterol and blood pressure 
tend to increase with age (in the US population) does 
not imply that these increases are desirable. 

The concept that higher levels of blood cholesterol 
and blood pressure should be accepted without inter¬ 
vention in older people is based on the assumption that 
the observed increase in these measures is physiological. 
There are good reasons to believe that under optimal 
environmental and dietary conditions neither blood 
cholesterol nor blood pressure increase appreciably dur¬ 
ing adult life (except for an increase in the blood cho- 
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lesterol of women after the menopause). Most of the 
observed increases in blood cholesterol are attributable 
to increases in body fat and dietary saturated fat and 
cholesterol that occur with age. Similarly, most of the 
observed increases in blood pressure are attributable to 
increases in body fat and dietary sodium that occur 
with age. After much debate, the definition of cut points 
as indicators for various forms of treatment for blood 
pressure were dissociated from age several years ago. 
The new cholesterol guidelines already have eliminated 
age-specific cut points for defining undesirable blood 
cholesterol levels. 

It is to be hoped that the unprecedented success 
achieved by the National High Blood Pressure Educa¬ 
tion Program over 16 years can be emulated by the 
National Cholesterol Education Program, which has 
been modeled on the earlier program designed to reduce 
the morbidity and mortality attributable to blood pres¬ 
sure in the US population. The NCEP has been able to 
use much of the scientific base and the experience of 
the NHBPEP to move quickly to consensus on defini¬ 
tions and treatment issues; it has inaugurated a public 
awareness and education campaign; and it has provided 
detection, evaluation, and treatment guidelines to phy¬ 
sicians. Like the blood pressure guidelines (now in 
fourth revision), the cholesterol guidelines will continue 
to be refined and revised, particularly with regard to 
new drugs and to children. Meanwhile, the new guide¬ 
lines offer the physician the most specific available 
information to assist not only with the treatment of the 
patient with very high levels of blood cholesterol but 
also in counseling the many patients who will be seeking 
advice on reducing the future risk of CHD for them¬ 
selves and their families. 
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Family Oriented Cardiovascular Risk Screening 

and Intervention 

DAVID A. MEYERSON MD and NANCY C. SANTANELLO MD 

How to attract high-risk young and middle-aged adults into cardiovascular risk¬ 
screening and intervention programs and who in the pediatric population to screen 
are important and only partially answered questions. We demonstrate that a school- 
based family oriented program can attract into the health care system a significant 
number of high-risk adults who otherwise might not have been identified. Screening 
only those children with a positive family history would have failed to identify almost 
half the higher-risk children in our study. We urge more widespread recognition 
among the general medical community of the familial nature of cardiovascular disease 
and of the possibilities for risk modification of entire family units. 


The linear relationship between cholesterol and cor¬ 
onary artery disease in adults is now clear, 1 3 and sub¬ 
stantial indirect evidence links elevated cholesterol lev¬ 
els and future coronary artery disease in children. A 
study of 560 boys, aged 7 and 8 years, from 16 countries 
showed that the lowest serum cholesterol occurred in 
three West African countries where the prevalence of 
coronary artery disease is very low. The highest levels 
occurred in boys from several European countries and 
the United States where the prevalence is the highest. 4 
A high correlation also existed between the mean serum 
cholesterol levels and the availability of animal prod¬ 
ucts per capita, suggesting a link between diet and 
cholesterol levels. 

Evidence shows that atherosclerotic diseases and risk 
factors cluster among family members. 5 Elevated serum 
cholesterol levels have been reported to occur more 
frequently in children whose parents have had a pre¬ 
mature myocardial infarction. 6 Lee et al. studied chil¬ 
dren from families in which the father had angiograph- 
ically diagnosed coronary artery disease before age 50; 
a higher-risk lipid distribution was found in these chil¬ 
dren compared to those in the Lipid Research Clinic 
(LRC) population studies. 7 Studies suggest that risk 
factors for coronary artery disease in children are pre¬ 
dictive of risk factors in the parents and vice versa. In 
addition to being correlated with their family members’ 
levels, cholesterol measurements in children in the Bea¬ 
ver County experience have shown a good predictive 
value for their own future adult cholesterol levels. 8 The 
Bogalusa Heart Study showed a similar trend for LDL- 
cholesterol levels. 9 

Several studies have demonstrated that the athero¬ 
sclerotic process begins in childhood. Pathologic studies 
performed during the Korean and Vietnam wars on 
young American men demonstrated the presence of 
premature atherosclerotic plaques in the aorta and cor- 
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onary vasculature. 10,11 The Bogalusa Heart Study 12 
showed that the lipoprotein profile predicted even the 
earliest stages of grossly visible atherosclerosis in the 
young. Aortic fatty streaks were strongly related to total 
and LDL-cholesterol, and were inversely related to the 
HDL-cholesterol/total cholesterol ratio. 


CARES 

The purpose of the Cardiac Risk Evaluation Study 
(CARES) was to determine the feasibility and effec¬ 
tiveness of a school-based family oriented program for 
cardiovascular disease risk-factor identification and in¬ 
tervention. Unlike other studies 6,7 that examined only 
children believed to be at high risk (based on a parental 
history of coronary artery disease) the present study 
screened volunteer families considered to be healthy. 
The study tested the assumption that young and mid¬ 
dle-aged adults who otherwise might not have entered 
the medical system for evaluation could be screened by 
involving them in the screening process for their chil¬ 
dren. Advances in techniques to measure total and 
HDL-cholesterol fractions without venipuncture (re¬ 
cently reported by the authors) 13 now make mass 
screening of both adults and children more feasible and 
cost effective. Additionally, the investigators antici¬ 
pated that by focusing parental concerns about their 
children’s future health the parents would be more 
willing to change the dietary habits of the entire family. 

The objectives of this study were to: 

• Motivate parents’ participation in screening, educa¬ 
tion and disease prevention based on a concern for their 
children’s health by offering a family health care ex¬ 
perience. 

• Identify children and their parents whose elevated 
risk for future cardiovascular disease previously was 
unknown. 

• Focus cardiovascular disease prevention as a family 
problem, not an individual problem. 

• Offer counseling to the entire family (particularly to 
the person(s) responsible for food buying and prepara¬ 
tion) about decreasing serum cholesterol through die- 
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tary modification. 

• Motivate parents to restructure family dietary habits 
to lower cholesterol out of concern for the long-term 
health of their family. 

Methods 

Participants for the Cardiac Risk Evaluation Study 
were enrolled from volunteer families whose children 
attend the Beth Tfiloh School in Baltimore. Family 
members were invited to attend one of eight screening 
sessions held at the school over a three-week period in 
December 1986. 

At the screening session the parents completed a 
questionnaire for the family. The questionnaire asked 
demographic data on both the parents and the children. 
A family medical, genetic, and life-style history was 
included to determine whether any family member had 
been identified previously as having a risk factor for 
cardiovascular disease. In order to provide complete 
family historical data, information regarding absentee 
parents was requested. The parents also were ques¬ 
tioned whether they would be willing to modify their 
present diet if their child was identified as having an 
elevated cholesterol level. While the parents were com¬ 
pleting the questionnaire, the children were entertained 
and educated with films and cartoons provided by the 
American Heart Association, Maryland Affiliate Inc. 

Each family member had weight, height, and blood 
pressure measurements taken, the latter following 
American Heart Association standards. 

A blood sample was taken from each child and adult 
via a sterile lancet finger-stick technique. The total and 
HDL-cholesterols were analyzed using Kodak Ek- 
tachem DT60 autoanalyzers by the method previously 
described. 13 

Evaluation of the questionnaire and the measured 
parameters identified a subset of the study population 
with elevated risk for cardiovascular disease. Guidelines 
for cholesterol levels in adults and children were 
adopted from the NIH Consensus Conference on Blood 
Cholesterol, December 1984. Recommended levels for 
the HDL/total cholesterol ratio were based on data 
from the Lipid Research Clinics Study. Elevated risk 
in adults was represented by total cholesterol greater 
than 200 mg/dl, and HDL/total cholesterol ratio less 
than 0.22. Elevated risk in children was represented by 
total cholesterol greater than 170 mg/dl, and HDL/ 
total cholesterol ratio less than 0.25. Blood pressure 
guidelines for adults followed those recommended by 
the Joint National Committee on High Blood Pressure 
(JNC-III). The abnormal blood pressure levels for chil¬ 
dren by age group were identified using the Report of 
the Second Task Force on Blood Pressure Control in 


Children (1987). 

Any family with at least one member identified at 
increased risk was invited to attend a series of seminars 
designed to offer methods of changing modifiable risk 
factors. Participation of the entire family was strongly 
encouraged. The series covered the magnitude of car¬ 
diovascular disease in the United States, the diet-cho¬ 
lesterol-cardiovascular disease connection, a general 
diet guideline, food label reading, shopping, school 
lunch and snack alternatives, Kosher diets, benefits of 
exercise and normalization of blood pressure, and risks 
of smoking. The presentations included lecture format, 
slides, practice food label reading, hand-outs, and ques- 
tion-and-answer periods. 

General dietary intervention guidelines included rec¬ 
ommendations to maintain caloric intake based on 
growth and activity level of children, while decreasing 
total fat and saturated fat. The diet prescription con¬ 
formed to the guidelines of the American Heart Asso¬ 
ciation Phase I diet. Recommendations provided prac¬ 
tical ways to decrease total dietary fat to 30 percent of 
calories and saturated fat to less that 10 percent of 
calories, to increase complex carbohydrates to 50 to 55 
percent of calories, to replace saturated fat with mon- 
ounsaturates and polyunsaturates, and to limit dietary 
cholesterol to less than 300 mg per day. 

The authors plan to rescreen persons identified as 
being at increased risk in the near future to determine 
the effectiveness of the intervention on long-term die¬ 
tary compliance. 

Preliminary Results 

A total of 468 individuals volunteered for the screen¬ 
ing program, including 235 adults (107 males, 128 fe¬ 
males) and 233 children. An estimated one-third of all 
eligible children participated, with an approximately 
equal number of boys and girls. 

The overall age range of participating children was 
from 2 to 20 years. The largest subpopulation of chil¬ 
dren, 44 percent (103/233), ranged in age from 5 to 9 
years. Of the 109 family units screened, 86 percent (94/ 
109) included the male parent. The vast majority (86 
percent or 92/107) of participating male adults were 
between the ages of 30 and 50 years. Similarly, 84 
percent (107/128) of the female adults were between 30 
and 50 years of age. 

A total of 130 questionnaires were completed. In the 
absence of 16 fathers and a mother, historical infor¬ 
mation was provided by the participating parent. A 
positive family history for premature cardiovascular 
disease was reported in 22 percent of families (29/130). 
Twenty-nine percent of the mothers and 23 percent of 
the fathers stated they believed they already were fol- 
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lowing a low fat diet. 


Discussion 


Fifty-one percent (119/235) of the adults 
and 50 percent of the children (114/228) 
demonstrated total cholesterol values above 
the recommended level. 


The mean total cholesterol level for the adult male 
participants was 206.1 mg/dl (SD +/— 37.6), while for 
the female participants the mean was 197.5 mg/dl (SD 
+/— 34.2). The mean total cholesterol level for children 
was 169 mg/dl and 182 mg/dl for males and females 
respectively, as compared to LRC data of 160 mg/dl 
and 164 mg/dl for males and females respectively. For 
all children as a group, the mean total cholesterol value 
was 173.1 (SD +/- 28.2). 

When the relationship for total cholesterol between 
parents and children was analyzed by both age group 
and sex of the child, the correlation was strongest for 
fathers to their male children (R range .389 to .511, p 
< .001). A statistically significant correlation was also 
found between fathers and their female children and 
for mothers to both female and male children. In gen¬ 
eral, therefore, children with high cholesterol levels 
were predictive of parents with high cholesterol levels. 

We compared and contrasted the number of hyper- 
cholesterolemic children with a high-risk family history 
with those hypercholesterolemic children whose family 
history was unremarkable. Only 27 percent of the chil¬ 
dren would have been tested if the decision to screen 
was determined by positive family history criteria alone. 
Since half the children had an elevated total cholesterol 
level, almost half the higher risk children would, there¬ 
fore, never have been screened. Conversely, we were not 
able to differentiate children with elevated serum cho¬ 
lesterol from those with normal levels, based only on a 
positive family history of premature cardiovascular dis¬ 
ease. 

After initial data analysis was performed, families 
with higher-risk members were notified and invited to 
attend our counseling sessions. There were 78 percent 
(85/109) of families with at least one higher-risk indi¬ 
vidual; virtually half those families (49 percent; 42/85) 
were represented in the intervention. Overall, 60 adults 
from 42 families attended these sessions. 

High-risk parents then were asked to determine their 
likelihood of participation in a cardiovascular screening 
and risk modification program were it not for the family 
oriented focus of CARES. Eighty-three percent of the 
high-risk parents responded they would not have par¬ 
ticipated. 


The National Cholesterol Education Program rec¬ 
ommends that all adults know their cholesterol level; 
however, many young and middle-aged adults never 
seek preventive medical care while they are asympto¬ 
matic. Additionally, many adults are resistant to mak¬ 
ing life-style changes for themselves, particularly 
changes in diet. Therefore, a twofold problem exists for 
the health care provider: first, how to attract asympto¬ 
matic adults into the screening process while effective 
primary prevention is still possible, and second, how to 
make the recommended long-term dietary and life-style 
changes acceptable to them. Other cholesterol-screen¬ 
ing programs have attracted predominantly late middle- 
aged and elderly segments of the population. Using a 
school-based family oriented model, we have attracted 
one of the highest-risk target populations—the 30 to 50 
year olds, especially males, who heretofore have been 
difficult to attract and maintain in preventive medicine 
programs. 

Unlike the policy for adults, mass screening of chil¬ 
dren for cholesterol levels is a controversial issue. At 
this time, screening for elevated cholesterol by pedia¬ 
tricians is generally limited to children from families 
with a history of premature heart disease. Several fac¬ 
tors contribute to the present practice among pediatri¬ 
cians to screen only those children believed to be at 
high risk due to family history: 

• the controversy regarding the ideal cholesterol level 
for children among some members of the pediatric 
community 

• questions concerning efficacy and safety of a lower 
fat diet for children (malabsorption of fat-soluable vi¬ 
tamins, delayed onset of puberty, diminished growth, 
anemia, cognitive and affective disorders, and micro¬ 
nutrient deficiencies) 

• the assumption that mass screening of all children 
will not be cost effective due to an expected low yield 
of children with elevated cholesterol levels 

• the widespread but incorrect belief that cholesterol 
levels in children are not predictive of their future adult 
levels 

The present evidence clearly suggests that screening 
children for elevated cholesterol levels may help iden¬ 
tify those at risk of future coronary artery disease, 
despite the prevalent practice of screening only those 
children with a strongly positive family history of pre¬ 
mature cardiovascular disease. If only those children 
identified at high risk through family history are 
screened, it is conceivable that as many as half the 
children with elevated cholesterol levels will be missed. 
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For high-risk children, detection may be delayed until 
one of their parents develops clinically manifest disease, 
at which time the atherosclerotic process may be well 
advanced in the children, and intervention may not be 
as effective. Our study points out that, even in a medi¬ 
cally sophisticated community with access to excellent 
medical care, half the children of our so-called “normal” 
(that is, asymptomatic and without high-risk history) 
parents will have previously undetected cholesterol lev¬ 
els well in excess of the currently recommended values. 

Our study has shown that the power of family con¬ 
cern, in particular parental concern for offspring, at¬ 
tracts a large number of high-risk asymptomatic adults 
into screening who otherwise would not have been 
identified. We also demonstrated the strong correlation 
between these high-risk asymptomatic adults and their 
asymptomatic but equally high-risk offspring. 


Conclusions 

Therefore we conclude that 

• a more widespread recognition of the familial nature 
of atherosclerotic cardiovascular disease by the general 
medical community is necessary. 

• screening by high-risk history criteria alone does not 
adequately identify all higher-risk children. 

• school-based family oriented screening is an effective 
method to attract into the health care system asymp¬ 
tomatic high-risk young and middle-aged adults who 
otherwise may not be identified. 

• studies of early dietary intervention, such as the 
National Heart, Lung and Blood Institute Dietary In¬ 
tervention Study in Children (DISC) (presently in re¬ 
cruitment) are needed. 
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Hyperlipidemia: Treatment with Lipid-Lowering 

Agents 

JOHN C. LaROSA MD 

Treatment of lipid abnormalities involves dietary alterations and, sometimes, drug 
therapy. While many patients do very well with dietary intervention alone, a substan¬ 
tial minority require the addition of a lipid-lowering drug to bring circulating lipid 
levels into an acceptable range. 


Recently completed clinical trials demonstrated that 
lowering of plasma low-density lipoprotein (LDL)-cho¬ 
lesterol levels is associated both with an arrest in the 
progression of coronary atherosclerosis and a lower risk 
of clinical manifestations of coronary disease, including 
myocardial infarction. 1,2 Reduction of blood cholesterol 
can be achieved by dietary changes and by use of 
medication. 


All patients with elevated lipid levels 
should be treated first with diet and then 
with drugs only if diet therapy is unsuccess¬ 
ful. A series of diets with increasing limita¬ 
tions on saturated fat and cholesterol (pro¬ 
posed by the American Heart Association) 
are useful for all patients with hyperlipide- 
mias regardless of how they are ultimately 
classified. In general, a trial of at least six 
months of diet therapy should be made be¬ 
fore drug therapy is prescribed. 


Initial Evaluation of Blood Lipids 

Three lipid parameters (total cholesterol, total tri¬ 
glyceride, and high-density lipoprotein (HDL)-choles¬ 
terol) are widely available for clinical decision making. 
Low-density lipoprotein (LDL) can be calculated from 
the previous three. Other lipid parameters, including 
measures of apoproteins, have been advocated as better 
predictors of coronary risk, but they have neither the 
availability, reliability, nor clinical and epidemiologic 
data base to warrant widespread clinical use at this 
time. 

Total cholesterol, which can now be measured by 
both finger-stick and automated methods, is perhaps 
the easiest screening device to identify individuals with 
lipid and lipoprotein abnormalities. There is general 
agreement that cholesterol levels over 240 mg/dl are 
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Some of this material has appeared in different form as “Drug 
Therapy for Lipid Disorders Selecting Appropriate Lipid-Lowering 
Agents.” Postgraduate Medicine 82(1987):103—11. 


associated with an accelerated risk of atherosclerosis, 
particularly in the coronary arteries. 3 Similarly, HDL- 
cholesterol (HDL-C) below 35 mg/dl are associated 
with accelerating coronary risk. 4 

A cut point for total triglyceride based on coronary 
risk cannot be as easily identified, since triglycerides 
are rather poor independent predictors of coronary risk. 
However a level of 250 mg/dl, representing about the 
95th percentile in the adult American population, is a 
handy reference point that has been endorsed by a 
consensus conference on treatment of triglyceride. 5 

LDL-cholesterol is important in terms of athero- 
genesis, and is a focus of the new Adult Treatment 
Guidelines from the National Cholesterol Education 
Program. 

In summary, a few key cut points will allow you to 
plan an intervention: 


Total cholesterol > 240 mg/dl (about 25 percent 
of U.S. adult population) 

Total triglyceride > 250 mg/dl 
HDL < 35 mg/dl 

LDL > 160 mg/dl (or > 130 if definite CHD 
or two other CHD risk factors; one is male sex) 


Patients with total cholesterol levels over 200 mg/dl 
on two occasions should be identified as candidates for 
intervention therapy. Those with levels between 200 to 
240 should be treated with diet alone, and retested after 
several months. Those with cholesterols over 240 
should have HDL-cholesterol and triglyceride deter¬ 
minations. Initially they also should be treated with 
diet, to both reduce weight, if necessary, and lower 
intake of saturated fat. 

Specific Lipid-Lowering Agents 

Lipid-lowering drugs may be divided conveniently 
into those that lower total cholesterol (more precisely, 
LDL-cholesterol) levels and those that lower triglycer¬ 
ide (that is, triglyceride-carrying lipoproteins, including 
VLDL, chylomicrons, and the metabolic remnants of 
both) levels (Table 1). All such drugs should be used 
sparingly, after a trial of dietary therapy, with continued 
dietary modification, and with the lowest possible dose 
necessary to achieve therapeutic goals. All have consid¬ 
erable side effects. In general, drugs should be used only 
if LDL-cholesterol is above 190 mg/dl in a patient with 
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Table 1. Specific Lipid-Lowering Agents 


Cholesterol lowering agents 

Daily Dose 

Bile acid sequesterants 

Cholestyramine (Questran) 

12-14 gm 

Colestipol (Colestid) 

15-30 gm 

Nicotinic acid 

1-6 gm 

Probucol 

250-1000 mg 

Neomycin 

1-2 gm 

Lovastatin 

20-80 mg 

Triglyceride Lowering 

Agents 

Nicotinic acid 

1-6 gm 

Gemfibrozil 

600-1200 mg 

Clofibrate 

1-2 gm 


no risk factors or above 160 mg/dl in a patient with two 
or more other coronary risk factors. 

Cholesterol-Lowering Agents 

• The bile acid sequestrants, cholestyramine 
(Questran) and colestipol (Colestid) are ion-exchange 
resins capable of binding bile salts and interrupting 
their enterohepatic circulation. This, in turn, stimulates 
the liver to synthesize LDL cell-surface receptors and 
remove LDL-cholesterol from the plasma so that it can 
be utilized in the synthesis of bile. The overall result is 
a fall in circulating LDL and therefore in total 
cholesterol levels. These drugs are unique in that they 
are not introduced into the blood stream but act entirely 
in the intestine. The incidence of serious internal side 
effects, therefore, is virtually zero, except in small 
children, in whom they may interfere with the 
absorption of fat-soluble vitamins. 

Currently available bile acid sequestrants are 
powders taken in liquid suspensions. Major side effects 
are gastrointestinal and include nausea, bloating, and 
constipation. All are ameliorated with time. 
Constipation sometimes requires the temporary 
addition of stool softeners to the patient’s regimen. In 
combination with a therapeutic diet, doses of up to 12 
grams of cholestyramine twice a day or 15 grams of 
colestipol twice a day are effective in lowering 
cholesterol levels approximately 25 percent. 

Evidence from both the Coronary Primary 
Prevention Trial and the NIH Type II Intervention 
Study indicates that long-term treatment with bile acid 
sequestrants is associated with a reduction in both the 
risk of coronary manifestations and the progression of 
coronary atherosclerosis. These drugs are useful in 
those patients with isolated elevated cholesterol levels. 

In patient with both high cholesterol and high 
triglycerides, bile acid sequestrants should be used 


cautiously or not at all, since they have a distinct 
tendency to raise triglyceride levels. This effect may 
occur even in patients whose triglycerides are not 
elevated prior to the initiation of therapy. Thus, it is 
important that not only cholesterol but also triglyceride 
levels be followed. In some patients, it may be desirable 
to add a triglyceride-lowering agent to bile acid 
sequestrants rather than to stop the drug. 

Bile acid sequestrants also have been used effectively 
in combination with nicotinic acid or other cholesterol 
lowering agents, including probucol (Lorelco) and 
HMG-CoA-reductase inhibitors (see below). 

Since bile acid sequestrants may bind other drugs (in 
particular, digitalis compounds, thiazides, 
anticoagulants, and thyroxine), it is important to 
separate their administration from that of other drugs 
by at least two hours. 

• Nicotinic acid, or niacin, is a B-vitamin; given in 
pharmacologic doses, it has substantial lipid-lowering 
effects. It acts by inhibiting the synthesis of 
lipoproteins in the liver and enhancing their breakdown 
by peripheral cells. It has many salutory effects, 
lowering both cholesterol and triglyceride levels and 
raising HDL levels. In doses of anywhere from one to 
six grams a day, it is useful in the treatment of all three 
groups of patients discussed. In a long-term follow-up 
of patients in the Coronary Drug Project who took the 
drug, coronary mortality rates were lower even though 
the drug had not been taken for several years. 6 

The major drawbacks of nicotinic acid are related to 
its side effects: in particular, the almost universal 
cutaneous vasodilation and flushing that occurs one or 
two hours after ingestation of the drug. This reaction, 
which is prostoglandin mediated, can be somewhat 
ameliorated by ingestion of an aspirin tablet half an 
hour before taking nicotinic acid. Other side effects 
include gastrointestinal cramping and nausea, 
decreased glucose tolerance, hyperuricemia, acanthosis 
nigricans and other skin rashes, and an increase in 
atrial arrhythmias. Despite episodic enthusiasm for the 
use of nicotinic acid, it is, in my opinion, a highly 
effective lipid-lowering agent whose usefulness is 
limited by annoying, although not generally dangerous, 
side effects. 

• Probucol (Lorelco) is a unique cholesterol lowering 
agent whose major action is to combine with LDL in 
the plasma, producing a particle that is more rapidly 
removed than normal LDL. It produces modest 
reductions in total and LDL-cholesterol of about 10 to 
15 percent. It has little effect on triglyceride levels. In 
addition to LDL lowering, however, probucol may cause 
a decline in HDL-cholesterol levels, sometimes 
proportionately larger than the LDL decline. 

Probucol is relatively free of side effects, although 
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some patients may complain of transient episodes of 
loose stools, perhaps related to the drug’s tendency to 
enhance bile secretion. In animals, the drug has been 
shown to increase the QT interval and epinephrine- 
induced ventricular arrhythmias. Increases in QT 
intervals also have been demonstrated in man, but there 
is no evidence they have any clinical significance. 
Nevertheless, the drug should not be used in those who 
already have a prolonged QT interval. 

Since the primary effect of probucol is to lower LDL 
levels, it is used in those with elevated cholesterols but 
normal triglycerides and HDL-cholesterol levels. HDL- 
cholesterol levels may be lowered by probucol and must 
be periodically followed. The significance of the 
probucol-induced decline in HDL is not entirely clear, 
since long-term therapy with probucol in familial 
hypercholesterolemia has been demonstrated to 
decrease the size of tendon and tuberous xanthomas. 7 
Until the clinical significance of the drop in HDL is 
better understood, a useful approach is to calculate the 
ratio of total cholesterol to HDL. If that ratio does not 
change with probucol therapy (that is, if there is a 
proportionate decrease in total HDL-cholesterol), the 
drug may be continued as long as HDL-cholesterol does 
not fall below 35. If the ratio rises (that is, if the fall in 
HDL-cholesterol is disproportionate), or if HDL- 
cholesterol falls below 35, the drug should be stopped. 

• Neomycin is an antibiotic that, given orally, is poorly 
absorbed. In the intestine, however, it precipitates bile 
salts and decreases the formation of cholesterol 
containing micelles, thereby interfering with 
cholesterol absorption. As long as kidney, liver, and 
gastrointestinal function are normal and the drug is not 
absorbed into the blood stream, the doses of neomycin 
necessary to achieve cholesterol lowering (1 gm twice 
per day) are well below those that may cause renal and 
eighth nerve toxicity. However, if neomycin is to be 
used, it is important that evidence of normal renal, 
liver, and gastrointestinal function be obtained prior to 
initiation of therapy. 

Side effects are otherwise inconsequential. The drug 
occasionally causes nausea and abdominal cramps. It 
may interfere the absorption of some digitalis 
preparations and should be separated by several hours 
from such drugs. 

Because of its potential toxicity, neomycin has not 
achieved widespread popularity. In combination with 
bile acid sequestrants, however, it has been shown to 
be quite effective, lowering total cholesterol levels by as 
much as 50 percent. 8 It is not useful in those whose 
triglycerides are elevated. In my opinion, there is 
insufficient experience with neomycin and sufficient 
concern about side effects to consider it a drug whose 
use should be limited to specialized lipid centers. 


• HMG-CoA-Reductase Inhibitors Agents that 
inhibit the action of 3-hydroxl-3-methyl-gluteryl-CoA- 
reductase (HMG-CoA-Reductase), the rate limiting 
enzyme in cholesterol biosynthesis, are being tested. 
One, Lovastatin (mevinolin), has been approved for 
general prescription in the United States. These drugs 
are highly effective agents with relatively few side 
effects. In a recently reported multicenter trial of 
lovastatin in patients with isolated hyper¬ 
cholesterolemia, reductions of total cholesterol levels of 
32 percent, of LDL-cholesterol levels of 39 percent, and 
elevations of HDL-cholesterol of 13 percent were found 
in patients given 40 mg twice a day. 9 

Thus far, proved side effects with these drugs have 
been few and have been limited to modest 
gastrointestinal complaints including flatulence and 
diarrhea. Small lenticular opacities have been detected 
in 1 to 13 percent of the patients taking the drug. Such 
opacities are common in middle-aged individuals in the 
absence of drug therapy, and the significance of their 
appearance is difficult to determine. Similarly, liver 
function abnormalities of uncertain significance have 
been detected in some patients. 

Alone or in combination with other cholesterol¬ 
lowering drugs, HMG-CoA-reductase inhibitors 
promise to be potent agents for the treatment of 
individuals with elevations of LDL-cholesterol. 

Triglyceride-Lowering Agents 

• Nicotinic Acid is used not only as a cholesterol¬ 
lowering agent but also as a triglyceride-lowering agent. 
Its effectiveness as well as its disadvantages have been 
reviewed above. 

• Fibric Acid Derivatives A series of drugs derived 
from fibric acid including clofibrate (Atromid) and 
gemfibrozil (Lopid) are useful in the treatment of 
triglyceride elevations. 10 Another member of this family 
of drugs, fenofibrate, not yet available in the United 
States, also has been found useful for lowering LDL- 
cholesterol. 11 In general, though, fibric acid derivatives 
have little effect on LDL. 

Despite decades of experience with clofibrate, its 
mechanism of action still is not completely understood. 
Catabolism of triglyceride-carrying lipoproteins such as 
VLDL, chylomicrons, and the metabolic remnants of 
both appears to be stimulated by all fibric acid drugs. 

Drugs of this class are useful in patients whose 
triglycerides are elevated. They are probably most 
useful in patients who have combined elevations of 
cholesterol and triglyceride. They are less effective in 
patients who have elevations of chylomicrons. 

As triglyceride levels fall with the use of these 
agents, HDL-cholesterol levels frequently rise. While 
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much is sometimes made of this effect, it should be put 
in perspective. Any regimen that lowers triglyceride 
levels is likely to raise HDL levels. It is important to 
note that there is no evidence these drugs are effective 
in raising HDL-cholesterol levels in individuals whose 
triglycerides are normal and whose only abnormality is 
a low level of HDL-cholesterol. Therapy with fibric acid 
derivatives also may raise LDL-cholesterol levels as 
triglycerides fall. As triglycerides fall below 500, 
therefore, it is useful to calculate the LDL-cholesterol 
levels and add a LDL lowering drug if LDL-cholesterol 
remains above 180 mg/dl. 

Adverse side effects with these drugs generally are 
minimal. Most have been described with clofibrate, 
probably because it is older and has been more widely 
prescribed. Side effects include an increase in lithogenic 
bile leading, in some patients, to cholelithiasis, to a 
syndrome of acute muscle tenderness associated with 
elevated plasma creatine phosphokinase levels, and to 
enhancement of coumadin anticoagulant effects. 12 

In the Coronary Drug Project, 13 clofibrate lowered 
triglyceride by 22 percent and cholesterol levels by 6 
percent but failed to affect cardiovascular mortality. In 
the World Health Organization Trial, 14 clofibrate was 
associated with an excess mortality from gastro¬ 
intestinal disease, including cancer. In the recently 
completed Helsinki study, 2 an 8 percent decline in 
LDL-cholesterol and a 10 percent increase in HDL- 
cholesterol were associated with a 30 percent decline in 
coronary risk in middle-aged, hypercholesterolemic men. 

Fibric acid derivatives should be used only after there 
has been an extended trial of both weight reduction and 
dietary therapy. Isolated triglyceride elevations, in the 
absence of any of these findings, should not be an 
indication for drug therapy unless they are over 1000 
mg/dl. 

Selection of Patients for Drug Therapy 

Persons who fail to reduce their total cholesterol 
levels below 240 and triglyceride levels below 250 by 
dietary changes should be considered candidates for 
drug therapy. It is important to remember that drug 
therapy for lipid disorders (as for hypertension) is a 
long-term investment for both the patient and the 
physician. Risks and side effects that may seem incon¬ 
sequential in the short term may take on added signif¬ 
icance when it is recognized that treatment will be 
carried on for years. Since commonly occurring diseases 
such as diabetes mellitus, nephrosis, renal failure, hy¬ 
pothyroidism, and alcoholism may cause or aggravate 
hyperlipidemia, 15 all patients with hyperlipidemia 
should undergo a thorough physical and laboratory 
examination before drug therapy is considered. 


Knowledge of the three primary lipid parameters 
(total cholesterol, HDL-cholesterol, and triglyceride) 
allows patients to be grouped broadly into categories 
that are useful in the selection of drug therapy. How¬ 
ever, these categories do not define genetic abnormali¬ 
ties. In fact, within each category there are several 
genetic abnormalities that may result in the overall 
pattern. These broad categories and the drugs most 
useful in each are summarized in Table 2. 

In Group A are patients with elevated levels of total 
cholesterol but with normal triglycerides and HDL or 
with slightly depressed HDL. 

The only lipoprotein that can account for elevated 
cholesterol in this group of patients is low-density lip¬ 
oprotein (LDL). The Adult Treatment Guidelines pub¬ 
lished by the National Cholesterol Education Program 
recommend the use of LDL-cholesterol levels as the 
means for identifying and following patients who are 
on drug therapy. If triglyceride levels are below 400, 
LDL-cholesterols can be calculated by the following 
formula: 

LDL cholesterol = 

total cholesterol — (HDL-cholesterol -I- triglycerides/5) 

If triglycerides are over 400, this formula is invalid, and 
LDL-cholesterol must then be directly measured by 


Table 2. Selection of Drug Therapy by Lipid 
Abnormalities 


Lipid Levels 


Drugs 


Group A Cholesterol > 240 
Triglyceride < 250 
HDL < 35 


Cholestyramine 

Colestipol 

Nicotinic acid 

Probucol 

Neomycin 

Lovastatin 


Group B Cholesterol > 240 
Triglyceride > 500 
HDL < 35 


Nicotinic acid 

Gemfibrozil 

Clofibrate 

Bile acid sequestrants 
should not be used 
in this group. 


Group C Cholesterol > 240 

Triglyceride 250-500 
HDL < 35 


Same as Group B. Bile 
acid sequestrants 
usually should be 
combined with clofi¬ 
brate, gemfibrozil, 
or nicotinic acid in 
patients with tri¬ 
glyceride elevations. 
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ultracentrifugation, a procedure that requires a special¬ 
ized lipid laboratory. In my opinion, LDL-cholesterol 
measurements, while desirable, are not essential as long 
as it is remembered that total cholesterol is a “stand- 
in” for LDL and that it is LDL-cholesterol that is being 
treated. Once HDL-cholesterol levels have been estab¬ 
lished as either normal or slightly depressed, total cho- 
lesterols are reasonably good measurements to identify 
and follow patients in this group. 

The importance of an accurate HDL-cholesterol 
measurement cannot be overestimated. There are oc¬ 
casional patients who have elevated cholesterol levels 
resulting from HDL rather than LDL elevations. This 
is particularly likely to occur in women who are condi¬ 
tioned athletes or are using gonadal hormones. In cases 
in which the total cholesterol elevation is due only to 
high HDL levels (generally over 60) and in which LDL 
levels are normal (less than 140), no therapeutic inter¬ 
vention is necessary. 

A second group of patients, Group B, are those 
whose cholesterols are normal or slightly elevated, 
whose HDL-cholesterols are depressed, and whose tri¬ 
glycerides are very high, generally over 500 mg/dl. The 
overall risk of coronary disease in this group probably 
is more related to the extent of their HDL depression 
than to their triglyceride elevation. 

Patients with such high triglyceride levels should be 
treated with drugs only if they are unresponsive to diet. 
Such diets include (when appropriate) caloric restric¬ 
tions to facilitate weight reduction. Drug therapy is 
indicated if, after a trial of diet, total cholesterol levels 
are elevated or HDL levels are depressed. In addition, 
personal or family history of atherosclerosis is an indi¬ 
cation for drug therapy. Isolated hypertriglyceridemia, 
unless triglycerides are very high (over 1000), does not 
require therapy beyond dietary change. The drugs used 
in this group of patients are generally different than 
those used in the first group (Table 2). Caution: the use 
of bile acid sequestrants such as cholestyramine or 
colestipol in patients with hypertriglyceridemia may 
aggravate the lipid abnormality. 

Group C, the third group of patients, is less common 
than the first two. These individuals have combined 
elevations of cholesterol and triglyceride. Generally 
speaking, triglyceride elevations are more modest than 
in the second group. HDL levels are moderately de¬ 
pressed. Diet therapy frequently will be sufficient to 
bring cholesterol levels to approximately 200 and tri¬ 
glyceride levels below 250. Caloric restriction is part of 
the dietary regimen for those who are overweight. For 
those whose response to diet is not satisfactory, many 
of the same drugs used in group II are useful in this 
group. It is sometimes necessary to add a second drug 
to bring both triglyceride levels and total cholesterols 


(that is, LDL-cholesterol levels) to normal levels. 

In both the second and third groups, depressed HDL 
levels will rise as triglyceride levels fall, reflecting the 
well-known inverse relationship between plasma tri¬ 
glyceride and HDL-cholesterol levels. 16 There are sub¬ 
stantial numbers of individuals in the population, how¬ 
ever, in whom depressed HDL-cholesterol levels are the 
only abnormality. As many as 3 percent of the adult 
American population may have HDL levels below 35 
mg/dl in the absence of any cholesterol or triglyceride 
elevation. 3 Triglyceride lowering drugs (Table 1), which 
may produce increases in HDL as triglycerides fall, do 
not raise HDL levels in patients with isolated HDL 
depression. Some experts have suggested that, in the 
absence of any means of raising HDL-cholesterol levels, 
an alternative is to lower LDL cholesterol levels even 
when they are not abnormally high. Such therapy, 
however, is unproved and experimental. If measures 
such as weight reduction, aerobic exercise, and cessa¬ 
tion of smoking fail to raise HDL levels, patients with 
isolated HDL depressions probably should be referred 
to specialized lipid centers for further evaluation and 
therapy. 

It bears repeating that no patient with hyperlipidemia 
should be treated with drugs until an adequate trial of 
diet, in general for six months, has been attempted. 
While knowledge of the patient’s precise metabolic and 
genetic abnormality is frequently desirable, it is not 
generally necessary for the institution of drug therapy. 
Patients who do not respond to dietary and/or drug 
interventions should be referred to specialized lipid 
centers for more sophisticated evaluation and therapy. 
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Doctors take Note 


The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium Building unless 
otherwise indicated. Sponsored Continued Education 
Activities for 1987-1988. Info: Office of Continuing 
Education, 720 Rutland Ave., Turner Auditorium, Bal¬ 
timore, MD 21205 (301-955-5880). 

Jun 1-18 First Summer Institute in Environ¬ 
mental Studies, sponsored by The Johns Hopkins 
School of Hygiene and Public Health, Department of 
Environmental Sciences. Info: Dr. J. Corn 301-955- 
2609. 

Jun 2—3 Broyles Symposium: The Science and 
Surgery of Laryngeal Cancer. Fee: $275; 13 AMA 
Cat I credits. Info: F. Boling 301-955-6085. 

Jun 6-8 Toxicology Update ’88: Current Con¬ 
cepts in Reproductive Toxicology. Fee: $450. Info: 
Dr. J. Corn 301-955-2609. 

Jun 9-10 Principles and Practices of Data Col¬ 
lection, Data Management, and Data Analysis for 
Clinical Trial, Fee: $650; AMA Cat I credits. Info: F. 
Boling 301-955-2959. 

Jun 20—22 An Advanced Pediatric Life Sup¬ 
port Course. Fee: $415; 20 AMA Cat I credits, other 
appropriate credits pending. Info: P. Macedonia 301- 
955-6085. 

Jul 10-13 March of Dimes Clinical Genetics 
Conference: Heritable Disorders of Connective 
Tissue and Skeletal Dysplasias, Baltimore, Conven¬ 
tion Center. Fees: before June 1, $150; thereafter, $175. 
Student rates available. 21 AMA Cat I credits, 2.1 
CEUs. Info: C. Kearney 301-955-3168. 

Jul 18-22 Control of Biohazards in the Re¬ 
search Laboratory, sponsored by the Office of Safety 
& Environmental Health, The Johns Hopkins Institu¬ 
tions and the Department of Environmental Health 
Sciences, The Johns Hopkins University, School of 
Hygiene & Public Health. Info: B.S. Tepper 301-955- 
5918 or J. Corn 301-955-2609. 

Ophthalmic Electrophysiology Technician 
Training Course (on-going 1-week course by appoint¬ 
ment). The Wilmer Eye Institute, Baltimore. Info: C. 
M. Kearney. 

The Department of Radiology and Radiological 
Sciences offers several courses in abdominal and ob¬ 
stetrical ultrasound: Courses scheduled 1/11/88-12/5/ 
88. Info: Celia Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer 
8/8-12, 11/14-18. Fee $460. AMA Cat I credits. 

Advanced Practicum in Ultrasound 12/5-9. Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians is offered throughout the year 
for experience in the lab and participation in read-in 
sessions; by appointment only. Fee: $460; 40 AMA Cat 
I credits. 


Johns Hopkins Medical Grand Rounds: Ac¬ 
credited audiovisual continuing education series of case 
discussion for clinicians: 30 topics/year in 5 bimonthly 
programs. Individual and group subscriptions; 40 AMA 
Cat I credits. Info: 301-955-3988. 

• • • 

University of Maryland School of Medicine 

CME Courses: For each course additional informa¬ 
tion may be obtained by contacting Program of Contin¬ 
uing Education, University of Maryland School of Med¬ 
icine, Room 300, MSTF, 10 South Pine St., Baltimore, 
MD 21201 (301-328-3956). 

May 21—22 First Annual Trauma Anesthesia 
and Critical Care Symposium, the Hyatt Regency 
Washington Capitol Hill. Fee: $225; 13 AMA Cat I 
credits. 

Jun 16—17 Seventh Annual OB/GYN Sympo¬ 
sium, Annapolis Hilton Hotel, Annapolis. Fee: $175; 
14 AMA Cat I credits and ACOG cognates available. 

Jun 19—24 Fourteenth Annual Family Medi¬ 
cine Review Course, Sheraton Fontainebleau Inn & 
Spa, Ocean City. Fee: $395 (daily rates available); 20+ 
AMA Cat I credits. AAFP credits available. 

Visiting Professor Program Directory of speakers 
and topics available for area hospitals and other health 
care organizations. No administrative fee is charged. 
Info: 301-328-3956. 

Visiting Practitioner Preceptorships Opportu¬ 
nity for physicians to participate in clinical situations 
in the University of Maryland Medical Systems. Re¬ 
quires approval from clinical department/division 
heads. Direct inquiries to CME. AMA Cat I credits 
available. Direct all inquiries to CME (301-328-3956) 

Departmental Rounds and Conferences Weekly, 
hands-on and lecture presentations hosted by the Uni¬ 
versity’s clinical departments. Hour-for-hour AMA Cat 
I credits available. Brochure available. 

Advanced Trauma Life Support Provider/In¬ 
structor Programs, sponsored by University of Mary- 
land/MIEMSS. Fee: $350-500; 16-22 CME Cat I cred¬ 
its. Info: Melody Nelson 301-328-2919. 

Jun 16, 17—Provider 
Jun 27, 28—Provider 
Jul 14, 15—Provider 
Aug 18, 19—Provider 
Sep 14-16—Instructor 
Oct 13, 14—Provider 
Nov 17, 18—Provider 
Dec 15, 16—Provider 

• • • 
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Miscellaneous Meetings 

Jun 9-11 Annual Meeting, Virginia Society of 
Ophthalmology, Omni Richmond Hotel, Richmond, 
VA. Info: D. Strawderman 804-353-2721. 

Temple University School of Medicine sponsors 
the following summer medical conferences to be held at 
Timberline Four Seasons Resort, Davis, WV. Fee: $125; 
7 hours lecture and panel, CME credits. Info: 215-387- 
3685. 

Jun 10—12 Physicians’ Nutrition and Disease 
Prevention Seminar 

Jul 8—10 Stroke and Vascular Diseases Semi¬ 
nar 

Jul 29—31 Cardiovascular Complications in Di¬ 
abetes 

Jun 27—29 NIH Consensus Development Con¬ 
ference: Perioperative Red Cell Transfusion, Ma- 

sur Auditorium, Warren Grant Magnuson Clinical Cen¬ 
ter, NIH, Bethesda, Info: A Manning, Prospect Assoc., 
Ste 500, 1801 Rockville Pike, Rockville, MD 20852 
(301-469-MEET). 


Had 

Ettoagfe? 

SPEND THE SUMMER AT THE BEACH 
AND GET PAID FOR IT! 

Become a part of our team! 

We offer — 

• Excellent Pay 

• Flexible Schedule 

• Comfortable Housing 

• Beach Club Privileges 

• All Equipment & Supplies 
. . . and enjoy the beach 

Doctors Housecall 
Network 

301 - 583 - 6109 OCEAN CITY, MD. 


PHYSICIANS 
Full-time & Part-time 

WYMAN PARK MEDICAL ASSOCIATES, a 

Johns Hopkins Health System medical group, 
needs additional physicians in these specialties for 
full-time and part-time positions at new and 
established offices in Baltimore City, Baltimore 
County, Anne Arundel County, and other 
expansion areas. 


Addictions 

Allergy/lmmunology 

Cardiology 

Dermatology 

Endocrinology 

Family Practice 

General Surgery 

Internal Medicine 

Obstetrics and Gynecology 

Occupational Medicine 

Oral Surgery 

Orthopedics 

Pediatrics 

Physical Medicine and 

Rehabilitation 

Psychiatry 

Pulmonary Medicine 

Urology 

and others. 


Physicians must be board certified or active 
candidates, and eligible for Maryland license and 
DEA certificate. Send CV’s or contact: 


Charles R. Mock, M.D. 

Medical Director 

Office of Regional Programs 

3100 Wyman Park Drive 

Baltimore, Maryland 21211 

(301)338-3493 

An Equal Employment Opportunity Employer. 
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ASSOCIATE PROGRAM DIRECTOR 
INTERNAL MEDICINE RESIDENCY 

FRANKLIN SQUARE HOSPITAL CENTER 
SUBURBAN BALTIMORE METROPOLITAN AREA 

Major community teaching hospital center Department of 
Medicine seeks nominations and applications for full-time 
faculty position of Associate Program Director for the 
Primary Care-General Internal Medicine Residency Pro¬ 
gram. Major responsibilities will include teaching residents 
and medical students, developing innovative curricula and 
coordinating an already established residency evaluation 
system. 

Special interests and/or experience in ambulatory medi¬ 
cine, medical consultation, decision analysis, computer 
medicine, curriculum development, evaluation techniques, 
geriatrics, and/or clinical epidemiology are especially 
desirable. 

Candidates must qualify for faculty appointment in the 
Departments of Medicine of Johns Hopkins University 
School of Medicine and the University of Maryland School 
of Medicine. Limited private practice available. 

Women and minority candidates are encouraged to apply. 
Please submit CV and statement of professional goals to: 
William L. Thomas, M.D. or Daniel C. Hardesty, M.D., 
Franklin Square Hospital Center, 9000 Franklin Square 
Drive, Baltimore, Maryland 21237. 


FOR DOCTORS ONLY 


UNSECURED SIGNATURE LOANS 
FROM $5,000-$60,000 
UP TO 6 YEARS TO REPAY 
COMPETITIVE RATES 
NO POINTS OR FEES 


For information & application call- 

MEDIVERSAL 1 ' 8 ^W 952 


/SCOOSCOSOOOOOOOOOCOQCOGOOOOOOGOOQOCOOOO! 

8 Consultation is Back! 

8 WBAL RAdio AM 1090 

8 8-9 p.m. every Thursday 

0 Featuring a variety of physician speakers and 
v topics and hosted by John Stupak, the programs 
8 consist of a short discussion of the topic 
S followed by call-in questions from listeners. 
x For a list of scheduled topics and speakers x 
N contact Nina Casey at the Faculty Office, 539- b 
j> 0872. $ 

voooooqosoooqosooqoccooccooosococooccooocS 


PSYCHIATRIST 

VETERANS ADMINISTRATION 
MEDICAL CENTER 
Fort Howard, Maryland 21052 

Part-time position available for staff Psychiatrist at 
this 273-bed General Medical and Rehabilitation 
facility, located in the suburbs of Baltimore overlook¬ 
ing the Chesapeake Bay. Applicants must have cur¬ 
rent, active licensure and Board Certification. The 
Medical Center is just off Beltway 695 and within 
35 minutes or less travel time from anywhere in the 
Baltimore Metropolitan area. Flexible scheduling; 
health and life insurance, retirement benefits; free 
parking; Government provided liability insurance 
coverage. 

Interested, qualified physicians should contact 
Dr. Samuel R. Pines, Chief of Staff, 
at (301) 687-8743 

or Mr. Jerome Brooks, Personnel, 
at (301) 687-8343 
to discuss details of employment 
opportunities. 


Equal Opportunity Employer 


Discipline Commission Actions 
appear regularly in MMI 


Complete Information for Authors 

about submitting manuscripts 
to the Maryland Medical Journal 
will appear quarterly (SEP/DEC/MAR/JUN) 
in the meantime, please refer to 
March 1988, page 219 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-227 5 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


410 MMJ May 1988 








Radiation Oncology Center 
Opens At St. Agnes 



A new standard 
in high-energy 
radiation therapy. 

Latest Philips SL-25 
Dual Photon linear 
accelerator is capable 
of six and ten 
megavolt x-rays. 

Possesses full range of 
megavoltage electron 
energies for external 
beam treatments. 

A Philips Simulator is 
used to project treatment 
parameters and design 
patient’s course of therapy. 


The new Radiation Oncology 
Center is under the direction 
of Gary B. Stillwagon, Ph.D., 
M.D., Assistant Professor of 
Oncology, Radiology and 
Radiological Sciences at The 
Johns Hopkins Hospital. Dr. 
Stillwagon is Board Certified 
by the American Board of 
Radiology. He is assisted 
by Kam-Sing Lam, Ph.D., 
a physicist along with a 
dosimetrist from Johns 
Hopkins. The St. Agnes staff 
can treat 30 patients per day 
with a capability of a 
two-fold increase. 4 



A complete array of 
brachytherapy procedures 
is available involving 
implanted radioisotopes. 
These include Iridium-192 
for interstitial and 
intracavitary implantations 
in the head, neck and other 
regions; Cesium-137 for 
intracavitary implantations in 
gynecologic applications; and 
Iodine-125 for permanent 
implantations in many sites. 


gnes 

ospital 


Patient referrals can 
be made by calling 
(301) 368-2910. 

St. Agnes is conveniently 
located just a few minutes 
from 1-95, Exit 50, and the 
West-side Beltway, Exit 12. 
Free parking is available at 
the treatment center. 


900 Caton Avenue, Baltimore, MD 21229-52y9 


The Science of Medicine 
The Art of Caring 
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HOUSE PHYSICIAN: Full-time and part- 
time positions available. Minimal re¬ 
quirements — Maryland license, 2 years 
residency, ACLS certified. Excellent 
salary. Pleasant work environment. 

Contact: Michael A. Stang, M.D. 

Carroll County Gen. Hospital 
Westminster, MD 21157 
(301) 857-6924 


Westminster (30 min. NW Baltimore) 
Child/Adoles. Psychiatrists. The Carroll Co. 
MHC is seeking board eligible/certified 
adult/child psychiatrists for 6-17 hrs/wk. Du¬ 
ties incl. eval/ongoing therapy/prog, con¬ 
sults/chemotherapy. Flex. hrs. offered. Rate 
of pay is based on qualif. For more info, con¬ 
tact Dr. Bisco, Med. Dir., Carroll Co. Mental 
Health, P.O. Box 845, Westminster, MD 21157 
301-876-2152. 


NEUROSURGEON 

The Greater Baltimore Medical Center 

is seeking applicants to be interviewed for the 
position of Head of the Division of Neuro¬ 
surgery. 

The Greater Baltimore Medical Center 

is a 352-bed modern hospital, located in the 
Towson area, which is an attractive suburb of 
Baltimore, MD. 

The hospital is a modern, very well equipped 
medical center, which has very fine medical staff 
and covers all specialties of medicine. 

Please enclose a curriculum vitae, and other 
information regarding special capabilities, and 
matters of interest for the search committee. 

Reply to: Dr. Geary L. Stonesifer, Jr. 
Chief of Surgery 
c/o Physicians Pavilion 
6565 N. Charles Street 
Baltimore, MD 21204 


ORTHOPAEDIST 

A highly successful multi-specialty group 
with three orthopaedic surgeons is search¬ 
ing for a fourth orthopaedist. 

All types of general orthopaedic problems 
are treated; however, due to the significant 
volume of back injury cases we encounter, 
an interest in spinal injuries is important. 

The income potential for an ambitious or¬ 
thopaedic surgeon is excellent. The practice 
is located in a growing Mid-Atlantic state only 
20 miles from a beach resort area. Baltimore 
& Philadelphia are also within close 
proximity. 

If you are interested, please submit your cur¬ 
riculum vitae & references to: 

Mr. J. Stokes 
P.O. Box 19 
Milford, DE 19963 


PHYSICIANS: M.D.’s with general medical, 
surgical, or Family Practice background to work 
as urgent care physicians in busy hospital 
Emergency Department. Part-time/Full-time 
positions available. 

For details, contact: 

Dan K. Morhaim, M.D. 

Franklin Square Hospital Center 
9000 Franklin Square Drive 
Baltimore, MD 21237 
(301) 682-7046 


WANTED: Part-time/full-time 

radiologist to work in an established private 
practice. Individuals to work in an out¬ 
patient setting providing multiple imaging 
examinations to the community. We have 
5 radiology offices throughout the Greater 
Baltimore area 

Aytekin Ulgen, M.D., P.A. 

(301) 761-0603 
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Classified Ads 


MARYLAND PRACTICE FOR SALE: estab 
lished, quality IM/FP, adjacent hospital in growing 
community near Baltimore, Wilmington, Philadelphia. 
Country setting, good schools, water, beaches, and 
mountains. Evenings: 301-398-8032. 


ESTABLISHED EMERGENCY DEPARTMENT 
GROUP seeking BC or prepared full-time or part-time 
Emergency Physician. Teaching hospital with Chest 
Pain ER, fast track, excellent compensation, and bene¬ 
fits. Contact Dr. Anne Salmon Barone 301-368-2012. 


INTERNIST BC/BE WANTED to join 2-physician 
practice in west suburban Baltimore area. Excellent 
compensation and benefits. Part-time position also 
available, 301-795-7737. 


MARYLAND—BC/BE PEDIATRICIAN for es 

tablished, busy, dynamic four-physician pediatric prac¬ 
tice in Southern Maryland, 45 min south of Washing¬ 
ton. Send CV to Box 664, Leonardtown, MD 20650. 


PHYSICIAN WANTED IMMEDIATELY: general 
surgery, minor trauma, or industrial medicine back¬ 
ground helpful. Write: P.O. Box 23664, Baltimore, MD 
21203. 


CARDIOLOGY: INVASIVE/NONINVASIVE 

POSITION AVAILABLE IMMEDIATELY FOR 
BE/BC cardiologist(s) to join BC cardiologists in 
group practice in suburban Washington. Base salary 
and incentives depending on experience. Potential for 
partnership. Advanced Heart Care, P.O. Box 1129, W. 
Bethesda, MD 20917. 


OBSTETRICIAN-GYNECOLOGIST. Montgom 
ery County desires associates. For details call 
301-774-6500. 


NEUROLOGIST SEEKS COLLEAGUE in Wash 
ington DC area. Established practiced weighted toward 
peripheral NS, EMG, and occupational medicine. Need 
experienced, hard-working, BC colleague with similar 
interests. Excellent financial arrangement. Reply with 
CV to Box 26 MMJ, 1211 Cathedral St., Baltimore, 
MD 21201. 


DOCTOR’S OFFICE FOR RENT or sale in High- 
landtown, on bus line. In existence 43 years. Call Hilda 
Highstein 301-484-0525. 


CLASSIFIED ADVERTISING 
(for Med-Chi members only) 

$3.50 per line per insertion 

Members of the Medical and Chirurgical Faculty shall be entitled 
to one complimentary ad insertion for personal, noncommercial 
use in any consecutive 12-month period. (PAs count as one mem¬ 
ber.) Items will be related to the practice of medicine. Widows of 
members shall be entitled to two complimentary insertions for the 
disposal of the deceased physician’s practice or equipment. 

MARYLAND MEDICAL JOURNAL 
1211 Cathedral St., Baltimore, MD 21201 


PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Faculty of the State of Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state. A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872. 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resume to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate. 


OFFICE TO SHARE, full or part time in the Profes¬ 
sional Centre, St. Joseph Hospital; 2 exam rooms, 2 
consult rooms. Reasonable rates, flexible arrangement. 
301-337-1586. 


NEW MEDICAL OFFICE for rent, full or part time. 
The Professional Centre, next to St. Joseph Hospital. 
Fully equipped, free parking 301-337-6800. 


ESTABLISHED MEDICAL BLDG has suites to 
share/sublease. Rt. 40 west near beltway in Cat- 
onsville. Excellent location 301-788-5555. 


FURNISHED OFFICE AVAILABLE: Osier Medi 
cal Center, Towson. Five rooms, lab area, 2 exam ta¬ 
bles (one electric). 301-252-2522. 


FOR SALE: waiting room furniture, beige formica 
exam table, free-standing cabinetry. For details call 
301-363-1843. 


NEW MEDICAL OFFICE SPACE TO SHARE in 

Towson part-time or evenings; excellent parking. Call 
9 to 5 (301-828-5151). 


FOR SALE OR LEASE: recently redecorated office 
condo (approx 2000 sq ft) in choice rental location near 
Cross Keys. Contact Dr. Weiss 301-889-6393. 
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When your best 
advice is 
“the best” 

There comes a time when your long-time 
patients really need the best advice you can 
give them. Advice affecting how they will 
spend the rest of their lives. Ultimately, 
alternatives may be reduced to the selection 
of a retirement/continuing care residence, 
and you would want them to select the 
best. A place where, while aging grace¬ 
fully, they can maintain their independence 
and dignity, secure and care-free. 

■ Vantage House stands head and shoul¬ 
ders above the rest-the newest, most 
luxurious, state-of-the-art retirement facil¬ 
ity in the mid-Atlantic region. A full- 
service, beautiful environment complete 
with Medical Clinic and professional staff. 

■ You are invited to personally inspect 
Vantage House, near Columbia Town 
Center. Or, we will be pleased to send you 
full information which will assist you in 
deciding that you can, with complete con¬ 
fidence, recommend Vantage House as 
“the best.” 

■ Models and information center open and 
staffed seven days a week from 10 a.m. 
to 6:30 p.m. 


964-5454 



Retirement and Care Residences 

A Non-Profit Corporation 

Please tell me more. 


Name___ 

Address__ 

City/State/Zip___ 

Phone__ MMJ.4 

5400 Vantage Point Road, Columbia, MD 21044 


AVAILABLE NOW 
1270 S.F. OFFICE SUITE 

Located in highly visible professional center on W. North¬ 
ern Pkwy., near Reisterstown Rd. Includes private off- 
street parking. 

Kathy Logue - Gorn Properties Inc. - 486-1234 


MEDICAL OFFICE SPACE AVAILABLE 


124 SLADE 

Pikesville’s most commanding 
and exciting office location 

New award-winning garden atrium office building. Just 
1,150 sub-dividable sq. ft. remaining, finished to suit. 
Abundant Free parking. 

Kathy Logue - Remington Mgt. Co. - 486-1234 


Providing 

Genetic Services 

in a Convenient, Comfortable 
and Private Setting. 


Providing Services in 
’Genetic Counselling 
’Prenatal Diagnosis 
•Paternity Testing 
’ Preconceptual 
Sex Selection 


For an appointment please 
phone today. 



The Genetic Center, Inc. 

Genetic Counselling atui Research, Inc. 

Naylors Court 4000 Old Court Road Baltimore, MD 21208 
(301) 486-4761 
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o of Childhood Disabilities <► 

^ First Annual Conference - May 23, 1988 

held at u 

o The Johns Hopkins Institutions' Turner Auditorium 

<► 720 Rutland Avenue, Baltimore o 

Fees - $20 

o Info: Phyllis Blankman (301-225-5588) o 

o 
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People who have nothing to prove 
tend to prove it by buying a Mercedes-Benz. 


Case in Point: 


THE MERCEDES-BENZ 
300 SEL 

No ordinary six cylinder, this 3-liter masterpiece 
produces 177 vibrant horsepower. Enough to propel 
this immensely solid sedan and its 100 cubic feet 
of sumptuously comfortable, leather-upholstered 
interior to a test-track maximum of over 120 mph. 

All accomplished with the inimitable grace that 
distinguishes the Mercedes-Benz S-Class. Come 
sample its impeccable road manners...soon. 

VcAleu motor/ 

* Mercedes-Benz 


9800 YORK ROAD 

SALES* LEASING‘SERVICE* PARTS* BODY SHOP 
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In moderate depression and anxiety 

^ 74% of patients experienced improved sleep 
after the first hs. dose 1 

^ First-week improvement in somatic symptoms 1 

^ 50% greater improvement with Limbitrol in 
the first week than with amitriptyline alone 2 





Protect Your Prescribing Decision: 
Specify “Do not substitute.” 


limbitrol 

Each tablet contains 5 mg chlordiazepoxide and /j r> 
12.5 mg amitriptyline (as the hydrochloride salt) vY 



Each tablet contains 10 mg chlordiazepoxide and 
25 mg amitriptyline (as the hydrochloride salt) vY 


References: 1 . Data on file, Hoffmann-La Roche Inc., Nutley, N). 2. Feighner VP, 
etal: Psychopharmacology 61.-217-225, Mar 22,1979. 


Limbitrol*® 

Tranquilizer—Antidepressant 

Before prescribing, please consult complete product information, a summary of which 
follows: 

Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants; 
concomitant use with MAOls or within 14 days of monoamine oxidase inhibitors (then initiate 
cautiously, gradually increasing dosage until optimal response is achieved); during acute recovery 
phase following myocardial infarction. 

Warnings: Use with caution in patients with history of urinary retention or angle-closure glau¬ 
coma. Severe constipation may occur when used with anticholinergics. Closely supervise cardio¬ 
vascular patients. Arrhythmias, sinus tachycardia, prolongation of conduction time, myocardial 
infarction and stroke reported with tricyclic antidepressants, especially in high doses. Caution 
patients about possible combined effects with alcohol and other CNS depressants and against 
hazardous occupations requiring complete mental alertness [e.g., operating machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital mal¬ 
formations. Consider possibility of pregnancy when instituting therapy. 

Withdrawal symptoms of the barbiturate type have occurred after discontinuation of benzodiaze¬ 
pines (see Drug Abuse and Dependence). 

Precautions: Use cautiously in patients with a history of seizures, in hyperthyroid patients, 
those on thyroid medication, patients with impaired renal or hepatic function. Because of suicidal 
ideation in depressed patients, do not permit easy access to large quantities of drug. Periodic liver 
function tests and blood counts recommended during prolonged treatment. Amitriptyline may 
block action of guanethidine or similar antihypertensives. When tricyclic antidepressants are 
used concomitantly with cimetidine (Thgamet), clinically significant effects have been reported 
involving delayed elimination and increasing steady - state concentrations of the tricyclic drugs. 
Use of Limbitrol with other psychotropic drugs has not been evaluated; sedative effects may be 
additive. Discontinue several days before surgery. Limit concomitant administration of ECT to 
essential treatment. See Warnings for precautions about pregnancy. Should not be taken during 
the nursing period or by children under 12. In elderly and debilitated, limit to smallest effective 
dosage to preclude ataxia, oversedation, confusion or anticholinergic effects. Inform patients to 
consult physician before increasing dose or abruptly discontinuing this drug. 


Adverse Reactions: Most frequent: drowsiness, dry mouth, constipation, blurred vision, dizzi¬ 
ness, bloating. Less frequent: vivid dreams, impotence, tremor, confusion, nasal congestion. 
Rare: granulocytopenia, jaundice, hepatic dysfunction. Others: many symptoms associated with 
depression including anorexia, fatigue, weakness, restlessness, lethargy. 

Adverse reactions not reported with Limbitrol but reported with one or both components or 
closely related drugs: Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, 
myocardial infarction, arrhythmias, heart block, stroke. Psychiatric: Euphoria, apprehension, 
poor concentration, delusions, hallucinations, hypomania, increased or decreased libido. Neuro¬ 
logic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns. Anticholinergic: Disturbance of 
accommodation, paralytic ileus, urinary retention, dilatation of urinary trad Allergic.- Skin rash, 
urticaria, photosensitization, edema of face and tongue, pruritus. Hematologic: Bone marrow 
depression including agranulocytosis, eosinophilia, purpura, thrombocytopenia. Gastrointesti¬ 
nal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, black 
tongue. Endocrine: Tfesticular swelling, gynecomastia in the male, breast enlargement, galactor¬ 
rhea and minor menstrual irregularities in the female, elevation and lowering of blood sugar 
levels, and syndrome of inappropriate ADH (antidiuretic hormone) secretion. Other: Headache, 
weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. 

Drag Abuse and Dependence: Withdrawal symptoms similar to those noted with barbiturates 
and alcohol have occurred following abrupt discontinuance of chlordiazepoxide; more severe 
seen after excessive doses over extended periods; milder after taking continuously at therapeutic 
levels for several months. Withdrawal symptoms also reported with abrupt amitriptyline discon¬ 
tinuation. Therefore, after extended therapy, avoid abrupt discontinuation and taper dosage. 
Carefully supervise addiction-prone individuals because of predisposition to habituation and 
dependence. 

Overdosage: Immediately hospitalize patient. Treat symptomatically and supportively. 

I.V. administration of 1 to 3 mg physostigmine salicylate may reverse symptoms of amitriptyline 
poisoning. See complete product information for manifestation and treatment. 

How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg 
chlordiazepoxide and 25 mg amitriptyline (as the hydrochloride salt), and Tablets, blue, film- 
coated, each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride 
salt)—bottles of 100 and 500; Tfel-E-Dose® packages of 100; Prescription Paks of 50. 

ROCHE PRODUCTS INC. 

Manati, Puerto Rico 00701 
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In the depressed and anxious patient 

See Improvement In The First Week!.. 

And The Weeks That Follow 

^74% of patients experienced improved sleep 
after the first h.s. dose 1 

^First-week reduction in somatic symptoms 1 


Caution patients about the combined effects of 
Limbitrol with alcohol or other CNS depres¬ 
sants and about activities requiring complete 
mental alertness, such as operating machinery 
or driving a car. In general, limit dosage to the 
lowest effective amount in elderly patients. 


limbitror 

Each tablet contains 5 mg chlordiazepoxide and 
12.5 mg amitriptyline (as the hydrochloride salt) 


Percentage of Reduction in Individual Somatic Symptoms 
During First Week of Limbitrol Therapy* 



VOMITING NAUSEA HEADACHE ANOREXIA CONSTIPATION 
♦Patients often presented with more than one somatic symptom. 


Copyright © 1988 by Roche Products Inc. All rights reserved. 
Please see summary of product information inside back cover. 


limbitrol DS 

Each tablet contains 10 mg chlordiazepoxide and ^ 


25 mg amitriptyline (as the hydrochloride salt) 
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KEYS TO THE CURE 


Today, physicians are expected to offer 
much more than comforting words to their pa¬ 
tients. As research discoveries change the face 
of medical science, technological break¬ 
throughs in diagnosis and treatment of many 
diseases can allow patients to live full and ac¬ 
tive lives. The doctor's challenge today is to 
balance scientific solutions to the treatment of 
disease processes with humane and caring ap¬ 
proaches to the treatment of human illness. 

The number of non-meritorius lawsuits filed 
against physicians — especially those physi¬ 
cians in the more technical specialties and 
those in which highly invasive procedures 


are a part of everyday practice — indicate 
that patients are not satisfied with the an¬ 
swers that science alone offers. 

While medical science provides physicians 
with better and more complete answers to 
scientific questions, these answers are not al¬ 
ways satisfactory for the human questions 
that accompany illness. Human answers are 
also needed to ease a patient's suffering and 
build the essential bond of trust between phy¬ 
sician and patient. Comfort, sympathy, and 
old fashioned common sense remain important 
tools of the physician in treating the whole 
patient. 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle«Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 


































The MML Network 
Quality and Accessibility... 



24 hours a day, 7days a week! 


The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 
Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides a 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 



Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 

Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY, INC. 


1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301)247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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Announcing the cure for 
Delayed Office Automation Syndrome. 




The A.D.S. Medical System 

no. 124351 B 

For: Doctors Everywhere 

Use daily for the most effective 
and affordable relief from all 
medical office headaches. 

American Digital Systems Corporation 
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You know the headaches. They never stop. Mountains 
of paperwork. Appointment scheduling. Insurance 
forms and claims submissions. Files and files of patient 
information. Billing and receivables. Payroll. And more. 

Well, now there’s finally an effective and affordable cure. 
The Medical System from American Digital Systems. 

The A.D.S. Medical System. The features 
you need at a price that’s easy to swallow. 

Now any practice can afford to fully automate with a high 
performance, easy to use system. 


Priced from under $10,000, each individually configured 
multi-user system comes complete with the hardware, 
software, support services and training to answer your 
needs now and for years to come. The A.D.S. Medical 
System is that flexible and expandable. 

For a more thorough examination, 
call 876-4760. 

Find out today how The A.D.S. Medical System can 
alleviate the headaches of managing and operating your 
practice. Call or write for more information. Better yet, 
ask for a free demonstration. 


The A.D.S. Medical System. It can make a practice perfect 

American Digital Systems Corporation • 8401 Arlington Blvd. • Fairfax, VA 22031 • (703) 876-4760 

A Dewberry & Davis Company 
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At last there’s a weight reduction program that 
you can control! 


LifePlusjj 


Obesity, a disease, is associated 
with multiple health risks. 

The LIFE PLUS IM program, offered exclusively 
to Physicians, allows you to provide your 
overweight patients with a safe, effective weight 
loss program within your own practice. 

Based on a multi-disciplinary approach, this 
physician supervised weight reduction program 
combines protein sparing modified fasting, 
nutrition education, life style changes and 
exercise to achieve successful medical and weight 
loss results. 




The LIFE PLUS 1 ' 1 program comes complete with: 

• Easy to follow program development 
instructions and video 

• High quality nutritional meal supplements and 
patient support materials 

For additional information on how to develop 
this rewarding program for your practice, call 
1-800-541-3121 or (301) 771-4001. Or write to 
Benn Kel Corporation, Nutritional Products 
Division, P.O. Box 1179, Sparks, MD 21152-9981. 

LifePlus \ 

PHYSICIAN SUPERVISED mM 

WEIGHT REDUCTION ^1 
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DIAGNOSTIC 
ASSAY SERVICES 



Radio Immuno Assay 
Specialists In: 

Fertility Testing 
Early Pregnancy Detection 
Esoteric Steroid Metabolism Studies 
CEA-Roche m Monitoring 

9108 Gaither Road 
Gaithersburg, MD 20877 

D.C. Area 840-9220 
Balt. 792-9460 

Toll Free - Nationwide - 800-638-4000 
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-MR UPDATE— 

MRI Advances the Detection of AVM’s 
BRAIN EXAMINATION 

HISTORY: A 52 year old man had two small right occipital 
hemorrhages, 18 months apart. After resolution, negative studies 
included two cerebral arteriograms and contrast CT scans. 

SCAN: Several dark curvilinear structures, evidence of the 
flow void phenomenon, indicate abnormal vasculature in the right 
occipital lobe. Associated high signal intensity of adjacent white 
matter is compatible with edema, hemorrhage, or gliosis. To¬ 
gether these findings are consistent with occult arteriovenous 
malformation (AVM). 

MRI HIGHLIGHTS: MRI is highly sensitive for 

AVM’s which are otherwise occult by arteriography or CT scanning. 

These may be found in patients with spontaneous hemorrhage, 
seizure disorder, or other clinical presentations. In addition, the 
sensitivity of MRI for intracranial hemorrhage is being increased 
through the use of new partial flip imaging techniques. Refinements 
in signal processing, surface coils, and other techniques continue 
to expand the clinical indications of MRI. Because of its sensitivity, 
safety, and patient comfort, MRI is the screening technique of 
choice for most CNS abnormalities. 


Maryland Magnetic Imaging operates its MRI system with all avail¬ 
able upgrades including contiguous slices as thin as 2.5mm; quad¬ 
rature detection head, body, and extremity coils; large field of view 
spine coil; dedicated cervical coil; partial flip imaging; single breath- 
hold body imaging; and cardiac and respiratory gating. 




MARYLAND 

MAGNETIC 

IMAGING 


900 Tollhouse Avenue 
Frederick, Maryland 21701 

(301) 662-0077 


Health Images facilities are a community 
resource available to all area physicians. 
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EPIDEMIOLOGY OF PARVOVIRUS INFECTION 


Parvoviruses have recently been implicated as the etiologic 
agent for Fifth Disease, a benign self-limited rash illness in 
children 5-14 years of age, also known as erythema infectiousum 
(El). As parvovirus isolation techniques and serologic tests 
have improved, parvoviruses have been implicated in other 
illnesses, i.e., aplastic crisis. 

El was first described 100 years ago and named as the fifth 
known rash illness, the first four being scarlet fever, rubeola, 
rubella and epidemic pseudoscarlatina. However, the virus 
causing El was not isolated until 1975 and was not associated 
with human disease until 1930, when parvovirus was isolated from 
the blood of two British soldiers with febrile illnesses. In 
1981, parvoviruses were found in the serum of children with 
sickle cell-related aplastic crises and in patients with other 
erythrocyte defects, such as thalassemia, pyruvate kinase 
deficiency and hereditary spherocytosis. In 1983, parvovirus IgM 
was found in the serum of British school children with El. 
Finally, in 1986, parvovirus and parvovirus IgM were found in 
children involved in concurrent epidemics of aplastic crisis and 
El in Ohio. This represented the first isolation of parvovirus 
from a patient with El and temporally linked the causative agent 
of El and aplastic crisis, suggesting that parvovirus was the 
cause of both. Further laboratory studies have supported this 
finding; human parvovirus has been cultured from the red blood 
cells of patients with both aplastic crises and El. The virus 
infects human erythrocyte precursors causing a temporary 
erythrocyte suppression. In patients with erythrocyte defects 
this suppression is enough to produce a transient anemia. The 
virus also transiently infects any other rapidly dividing human 
cells, with no known long term effects. 

In normal children, parvovirus infection produces El with 
the pathognomonic "slapped cheek" appearance. Children may have 
a low grade fever but generally feel quite well despite the 
bright red rash. In adults, infection may cause more pronounced 
symptoms of fever, lethargy, arthralgias and arthritis in 
addition to a generalized macular rash. Transmission is probably 
by the respiratory route. The secondary attack rate may range 
from 10-60%. 




Recently, reports of parvovirus-associated fetal deaths have 
caused concern about the role of this virus in congenital 

infections. Several reports of fetal death have been associated 
with recent maternal parvovirus infection, and in some instances 
parvovirus has been isolated from fetal and placental tissue. 
The virus has also been associated with hydrops fetalis but to 
date no congenital anomalies have been associated with parvovirus 
infection. An ongoing, prospective study on the outcome of 
parvovirus infection in pregnancy was recently reviewed 
(California Morbidity #44, November 13, 1987) and preliminary 
results suggest a small excess risk of spontaneous abortion in 
women infected with the virus during pregnancy. However, 

seroprevalence studies indicate that approximately 50% of women 
of childbearing age have had previous exposure to parvovirus and 
are therefore not at risk for infection during pregnancy. 

Few public health preventive measures are available at this 
time. Isolation of symptomatic individuals does not prevent 

secondary transmission because the virus is present in the blood 
and respiratory secretions of normal infected individuals in the 
week prior to onset of symptoms. However, patients with aplastic 
crises should be isolated because they will continue to shed 
virus for up to a week after onset of symptoms. Commercial tests 
for parvovirus IgM are unavailable at this time. while 

parvovirus infection is a benign illness in normal children, it 
is more severe in most adults, and the impact of parvovirus in 
congenital infections is unknown at this time. 

REFERENCES: 

1. ANDERSON LJ: Role of parvovirus B19 in human disease. Ped 
infect Pis 6:711-718, 1987 

2. Woernle CH, et al: Human parvovirus B19 infection during 
pregnancy. J. Infect Pis 156:17-20, 1987 

REPRINTED WITH PERMISSION FROM: "California Morbidity Weekly 
Report from the Infectious Disease Branch", State of 
California, Health and Welfare Agency. 

NOTE: The reported causal association between human parvovirus 

B19 infection during pregnancy and fetal death has concerned both 
pregnant women and their clinicians. Data from the current 
literature may help place such concerns into balanced 
perspective: 

--risk of B19 related fetal death is greatest when the 

exposure and infection occur during the first 18 weeks of 
pregnancy; 

--following maternal infection, the rate of fetal death from 
B19 is approximately five percent; 

--following household exposure to B19, a pregnant 

susceptible woman has an approximate one to three percent 
risk of fetal death; and, 

--following school exposure to B19, a pregnant susceptible 
teacher has an approximate 0.5 to one percent risk of fetal 
death. 

REFERENCES: 

1. Anderson, LJ and ES Hurwitz: Human Parvovirus B19 and 
Pregnancy. Clinics in Perinatology, Vol. 15, No. 2,pp 77-90, 
June 1988. 

2. Gary, William: CDC (personal communication). 






Human Ehrlichiosis--United States 


Ehrlichia, members of the family Rickettsiaceae, are 
obligate, intracellular bacteria that parasitize mononuclear or 
polymorphonuclear leukocytes. The ability of Ehrlichia to infect 
and cause disease in animals is well documented. Canine 
ehrlichiosis, also known as tropical canine pancytopenia, is 
caused by E. canis and has an acute and chronic phase. After an 
incubation period of 10-14 days, dogs develop an acute febrile 
illness that may include depression, anorexia, lymphadenopathy, 
and thrombocytopenia. The chronic phase of the disease, which is 
often fatal, is characterized by pancytopenia and bone marrow 
hypoplasia. In the United States, serological evidence of E. 
canis infection has been reported among dogs in at least 34 
states. 

Preliminary data suggest that human ehrlichiosis, like 
canine ehrlichiosis, is tickborne. Although canine ehrlichiosis 
is transmitted by the brown dog tick, Rhipicephalus sanguineus, 
this tick is probably not the mam vector or reservoir involved 
in human transmission since it rarely bites people. There is no 
evidence that human ehrlichiosis is transmitted directly from 
dogs to people. 

Before 1936, only one Ehrlichia species, E. sennetsu, had 
been recognized as a human pathogen. Infection with E. sennetsu 
results in an acute febrile illness with lymphocytosis and 
postauricular and posterior cervical lymphadenopathy similar to 
mononucleosis. To date, this disease has been found only in 
Japan and Malaysia. Currently, the diagnosis of human 
ehrlichiosis is based on an IFA test that shows a fourfold or 
greater increase or decrease in antibody titer against E. canis 
with a minimum titer of 80. The test is a modification of the 
IFA test used for canine ehrlichiosis. 

Tetracycline has been shown to be effective in both the 
acute and chronic phases of canine ehrlichiosis. Human 
ehrlichiosis appears to respond to tetracycline administered at 
the same dose and schedule used for RMSF. However, insufficient 
data exist to recommend chloramphenicol as an alternative 
antibiotic. 

Physicians should consider the possibility of ehrlichiosis 
when patients have a febrile illness and a history of recent tick 
exposure. The diagnosis can be confirmed by testing 
acute-and-convalescent-phase serum samples (taken 2-4 weeks 
apart) for E. canis antibody. Serologic testing for E. canis 
antibody is available at CDC. Only serum specimens submitted as 
pairs (i.e., acute- and convalescent-phase samples) will be 
accepted for testing. Specimens should be submitted to CDC 
through state health departments. 

REFERENCES AVAILABLE UPON REQUEST. 

SOURCE: Morbidity and Mortality Weekly Report (MMWR), Centers 
for Disease Control, May 6, 1988/Vol. 37/No. 17. 
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The Personality Disorder 
Treatment Program of 
Sheppard Pratt Hospital. 


\ou know—perhaps firsthand—how treating a borderline 
patient can become a vicious circle.The harder you try to help, the 
more resistant or even abusive your patient becomes, until both 
of you are left frustrated and exhausted. 

But how do you break the therapeutic deadlock? Changing 
therapists may only begin the cycle all over again. And a brief 
hospital stay usually produces only temporary improvement. 

At Sheppard Pratt, our experience has shown that specialized 
inpatient treatment, coupled with the opportunity for a longer 
hospital stay, may be the only effective way to interrupt this pattern 
of behavior and uncover and resolve the deep-seated problems 
underlying the patient’s longstanding difficulties. 

The Personality Disorder Treatment Program at Sheppard 
Pratt is designed to provide such long-term care. Our objective is 
to bring about lasting improvement in patients with personality 
disorders. 

The process is not easy. Serious personality disorders do not 
lend themselves to a “quick fix.” But we are encouraged by the 
number of our patients who have, in time, broken out of the 
vicious circle. 

If you would like to know more about the 
Sheppard Pratt approach to the borderline patient 
and other patients with severe personality 
disorders, contact the Admissions Office, 

(301)339-4070, The Sheppard and Enoch Pratt 
Hospital, 6501 North Charles Street, RO. Box 
6815, Baltimore, MD 21285-6815. 



THE PERSONALITY 
DISORDER TREATMENT 
PROGRAM 













Highlights: Executive Committee 
and Council Actions 


Executive Committee—February 18, 1988 

• Approval of Minutes The Executive Committee 
approved the minutes of January 14, 1988 as distrib¬ 
uted. 

• Committee on CME Review Payment for Con¬ 
tinuing Medical Education (CME) surveys conducted 
by this committee was discussed extensively. The Ex¬ 
ecutive Committee adopted a motion to table the issue 
until its next meeting and directed staff to review the 
issue and provide additional information at that time. 

• Public Relations Committee The Executive 
Committee agreed with the recommendation of the 
Public Relations Committee that Med-Chi not lend its 
name and/or monetary support to any radio programs 
other than “Consultation” and approved a draft letter 
to Donald Pachuta MD responding to his request for 
Med-Chi’s support of his radio talkshow. 

The Executive Committee endorsed the recommen¬ 
dation of the Public Relations Committee that John 
Dennis MD, Dean, University of Maryland, be honored 
during the Annual Meeting for his outstanding contri¬ 
butions to the practice of medicine throughout his 
career. 

• Nominees for Board of Nursing Home Admini¬ 
strators The Committee approved the following 
nominees to be submitted to the Secretary of Health 
for consideration for appointment to the State Board 
of Nursing Home Administrators: Joseph Gladue MD, 
who presently serves on the Long Term Care and 
Geriatrics Committee, and Ronald E. Cann MD. 

• Physician Referrals Legal Counsel Jean Biene- 
mann reported on the request of the Faculty to have 
the Commission on Medical Discipline include as one 
of the disciplinary conditions in the consent order the 
following requirement: A physician shall request that 
his name be removed from any referral list kept by the 
Faculty or its component societies. The Commission was 
to discuss this proposal on February 19, 1988. 

It also was noted that each component society would 
adopt appropriate bylaw language that would permit 
the removal of a physician’s name from its referral list 
if the physician had disciplinary action taken against 
him by the Commission on Medical Discipline. 

In the course of the discussion, the Executive Com¬ 
mittee directed that an opinion be sought from the 
Office of the Attorney General on liability of a referring 
physician for his referral to another physician. The 
staff was asked to inquire about any restraint of trade 
problem that might exist in such a referral situation. 

• Blue Cross/Blue Shield “Blue Line” The Com¬ 
mittee reviewed the Blue Cross/Blue Shield “Blue 
Line,” an automated system to assist health care pro¬ 
viders in obtaining information on the eligibility, ben¬ 
efit, and claim status of BC/BS members. The system 
is in effect, and there is no charge to gain access to the 
information. 

• Medical Radiation Technologists The Execu¬ 
tive Committee was informed of proposed legislation 
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that would provide an exception for certain medical 
radiation technicians from the certification require¬ 
ments. The Committee indicated its support for the bill 
(HB 612) but felt that further clarification of the defi¬ 
nition of the term “medical radiation technologist” was 
necessary. 

• Peer Review Update Michael Dobridge MD up¬ 
dated the committee on the current status of the Peer 
Review task force, reviewed the group’s recent actions 
to respond to media reporting regarding physician dis¬ 
cipline, and discussed the Governor’s legislative pro¬ 
posal for a restructured Board of Medical Quality As¬ 
surance. 

Norbert Picha provided a status report regarding 
outstanding complaints received by the Faculty from 
the Commission on Medical Discipline; this will be a 
continuing monthly report to the Executive Committee. 

• Legislative Update Gerard Evans presented an 
overview of the pertinent legislative bills being consid¬ 
ered by the 1988 General Assembly. 

• Membership Recruitment Michael Murray re¬ 
ported that contact has been established with those 
county component medical societies with staff and with 
a single hospital in the county, and that refinement of 
recruitment efforts is being coordinated with the lead¬ 
ership of these societies. He also stated that a personal 
contact (peer-to-peer) program is planned with staff 
support provided by the Faculty where needed. 

The second phase of the recruitment program will 
occur in conjunction with the larger component socie¬ 
ties, some of which have membership recruitment pro¬ 
grams in place. Faculty staff will be available to enhance 
existing programs and will help to coordinate efforts to 
recruit potential members using the Faculty data base. 

• Emergency Physicians Proposal It was reported 
that the proposal developed by the Maryland Chapter, 
American College of Emergency Medicine, is under 
study by the Faculty’s Liaison Committee with the 
Department of Health and Mental Hygiene. A report 
from that Committee will be provided to the Executive 
Committee at its next meeting. 

The Liaison Committee with the Department of 
Health and Mental Hygiene also has under study the 
state health department budget proposal to direct state- 
funded General Public Assistance patients to managed 
health care systems. This review issue will be continued 
by the Liaison Committee, and the Legislative Com¬ 
mittee also will be apprised of the proposal since budget 
hearings will be conducted in Annapolis. 

• HMO/Delmarva Health Plan The Committee re¬ 
viewed correspondence received from Dr. Terry Die¬ 
trich regarding the Delmarva Health Plan. While the 
problem involving the referral of a specific patient to a 
physician not contracting with the HMO has been 
resolved, a question arose regarding the appropriateness 
of a physician associated with the health plan also 
working with a review agency designated by the federal 
government. This question will be pursued through the 
PRO Monitoring Committee. 


• Maryland Foundation for Health Care Execu¬ 
tive Director Angelo Troisi reported an agreement has 
been negotiated with the Maryland Foundation for 
Health Care to amortize the Foundation start-up costs 
advanced by the Faculty in 1985. The conditions set 
forth in the Letter of Understanding dated February 
18, 1988 were approved by the Executive Committee. 

• Quality Assurance Board Dr. Dobridge reported 
he has been actively seeking physicians who may be 
interested in serving on the proposed Board of Medical 
Quality Assurance, and that all applicants will be inter¬ 
viewed prior to recommendation for appointment. 

• Physician Discipline System The Committee 
considered a letter received from the Baltimore City 
Medical Society that stated the society’s position and 
suggested amendments to House Bill 855. This issue 
was referred to the Legislative Committee for its con¬ 
sideration. 

• Med-Mutual Proxies Reynaldo Lee-Llacer MD 
led a discussion concerning the development of a slate 
for Med-Mutual proxies and stated that the component 
societies would be solicited for nominees for the follow¬ 
ing seats on the Med-Mutual Board for the election on 
April 26, 1988: 

Raymond M. Yow MD 
Gerald J. Carroll MD 
Thomas J. Rohe, III 
Edward J. DellaVecchia 
Angelo J. Troisi 

Should additional names be considered, the timing 
would be as follows: 

Names, plus 50 signatures supporting each 
name, must be submitted to Med-Mutual by 
March 20, 1988 

The five proxy carriers will be contacted to determine 
if they have received any names and will be informed 
that they should meet within in the very near future to 
develop an appropriate representative slate. 


Executive Session 

• Committee on Emotional Health The Executive 
Committee reviewed a proposal from the Committee on 
Emotional Health as submitted by Gary Nyman MD. 
It was reported the Legislative Committee at its Feb¬ 
ruary meeting decided that while it was important to 
support the concept of no discrimination among a class 
of physicians (that is, clinical vs. administrative), it 
would be inappropriate to attempt to change specific 
salaries within the Department of Health that would 
affect only a specific class of employee, physicians. The 
Executive Committee concurred with the decision of 
the Legislative Committee. 

• MMLR The Committee reviewed letters written by 
Dr. Finney to Dr. Kassel and to Governor Schaefer. 


After considerable discussion, the consensus was that 
no further action is warranted in this matter. 

• Med-Chi Financial Assets The financial assets 
of Med-Chi were reviewed, and it was decided that 
quarterly reports will be provided to the Executive 
Committee for their review. 

Council—March 26, 1988 

• New Councilor Dr. Lee-Llacer, Chairman, intro¬ 
duced Dr. Henry P. Laughlin, newly elected councilor 
of the Frederick County Medical Society. 

• Emeritus Membership The Council approved the 
following members (all retired) for Emeritus Member¬ 
ship, at the request of the component society indicated: 


Allegany County 

Thaddeus H. Elder, Jr., MD 
Cumberland 

William P. lames MD 
Cumberland 

Vincente M. Vails MD 
Cumberland 

Anne Arundel County 

Steven J. Abramedis MD 
Annapolis 

Baltimore City 

Ruth W. Baldwin MD 
Baltimore 

John T. Chissell MD 
Baltimore 

Paul G. Herold MD 
Cockeysville 

Montgomery County 

William F. Colliton, Jr., MD 
Silver Spring 

Albert F. Fleury MD 

Chevy Chase 

William J. Hogan MD 
Rockville 

Doris L. Plough MD 
Bethesda 

H. H. Rosenthal MD 

Silver Spring 

Ralph Stiller MD 

Silver Spring 

William Tenenblatt MD 
Silver Spring 

Prince George’s County 

John P. D’Angelo MD 
Suitland 

Washington County 

Aubrey F. Haynes MD 
Hagerstown 

Worcester County 

Arthur T. Hall, Jr., MD 
Ocean City 

Affiliate Member 

Nicholas White MD 

Boca Raton, Florida 


• Committee on Professional Ethics The follow¬ 
ing ethical opinions, presented by Dr. Louis C. Breschi, 
Chairman of the Committee on Professional Ethics, 
were approved by the Council. 

Sale or Closing of Medical Practice Whenever a physician’s 
medical practice is closed or sold, notice to patients and conti¬ 
nuity of care must be the primary concerns. Active patients 
should be notified as soon as possible. This may be accomplished 
by several different methods including, but not limited to, the 
following: 

(a) Letter or postcard 

(b) Newspaper ad 

(c) Answering machine 
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Physician’s Death or Illness Should a sudden need arise to close 
a practice due to a physician’s sudden death or illness, the next 
of kin should consult the physician or physician’s will for direc¬ 
tion. A physician should address this issue in his will or a letter 
of instruction in order that his next of kin have some direction 
should he die suddenly. 

If a physician’s will or letter of instruction does not address this 
issue, the next of kin can either approach another physician to 
assume the practice and notify the patients, or approach the 
medical society for assistance. 

Fees for Assisting at Surgery A surgeon who requires a physician 
as an assistant should inform his patient of the necessity for a 
surgical assistant. It is appropriate for a physician who acts in 
the capacity of a surgical assistant to bill a patient a fee that is 
prevalent in the community. The patient should be informed 
before the procedure of any charge above this fee. 

Referrals Between Physician Spouses 

500. Professional Income and Fees 

501. Division of Fees 

The following arrangements tend to exploit the patient for Finan¬ 
cial gain and, therefore, constitute an unethical division of fees: 

01 A voluntary prospective agreement between physicians for 
division of medical fees which is not based upon the physicians’ 
services, responsibility, experience, or other contributions, 
b) Husband/Wife Physician Teams—Referrals between spouses 
are not inherently unethical. However, the best interests of the 
patient must always be foremost. When making such referrals, 
the spousal relationship must always be disclosed to the patient 
as well as the availability of other consultants in that specialty. 

It is unethical to make medically unnecessary or excessive refer¬ 
rals between spouses. 

Ethical Relationship of Treating Physician to Patient Involved in 
Litigation In any litigation in which a patient’s medical condi¬ 
tion is at issue and that discloses the nature of the relationship 
of the physician to his patient, in the absence of a subpoena, the 
physician’s is free to testify or not. The testimony of the physi¬ 
cian is expected to be honest and without prejudice to either 
party. 

Review of Policy Statements of Council The following motion 
was adopted by the Council: 

That the Committee on Professional Ethics review and 
update any policy statements of the Council contained in 
the Compendium of Laws, Regulations and Opinions and 
Policies Governing the Practice of Medicine in Maryland 
(November, 1984) and its Supplement (November 1985). 

Physician Rehabilitation Services The acceptance or nonaccept¬ 
ance of nonphysician members of Med-Chi into the physician 
rehabilitation program offered by Med-Chi was referred for study 
to an ad hoc committee. The ad hoc committee will be formed by 
the chairmen of the Committee on Physician Rehabilitation and 
the Committee on Professional Ethics. 

• Dr. Malouf The Chairman announced that Dr. 
George Malouf, Sr. was selected as Prince Georgian of 
the Year by the Prince George’s County Government 
for outstanding citizenship. 

• Committee on Hospital Medical Staffs Victor 
Hrehorovich MD, Chairman of the Committee on Hos¬ 
pital Medical Staffs, upon recommendation of the Ex¬ 
ecutive Committee, presented the following resolution 
which was adopted unanimously by the Council: 

Resolved, That the Medical and Chirurgical Faculty stay abreast 
of current actions in quality assessment and assurance as com¬ 
municated by the American Medical Association, and that 
periodic reports be provided to the Council on current AMA 
quality assessment initiatives by the Committee on Hospital 


Medical Staffs; and 

Resolved, That the Medical and Chirurgical Faculty of Maryland 
explore initiatives for the development of quality assessment and 
assurance programs including applications for grants. 

• Maryland Health Convocation The Council ap¬ 
proved the expenditure of $2100 for full sponsorship of 
the Convocation for the year 1988. It was suggested 
that the Faculty should obtain the most effective speak¬ 
ers available for the Convocation. 

• Role Relationship Committee Report Roland 
Smoot MD, Chairman, presented the report of the Ad 
Hoc Committee to Study Role Relationships and dis¬ 
cussed the deliberations of the committee resulting in 
the following motions acted upon by the Council: 

1. Motion: That the Council approve the concept 
of establishing specialty society representation 
within the Faculty’s House of Delegates. 

After some discussion, the motion was approved as 
presented. 

2. Motion: That the Council appoint a committee 
to develop admission criteria of such specialty so¬ 
ciety delegates to the Faculty House of Delegates. 
Such admission criteria to include membership in 
Med-Chi of any officer or other specialty delegate 
or representatives who wish to address the Faculty 
House of Delegates and that such specialty socie¬ 
ties have at least 75% of their members as Med- 
Chi members. 

Following discussion, Dr. Smoot moved that the 
Council Chairman appoint a committee to develop ad¬ 
mission criteria of such specialty society delegates to 
the Faculty’s House of Delegates. After some clarifying 
discussion, it was approved that this matter be referred 
back to the Role Relationship Committee for determi¬ 
nation of criteria and that such criteria be submitted 
before the Council prior to any further action. 

3. Motion: That the Council Chairman establish 

and appoint five subcommittees of the Council 

as follows: 

a. Subcommittee of the Council on Medical 
Practice 

b. Subcommittee of the Council on Legislation 

c. Subcommittee of the Council on Public 
Health 

d. Subcommittee of the Council on Member¬ 
ship Services 

e. Subcommittee of the Council on Scientific 
Affairs 

Discussion on this issue included comments that such 
an effort would be duplicative and would not be neces¬ 
sary. Other comments were that rather than to identify 
an individual or a subcommittee of the Council as 
responsible for reviewing minutes of committee group¬ 
ings, that perhaps every member of the Council should 
be provided with copies of all of the minutes of all 
committees. It also was suggested that perhaps staff 
should prepare a synopsis of actions taken by commit¬ 
tees. Dr. Kassel stated that there should be some kind 
of organization to accomplish the task and that staff 
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should not be required to summarize the voluminous 
amount of work done by the committees. 

After further discussions, it was moved, seconded and 
approved to remand this matter to the Role Relation¬ 
ship Committee for further evaluation and necessary 
action. 

4. After clarification, Dr. Smoot moved that the 
Council accept the succession of the presiding of¬ 
ficers to be as follows: 

Should the President be temporarily unable to 
preside over the House of Delegates, the Pres¬ 
ident-elect would be next in line as presiding 
officer, followed by the First, Second and 
Third Vice Presidents, in that order. 

5. The Council accepted the report of the ad hoc 
committee but did not approve the recommenda¬ 
tion that the committee be disbanded at this time 
because of the issues remanded to the committee 
for further evaluation. 

• Building Fund Dr. Malouf, Chairman of the 
Building Fund, in recognition of the Maryland Society 
of Eye Physicians and Surgeons’ contribution to the 
Med-Chi Building Fund, presented its President, Dr. 
Gordon Heiner, with a framed picture of the Faculty 
building. 

• Maryland Foundation for Health Care Michael 
Murray reported that the Foundation has established a 
repayment fund to return start-up costs advanced by 
the Faculty in 1985. Discussion ensued regarding the 
current federally designated professional review orga¬ 
nization with respect to its administration and impact 
upon hospitals and physicians. Dr. Dobridge suggested 
that some appropriate liaison be initiated with hospital 
groups regarding this problem. 

• Council Meeting Attendance The Council dis¬ 
cussed at length the question of whether to continue to 
hold its meetings on Saturdays as opposed to Thurs¬ 
days. Following the discussion, it was the Council’s 
decision that a letter be sent to those component soci¬ 
eties whose councilors have not been attending Council 
meetings on a regular basis and suggesting that perhaps 
a replacement is in order. 

• Relative Value Scale (RVS) Mr. Troisi informed 
Council of a meeting with the AMA that he would 


attend on Monday, March 28, in Chicago for discussions 
on the Relative Value Scale. He also mentioned that 
the memorandum distributed to the Council describing 
the status of the Harvard/AMA RVS Project had been 
sent to the component and specialty societies. Mr. 
Troisi reported that the AMA had come out with a 
clarification of the Massachusetts Medical Society’s 
statement regarding the RVS. 

• Malpractice Insurance Preliminary Survey 

Preliminary results of a malpractice insurance premium 
survey were distributed. Specialties addressed in the 
survey were: obstetrics, emergency medicine, neurosur¬ 
gery, and orthopedic surgery. Mr. Troisi commented 
that the survey results provide a stimulation of thought 
and concern regarding the intentions of certain spe¬ 
cialty physicians if malpractice premiums are increased. 
He pointed out that staff will further evaluate the 
results by physician age and geographical location. Dr. 
Fastow cautioned about publishing the results based on 
what may be the true intent of the physicians surveyed. 
He suggested that Med-Chi request a copy of the Med- 
Mutual annual report for review by the Faculty. The 
Council Chairman indicated this would be done. 

• HCFA’s Policy on Medical Necessity David Na¬ 
gel MD reviewed for the Council members correspond¬ 
ence that included (1) a letter of denial and request for 
retroactive payment by the physician to the patient 
from Blue Cross/Blue Shield, (2) a letter from the 
physician to Blue Cross/Blue Shield appealing the de¬ 
cision, and (3) a letter from Blue Cross/Blue Shield to 
the physician reversing their denial. 

Dr. Nagel stated that he believed that it was impor¬ 
tant to pursue this matter because of the way in which 
this kind of notification was damaging the physician/ 
patient relationship. 

Dr. Lichtenfeld stated that these denial letters were 
done by computer screening and that the carrier’s med¬ 
ical department makes no review of the claims. He 
further stated that this action was a violation of the 
fundamental policy of physicians’ quality of care review. 
Dr. Nagel indicated that we should await the response 
from Maryland Blue Cross/Blue Shield to Med-Chi’s 
letter of March 24 in which we requested information 
relative to their action. 


-- 

Med-Chi Physician Rehabilitation Program ! 

301-539-0872 ■ 

1-800-492-1056 • 

Hotline—301-727-0120 | 


Requests for PRESENTATIONS are welcome. We offer SPEAKERS and a SLIDE SHOW for interested 
groups such as: Medical Society meetings, Medical Staff meetings, credentials committees, CME 
seminars, and medical school classes. 
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THE UFEGARD 
PROVIDER NETWORK 

SYSTEM 


Physicians 

• Patient Referral 

• Information Interchange 

• Networking 


Additional Services 

• Drug/Drug Interaction 

• Overdue Acct. Collection 

• Continuing Medical 
Education 



Third Party Claims 

• Blue Shield 

• Medicare B 

• Commercial Carriers 


Hospitals/HMOs 

• Census 

• Lab 

• Xray 


Communication Services 

• Electronic Mail 

• Word Processing 

• Bulletin Board 

• Medical and Commercial Data Bases 


Linking the Maryland health care community through a 
broad range of clinical and office support services 


For membership information contact: 

LHeCarcf 

INTERNATIONAL, INC. 

502 Washington Ave., Suite 300 
Towson, Maryland 21204 

494-4800 
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The tax-exempt status of the AMA and medical societies 
is again being threatened as a direct result of 
continued private sector concerns that nonprofit 
hospitals and universities have unfair business 
advantages. In a surprise action, the Oversight 
Subcommittee of the House Ways and Means Committee 
adopted an "aggregation" proposal that could strip 
nonprofit organizations with profit-making subsid¬ 
iaries of their tax-exempt status. 

Aggregation would allow the IRS to deny an organi¬ 
zation this status if it determines the organization's 
"primary purpose" is no longer charitable. This 
approach would prevent many medical associations from 
providing vital public services such as accreditation, 
peer review, and medical assistance to citizens unless 
these programs were funded solely through dues income. 

In a major effort to counter the pending proposal, the 
AMA has issued a strong call to action urging Federa¬ 
tion leadership and individual physicians to contact 
all their Members in the House of Representatives 
during the recess to state the compelling case against 
the pending proposal and the detrimental effects it 
would have on the profession and the public. 


On May 24, 1988 the Faculty submitted a list of 
physician nominees for the Board of Physician Quality 
Assurance to Governor William Donald Schaefer in 
accordance with Section 14-202A (2) (i) of Senate Bill 
508 (Medical Discipline - State Board of Physician 
Quality Assurance). The list was developed by 
canvassing all component medical society presidents, 
specialty society presidents, and chiefs of staff in 
each Maryland hospital. In addition, legal notices 
were placed in both the Baltimore Sun and Washington 
Post for the purpose of public solicitation. 





PROFICIENCY 

TESTING 


LIVING WILLS 


All names were reviewed by Med-Chi's Council with the 
following considerations: geographic, specialty, and 
minority representation? as well as dedication to the 
profession of medicine; objectivity; integrity; a 
sincere desire to serve; and the willingness to commit 
to the time required to serve on the Board. 


On May 16, 1988, the Laboratories Administration 
notified over 600 physicians of the statutory 
requirement that a physician must be enrolled in a 
proficiency testing program if he or she performs 
procedures for which proficiency testing is required. 
This is not new law having been on the books since 
1982. It is now being implemented on the basis of 
information obtained from the laboratory operations 
survey sent to physicians with the application for 
license renewal. Members are urged to comply with the 
law and to enroll in a proficiency testing program if 
they perform tests that are not exempt from the 
program. 

Each year, the Division of Laboratory Licensure 
Certification and Training reviews the list of tests 
that are exempt from the program. If you would like a 
particular test added to the list of exempt tests, 
submit the request and reasons for including the test 
on the exempt list to Med-Chi. Faculty staff will 
coordinate your requests with the specialty societies 
and present the information to the secretary of Health 
and Mental Hygiene. 

To counteract some misinformation that physicians may 
have received, the Faculty wants all physicians to be 
aware that two instruments, the QBC machine and the 
reflotron, must be proficiency tested. 

All laboratory testing by physicians in their offices 
is under scrutiny by the legislature. Med-Chi was 
successful during this past legislative session in 
defeating SB 659, which would have abolished the right 
of physicians' small practices to maintain medical 
laboratories. If the legislature can be shown that 
physicians are complying with the existing laws and 
regulations on proficiency testing, a stronger 
argument can be made against further governmental 
regulation of laboratory testing by physicians in 
their offices. 


The living will is a legal document used by patients 
to direct physicians as to their wishes regarding the 
withholding or withdrawal of life-sustaining proce¬ 
dures. The living will cannot be achieved "by the 


NICOTINE AS 
ADDICTIVE 
AS HEROINE 


NURSING 

SHORTAGE 


denial of food, water, or of such medication and 
medical procedures as are necessary to provide 
comfort, care, and to alleviate pain." Implementing 
the living will by denial of food and water is 
prohibited under the same law that enacted the living 
will. The Attorney General's Office is working on an 
opinion that will explore this issue. It is not clear 
that the prohibition against the denial of food and 
water as it applies to a living will patient has any 
impact on a person who does not have a living will. 

The physician should contact the hospital's ethics 
committee (or its equivalent) and the hospital's legal 
counsel for help in circumstances concerning termina¬ 
tion of medical care. 


In response to the US Surgeon General Everett Koop's 
report stating that nicotine, like heroine or cocaine, 
is physiologically addictive, Alan R. Nelson, Chairman 
of the AMA's Board of Trustees, issued the following 
statement to the media: 

This report and the Surgeon General's 
findings should compel federal and state 
authorities to treat tobacco as the 
addictive drug that it is by raising the age 
of purchase to 21, banning access to tobacco 
products through vending machines, labeling 
tobacco products as addictive, banning 
advertising and promotion of tobacco 
products, and regulating all forms of 
nicotine delivery including newly developed 
products. 

This report is important because it calls 
attention once again to the consequences of 
tobacco use. In issuing the report, Dr. 

Koop reaffirms the importance of achieving 
the goal of a tobacco-free society and calls 
on policy makers to give the problem 
immediate attention. 


Norbert Picha, Med-Chi staff member, recently attended 
an Invitational Workshop, "Taking Action to Resolve 
the Nursing Shortage," jointly sponsored by the 
Department of Health and Mental Hygiene, the 
University of Maryland School of Nursing, and the 
Maryland Hospital Association Center for Nursing. 

The Workshop was held to obtain ideas for the 
implementation of the Report of the Governor's Task 
Force to Study the Crisis in Nursing. It is 





MED-SIG 


CHEMICAL 

HAZARDS 


anticipated that the direct interaction and commit¬ 
ments made during the meeting will help propel 
Maryland toward resolving this critical issue. 


On Tuesday, May 24, 1988, Joseph Jensen, Med-Chi staff 
member, presented a report on MED-SIG, the Faculty's 
computer bulletin board during the annual meeting of 
the Medical Library Association in New Orleans. Mr. 
Jensen was one of three medical society panelists who 
addressed the topic of "Keeping Pace with Change: Some 
Innovative Approaches of Medical Society Libraries." 
The other panelists were Pamela Van Hine from the 
American College of Obstetricians and Gynecologists 
and Arthur Drowning of the New York Academy of 
Medicine. 


Physician employers must implement written programs 
advising their personnel of chemical hazards that 
exist in their job settings and establish specific 
safeguards. As of May 23, 1988, all physicians must be 
in compliance with the Hazard Communications Standard 
(HCS) of the Occupational Safety and Health Adminis¬ 
tration (OSHA) from which physician employers were 
previously exempt. Physicians must keep warning 
labels on containers, obtain material safety data 
sheets from OSHA and make them available to personnel, 
and train all employees regarding their exposure to 
chemical hazards. 

Drugs in solid, final form for direct administration 
to patients are excluded from the HCS requirement. 
Liquid, oral, and injectable drugs also are excluded 
since issues concerning them have not been resolved by 
OSHA and the Office of Management and Budget. The 
OSHA standard, which is now being extended to all 
employers, was published in the August 24, 1987 
Federal Register . Physicians wishing to obtain 
interpretations regarding specific applications of the 
HCS should contact Terry Mikelson at OSHA (202-523- 
6027), or contact the nearest OSHA office. 



MED-CHI TOLL FREE WATTS LINE 
1-800-492-1056 




Quality Practice Digest 


LEGAL AND ETHICAL CONCERNS OF YOUR MEDICAL PRACTICE 


This monthly digest will summarize the laws of the State of 
Maryland, as well as the guidelines, procedures, codes of 
cooperation and policy statements of the Medical and Chirurgical 
Faculty. These laws and policies are being published to reflect 
recent areas of concern to physicians throughout the state. 

The Principles of Medical Ethical of the American Medical 

Association have been adopted as the ethical standards of the 
Medical and Chirurgical Faculty, and they govern the conduct of 
members in their relations to the public and to each other 
(Faculty Bylaws, Article XIV, Section 1) . For more information, 
please refer to the Compendium of Laws, Regulations, Opinions and 
Policies Governing the Practice of Medicine in Maryland . 


Consent by a minor for Treatment or Operation 

The following is a summary of Maryland law on treatment of minors: 

A minor has the same capacity as an adult to consent to medical 
treatment if the minor is married or is the parent of a child or, 
if in the judgment of the attending physician, the life or health 
of the minor would be affected adversely by delaying treatment to 
obtain consent. 

A minor has the same capacity as an adult to consent to treatment 
for or advice about drug abuse, alcoholism, disease, pregnancy, 
contraception other than sterilization, physician examination or 
treatment of injuries from an alleged rape or sexual offense, or to 
obtain evidence of an alleged rape or sexual offense. A physician 
(or an individual under the direction of a physician) who treats a 
minor is not liable for civil damages or subject to any criminal or 
disciplinary penalty solely because the minor did not have the 
capacity to consent. Without the consent of (or over the express 
objection of) a minor the attending physician or, on advice or 
direction of the attending physician, a member of the medical staff 
of a hospital or public clinic may (but need not) give a parent, 
guardian, or custodian of the minor or the spouse of the parent 
information about treatment needed by the minor or provided to the 
minor, except information about abortion . (HG 20-103) See 
Abortion. 










Specialties 


The following summarizes the Maryland statute on a physician 
representing to the public that the physician is a specialist: 

Specialties . In an advertising statement, a physician may state 
the name of his or her specialty only if the specialty area is one 
recognized by the American Board of Medical Specialties. See also 
Physicians, Medical Specialties. 

Section 14-704 of the Health Occupations Article provides: 

(A) Identification by Board required . A physician may not 

represent to the public that the physician is a specialist in any 
field of specialized medical practice unless identified as a 
specialist in that field by the Board. 

(B) Application and determination bv the Board . If a physician 
requests, the Board shall determine whether the physician qualifies 
for Board identification as a specialist. 

(C) Rules and regulations; qualifications . 

(1) The Board shall adopt rules and regulations concerning 
application procedures, fees, and required qualifications, for 
identification as a specialist. 

(2) The qualifications required of applicants for Board 
identification as a specialist may include: 

(i) The requirements established by the American Board of 
Medical Specialties, the Council of Medical Specialty 
Societies, and the Accreditation Council for Graduate 
Medical Education; 

(ii) Education; 

(iii) Professional experience; and 

(iv) Whether, before July 1, 1984, the applicant 
represented to the public, in an ethical manner, that the 
applicant was a specialist. 

(3) The Board may contract with the Faculty or any other 
nonprofit agency to process applications as a specialist. 

(D) Approval of additional specialties . In approving additional 
specialties, the Board may consider those fields recognized and 
approved by the American Board of Medical Specialties, the Council 
of Medical Specialty Societies, and the Accreditation Council for 
Graduate Medical Education. 









Radiation Oncology Center 
Opens At St. Agnes 



A new standard 
in high-energy 
radiation therapy. 

Latest Philips SL-25 
Dual Photon linear 
accelerator is capable 
of six and ten 
megavolt x-rays. 

Possesses full range of 
megavoltage electron 
energies for external 
beam treatments. 

A Philips Simulator is 
used to project treatment 
parameters and design 
patient’s course of therapy. 


The new Radiation Oncology 
Center is under the direction 
of Gary B. Stillwagon, Ph.D., 
M.D., Assistant Professor of 
Oncology, Radiology and 
Radiological Sciences at The 
Johns Hopkins Hospital. Dr. 
Stillwagon is Board Certified 
by the American Board of 
Radiology. He is assisted 
by Kam-Sing Lam, Ph.D., 
a physicist along with a 
dosimetrist from Johns 
Hopkins. The St. Agnes staff 
can treat 30 patients per day 
with a capability of a 
two-fold increase. 


A complete array of 
brachytherapy procedures 
is available involving 
implanted radioisotopes. 
These include Iridium-192 
for interstitial and 
intracavitary implantations 
in the head, neck and other 
regions; Cesium-137 for 
intracavitary implantations in 
gynecologic applications; and 
Iodine-125 for permanent 
implantations in many sites. 


ggnes 

nospital 


Patient referrals can 
be made by calling 
(301) 368-2910. 

St. Agnes is conveniently 
located just a few minutes 
from 1-95. Exit 50. and the 
Westside Beltway, Exit 12. 
Free parking is available at 
the treatment center. 


900 Caton Avenue, Baltimore, MD 21229-5299 


The Science of Medicine 
The Art of Caring 
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Meridian wants you to know 


What you should know about 
Meridian Healthcare services and 



Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite” care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 



Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians' information and referral guide. 

Name___ 

Address___ 

Telephone_ 

Organization_ 

For hospitals and PA’s with need for more than one information kit, please 
indicate the number of additional kits needed_ 
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One Minute with Diabetes 


Today's Psychiatry 


Doctor, I have not been coming to your office regularly 
about my diabetes, and my visit four days ago was the 
first in over a year. But I have had diabetes for 22 years, 
and I know something about taking care of myself. On 
my last visit you asked me to increase my insulin to 40 
units Lente before breakfast and 20 units Lente before 
supper because my blood glucose reading was 504 mg/dl 
even though I had been taking 30 units Lente each day 
and was doing fairly well. I came in because I had vaginal 
itching and frequency of urination. Now my blood glucose 
in 170 mg/dl, but I have shortness of breath, swelling 
ankles, and blurred vision, which I did not have before. 
The frequency of urination is less, and the itching is 
better. 

Why do I have these new problems? 

It is not unusual for a diabetic patient who has 
become acclimated to poor control, chronic hypergly¬ 
cemia, and moderate dehydration to develop some fluid 
retention when control is improved. Blurred vision is 
due to the readjustment of fluid pressure within the 
eyes and will gradually improve. However, if the patient 
got a prescription for new lenses during the period of 
poor control, a new refraction probably will be neces¬ 
sary. The shortness of breath and ankle edema is due 
to “insulin edema.” It will be short lived if diabetic 
control is maintained. A diuretic drug is not necessary 
unless the symptoms are severe. 

The term “insulin edema” incorrectly suggests the 
problem is due to the administration of insulin. It is 
due to rapid improvement of poor control through de¬ 
creased urinary excretion of sodium. It has been re¬ 
ported to occur with sulfonylurea therapy and even 
with strict dietary management alone. 

Patients should be forwarned of these possible sym- 
toms as well as the transient worsening of peripheral 
neuropathy if present, when improved control is sought 
after prolonged poor control of diabetes. 

DeWITTE. DeLAWTER MD 
Editor 


PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Faculty of the State of Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872. 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resume to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate 


Cues for Psychiatric Referrals 
NANCY T. NICHOLS MD 

A number of studies 1-3 indicate that 15 to 30 percent 
of patients seeking care from their primary care giver 
(PCP*) have a psychological component contributing 
to or responsible for their physical complaints. Yet only 
a small proportion of such patients are referred for 
psychiatric consultation and/or treatment. 2,4 With the 
exception of suicidal, overtly psychotic, or depressed 
patients, such referrals are not common. For many 
patients, early recognition of psychiatric components 
of their disease could hasten recovery. Failure to rec¬ 
ognize psychopathology can prevent cure. Certain pat¬ 
terns of behavior can alert the PCP to suspect that 
psychological factors may be partially or entirely re¬ 
sponsible for a patient’s puzzling physical symptoms. 

The following patterns often represent hidden con¬ 
flicts and may be indications for referral for psychiatric 
consultation or treatment. They include a change in 
personality of a patient, particularly if associated with 
a change in the patient’s life-style or family constella¬ 
tion; a significant increase in the number of visits to 
the PCP, often with vague complaints; physical symp¬ 
toms that do not respond to appropriate treatment; and 
exhaustive and repeated negative diagnostic tests. Psy¬ 
chological factors should also be considered when a 
physician has reason to doubt the patient’s compliance 
with instructions; no relief of symptoms has occurred 
from treatment by several previous physicians; a pa¬ 
tient develops side effects from all medications pre¬ 
scribed; excessive or chronic need for analgesics, tran¬ 
quilizers, or hypnotics is present or arises; there is 
reason to suspect alcoholism; or when an explicit psy¬ 
chosomatic illness exists. Finally, a family history that 
is positive for emotional illness or chronic physical 
complaints should alert the PCP to the possible pres¬ 
ence of psychiatric factors, particularly if the symptoms 
are the same as those of a parent of the same sex. 

There are many reasons why PCPs do not make 
psychiatric referrals. They may fear the patient will 
react negatively to such a referral. The physician may 
have a special long-term attachment to the patient, 
leading to a wish to cure the patient himself or herself. 
She may be pessimistic about the efficacy of psycho¬ 
therapy or worried about the cost to the patient. Or he 
may have had poor feedback from previous psychiatric 
referrals. Finally, she may not suspect the existence of 
a psychiatric problem. 5 

It is easier for psychiatrists to recognize physical 


* PCP includes General Practitioners, Family Practitioners, and In¬ 
ternists. 


Committee on Emotional Health, Gary W. Nyman MD, Chairman; 
Lino Coui MD, Editor 
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illness than it is for PCPs to recognize psychiatric 
symptoms. In the case of the former, the patient openly 
presents with or complains of concrete symptoms, 
whereas psychiatric symptoms, often considered by pa¬ 
tients to be irrelevant to their physical symptoms, are 
not verbalized . 6 

Several studies have shown that patients are not as 
averse to psychiatric consultations as PCPs' H may fear. 
A recent survey found that given a choice of treatment 
by their PCP alone, their PCP and a psychiatrist, or a 
psychiatrist alone, the majority of patients preferred 
treatment by a team . 9 A PCP’s positive attitude toward 
psychiatric referral is crucial. If he indicates his belief 
in a relationship between the mind and the body, pa¬ 
tients will not feel they have been rejected, are crazy, 
or that their doctor does not really believe in their 
distress. Explanation, in comprehensible terms, of the 
intensification of physical symptoms by stress and the 
action of stress on the autonomic nervous system usu¬ 
ally is understood and accepted by patients. When a 
physician suspects that psychological factors may be 
involved in the patient’s illness, early referral is indi¬ 
cated. Late referral, after lengthy, unsuccessful treat¬ 
ment, often leads to iatrogenic chronic physical symp¬ 
toms resistant to psychotherapeutic intervention . 10 

Psychiatrists have an obligation to respond promptly 
to the referring physician, both orally and in writing. 
They should be scrupulous in consulting with the pa¬ 
tient’s PCP prior to initiating any treatment. If treat¬ 
ment is undertaken by the psychiatrist, he or she should 
provide on-going progress reports to the PCP, and keep 
apprised of the patient’s physical status. 

The absence of overt psychiatric symptoms in pa¬ 
tients who have negative physical findings and/or do 


not respond to appropriate medical treatment does not 
rule out psychopathology. Certain patterns of behavior 
can alert the PCP to suspect that emotional factors are 
playing a role in the patient’s physical complaints and 
to initiate a psychiatric consultation. Psychiatric treat¬ 
ment, if indicated, may uncover the source of the pa¬ 
tient’s symptoms, shorten the course of the illness, or 
be crucial to cure. 
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MEDICAL/PROFESSIONAL OFFICE BUILDING 



P.O. Box 9385 Catonsville, MD 21228 


Site part of 4.2 acres of 
parkland with no buildings 
to be erected by deed restriction 

Interior design available via 
Jackie Childers, Associate Member 
A.S.I.D. (301) 266-5877 

Buildings available Spring/Summer 1990 

Tax, income, and equity positions 
are designed to meet your 
specific needs 

Inquiries: (301) 747-6479 (BALTO.) 

(301) 269-0012 (ANNAPOLIS) 
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write for a free brochure: 


The Patient Education Program 

Stress Management Institute of Baltimore 

Suite 207, The Rotunda 
711 W. 40th St. 

Baltimore, Md. 21211 


FINALLY ... a professionally designed 

STRESS EDUCATION 

program . . . here in Baltimore! 

The Patient Education Program is a resource for 
physicians who have patients with stress-related 
illness. As an adjunct to your medical treatment, 
we give your patients relaxation training and teach 
behavioral and coping skills, as well as other stress 
management techniques. Group workshops and 
inservice seminars are available as well as 
individual relaxation counseling. Call Andre 
Papantonio, M.A., program director, for referral 
procedures. 

366-5885 


A tradition of 
home care 
excellence 
for over 



Providing a comprehensive 
range of home care services. 


Skilled Nursing 
IV Therapy 
Hospice Care 
Home Health Aides 
Physical Therapy 
Occupational Therapy 
Speech Therapy 
Medical-Social Work 
Additional Services Available 


Nutrition Services 
Enterostomal Therapy Consultation 
Clinical Pharmacy Consultation 


539-3961 

VISITING NURSE 


X-RAY 

EXPERTS 


Give us a call 
1-800-782-XRAY 
539-1888 

• 24-hour expediency 

• Exact film duplication of original x-rays 

• Available for your experts review/ 

insurance/legal responses 

• Convenient downtown location 

• Competitive prices 

“Our expertise shines through everytime. 
We make no bones about it.” 


Duplication 

Services 



Since 895 ASSOCIATION 
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TheAMA 

Hospital Medical Staff Section 
Eleventh Assembly 

JUNE 23-27,1988 
CHICAGO MARRIOTT HOTEL 
CHICAGO, ILLINOIS 


Represent your medical staff 
Become an HMSS Representative 


Meeting includes educational 
forum covering quality assurance, 
tort reform, and Joint Commission 
survey results on governance and 
medical staff relationships. 

For Information Contact: 

Department of Hospital Medical 
Staff Services 

American Medical Association 
535 North Dearborn Street 
Chicago, Illinois 60610 
Phone (312) 645-4754 or 645-4761 
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Members in the News 


Memorial Tribute 

Franklin L. Angell MD, FACR 

1924-1988 


Whereas, Franklin L. Angell was a member of the Board of Directors and Past President, 
Maryland Radiological Society, when his untimely death occurred; and 

Whereas, Dr. Angell gave vigorous, dedicated leadership to the practice of Radiology in Maryland 
and the nation; 

Whereas, Dr. Angell was distinguished for his service in the American College of Radiology as 
Past President of the Council of the College, a member of the Board of Chancellors of the College 
and Chairman Designate of the Board of Chancellors to take office September, 1988; and 
Whereas, Dr. Angell set an example of credibility, integrity, and efficiency, and gave of himself 
beyond limits in service of his patients, his colleagues, and for the benefit of his community and 
profession; and 

Whereas, Dr. Angell’s death will be a great loss to his family, to the medical profession, and the 
public; be it therefore 

Resolved. That the Board of Directors and the membership of the Maryland Radiological Society 
adopt this resolution with an expression of deep sorrow on the death of Dr. Angell; and 
Resolved. That this resolution be spread upon the minutes of the Maryland Radiological Society 
and a copy sent to his wife Mrs. Amy Angell and his children. 

Respectfully submitted, 

LEE GOODMAN MD, President 
The Maryland Radiological Society 


Ronald E. Cann MD has been appointed chairman 
of the department of psychiatry at Fallston General 
Hospital. Dr. Cann received his medical degree from 
the University of Missouri Medical School. He com¬ 
pleted his residency in the Department of Psychiatry 
at The Johns Hopkins Hospital and was a fellow in the 
Department of Psychiatry at The Johns Hopkins Uni¬ 
versity School of Medicine, where he is currently an 
instructor. 

• • • 

James P. G. Flynn MD recently received the first 
Louis L. Goldstein Community Service Award at the 
Maryland Health Care Foundation Legislative Awards 
and Health Fair Ribbon Cutting Ceremony in the Cal¬ 
vert Room of the State House, Annapolis. Dr. Flynn 
was cited for his dedicated work, enthusiasm, and con¬ 
tributions to the advancement of comprehensive reha¬ 
bilitation services. Dr. Flynn is Director/CEO, Monte¬ 
bello Rehabilitation Hospital, University of Maryland 
Medical System. 


A. H. Ghiladi MD was installed as President of the 
Baltimore County Medical Association at its Annual 
Meeting. Dr. Ghiladi received his MD degree from the 
University of Shiraz, Iran, in 1965. After his internship 
at Bon Secours and Mercy Hospitals, he was a resident 
in medicine at Mercy Hospital. He served his fellowship 
in diseases of the chest at Maryland General and The 
Johns Hopkins Hospitals in 1971 and 1972. He entered 
private practice after completing his training. 

Also taking office at the BCMA Annual Meeting were 
President-elect Benjamin Del Carmen MD, Vice- 
president Esther Edery MD, Secretary Harold B. 
Bob MD, and Treasurer Louis C. Breschi MD. 


We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MMJ, 1211 Cathedral St, Baltimore, MD 21201 
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Historic Meetings. 

On Maryland’s Eastern Shore —two hours from the pressures 
and pace of Washington, Baltimore and Philadelphia. With a 
superb restaurant and lounge, swimming pool, colonial charm, 
personalized service and meeting expertise you expect from 
one of America’s oldest inns. Featuring 119 guest rooms and 
seven meeting rooms to accommodate gatherings of 25-300. 


Business Meeting Package— 

per person/night 
(double occupancy) 

$Q^* per person/night 
O/ (single occupancy) 

Includes: • Complete breakfast, 
lunch and dinner daily • Meeting room 
• 2 coffee breaks daily 
• Free parking • All gratuities 


u2 




Easton. Maryland 21601 
Phone (301) 822-1300 


*Pkg. min. 10 rooms. Based on 
availability. Limited number of 
package rooms, rates and 
conditions subject to change 
without notice. Sales tax not 1 
included. Offer valid thru 
12/30/88. -' 





...aspart of your vacation f 


OPEN REGISTRATION 
DAILY 8 AM - 4 PM 

(S) 

Sheraton Rmtainehleau 
Inn & Spa 

DATES June 25-June 29 
July 2-July 6 
July 9-July 13 
July 16-July 20 
July 23-July 27 
July 30-August 3 
August 6-August 10 
August 13-August 17 
August 20-August 24 
August 27-August 31 
September 3-September 7 


• Physicians 

• Dentists 

• Health 
Professionals 

Professional Practice 
Management Concepts 

Topics Include: 

— New 1988 Tax Planning Ideas 

— Investment Alternatives for 
the 80 s 

— Capital Accumulation for 
Retirement 

— Protecting Assets from 
Malpractice Claims 

— How to Sell Your Practice 

— And Much More! 


FREE BROCHURE! 

1—(800) 537-9539 


Credit: Category 2 Physicians Recognition Award General Dentistry Accreditation CPE Accreditation 


<^meoicflUD6nTM,bCGM,seminMS 



O’CONOR 
PIPER e FLYNN 


Distinctive 

REALTORS ® 

P 

•R-O-P-E-R-T-I-E-S 


Tbwson- 
Hampton Forest 

A UNIQUE OFFERING for 
$499,900 . . . 

• 6 Bedrooms 

• 4 Full Baths-2 with whirlpool 
tubs and separate showers 

• 2 Powder Rooms 

• 2 Laundry Rooms 

• 3 Fireplaces 

• 4 Car Garage 

• 2 Decks 

• Screened Porch 

• 6500 Sq. Ft. 

• In-Law Apartment 



For details and an appointment, call Jo Anne 
Millender (301) 239-3652 or Peggy Sindall 
(301) 833-2174/667-6100. 


M21204TIM 
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Maryland Oncology Newsletter 


Carcinoma of the Pancreas 
and Periampullary Area, Part II 


As mentioned before, carcinoma of the pancreas is 
the most common lesion in this area. It has been 
reported that 60 percent of the carcinomas of the pan¬ 
creas are located in the head, 15 percent in the body, 
and about 5 percent in the tail. The remaining 20 
percent seems to constitute the diffuse type. It is esti¬ 
mated that 90 percent of carcinomas of the pancreas 
are ductal type. Such tumors are fast growing and 
metastasize early. Diagnostic studies are utilized when 
the patient presents with symptoms of the disease, but 
by that time, it is already too late to cure the majority 
of those patients. 

There is a real need for tumor markers for early 
detection and improving the prognosis. Tumor-associ¬ 
ated antigens such as carcinoembryonic antigen (CEA), 
alphafetoprotein, and pancreatic oncofetal antigen in 
the sera lack specificity for such carcinomas. On the 
other hand, the availability of CT scanning, magnetic 
resonance imaging (MRI), percutaneous needle biopsy 
of the primary lesions as well as the metastases in the 
liver, and the availability of duodenoscopy with ERCP 
(endoscopic retrograde cannulation of pancreatic and 
biliary ducts) added significantly not only to the diag¬ 
nosis of the patient but also reflected on the methods 
of management. 

Ampullary lesions can be benign or malignant. The 
benign lesions include fibrosis, inflammatory polyps, 
adenomyomas, and leiomyomas. The malignant lesions 
can be primary adenocarcinomas, metastatic carcino¬ 
mas from other primary sites, carcinoid tumors, or 
sarcomas. 

Prognosis 

The prognosis of carcinoma of the pancreas is ex¬ 
tremely poor when compared to other carcinomas of 
the periampullary area. Ductal carcinoma of the pan¬ 
creas has an overall one-year survival of 12 percent, 
with an overall three-year survival of 2 percent. It seems 
that a younger age group does slightly better at least 
for the first two years after resection. Sex and race have 
very little bearing on survival. Certain data from the 
Charity Hospital, New Orleans, indicate better survival 
for those patients who underwent surgical resection of 
their pancreatic tumors of almost 15 percent at three 
years. However, the review of such data is retrospective, 
lacks accurate staging, and may include periampullary 
cancers, which carry a better prognosis. 

Staging of pancreatic carcinoma by TNM system, 
reveals that patients with stage I carcinoma of the 


pancreas have a one-year survival of 35 percent and a 
two-year survival of 15 percent. On the other hand, 
stage II and III carcinomas have a one-year survival of 
15 percent and a two-year survival of 4 percent. Stage 
IV disease has a one-year survival of 5 percent and a 
zero survival at 22 months. 

Carcinoma of the ampulla of vater is considered to 
have a good prognosis. However, data from Japan reveal 
that the five-year survival of a large series of 450 
patients was 16 percent, with a ten-year survival of 3 
percent. The main cause of death was distant metas¬ 
tases. The two major prognostic factors are: (1) Patients 
with papillary type lesions have a better survival than 
those with ulcerative lesions. (2) Patients with metas¬ 
tases to the regional lymph nodes have one-half to one- 
third the survival rates compared to those who have no 
regional metastases at the time of diagnosis. 

The five-year survival rates after resection for per¬ 
iampullary lesions range from 7 to 14 percent. The most 
important prognostic factor is the status of the regional 
lymph nodes. The median survival after resection was 
57 months for those with no regional lymph node me¬ 
tastases, and 6 months with those with regional lymph 
node metastases. 

Carcinoma of the lower bile duct carries a poor prog¬ 
nosis. In a resected group, the five-year survival was 5 
percent, and the ten-year survival was 1 percent. How¬ 
ever, occasional long survival is encountered in each 
series. 

Tumor Conferences are held weekly on Tuesday between 8 and 9 AM 
in Room N13E28 at the University of Maryland Hospital. This is an 
open meeting and physicians are welcome to attend. Physicians can 
present cases, but please call 328-5224 by noon Monday to obtain time 
on the schedule for your case(s) and bring the pathological slides with 
you. 

E. GEORGE ELIAS MD 
Professor of Surgery and Oncology 
Director, Surgical Oncology Program 
University of Maryland Hospital 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


If you have any questions, call or write the Surgical Oncology Program 
at the University of Maryland Medical System, Room N13E02, 
Baltimore, Maryland 21202 (301-328-5224). 


Vol 37, No 6 MMJ 445 





What You Didn’t Learn 
In Medical School. 


Making sound business decisions is a 
big part of building a successful practice. 
However, business administration isn’t part 
of most medical school curriculums. 

Now M.D.s can call on the experience of 
an M.B.A. Mountain Run Health Services 
Management specializes in managing the 
good health of medical practices. Our 
management experts have helped many 
practices: 


■ choose cost-efficient computer equipment 

■ establish fee schedules 

■ develop billing and collection systems 

■ design employee benefit plans 

■ write personnel policy manuals. 

Let Mountain Run Health Services 
Management keep your practice healthy 
while you take care of your patients. Call 
us today for an initial consultation with 
no obligation. 


Mountain Run Health Services Management 

663 Sunset Lane, Culpeper, VA 22701 
(703)825-1229 



For INSENSITIVE foot management 
we now offer: 

★ EXTRA DEPTH 
and the new "Thermolds" shoes 

★ Accomodative, impression molded 
inlays, for proper weight distribution, 
made of PLASTIZOTE or PELITE. 

★ Custom MOLDED footwear 

as required. 

★ Outside fitting in home or hospital. 

★ Also—Complete prescription service, 
including many special purpose shoes 

and shoes suitable for brace attachment. 

Store Hours 9:00 to 5:00 
except Thursday to 7:00 P.M. 

ZIMMERMANN’S SHOES 

227 W. Saratoga St., Balto., MD 21201 
(301) 685-3665 

Charles E. Brown, Certified Pedorthist 
Member, Prescription Footwear Association. 
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Medical Miscellany 


MHA Studies Quality of Care Delivered 


What are the appropriate clinical yardsticks to enable 
hospital trustees to measure the quality of care being 
delivered to patients? 

A three-year, $368,000 grant from the Robert Wood 
Johnson Foundation of Princeton, New Jersey to the 
Maryland Hospital Association will help fund a one-of- 
a-kind research project to find some of the answers. 

In announcing award of the grant, Foundation Pres¬ 
ident Layton E. Cluff MD said “Maryland hospitals 
and their association are breaking new and hard ground 
with their project. Hospital patients, trustees and man¬ 
agers across the country stand to benefit from success¬ 
ful development of reliable measures of quality. We 
think we’ve placed these funds and that challenge into 
the right hands.” 

Hospital Association President Richard J. Davidson 
said the grant, which began January 1, will support the 
expansion of a comprehensive data collection and 
analysis effort among more than 40 hospitals across the 
state. Information will be gathered and studied on 10 
clinical “indicators,” including mortality rates, Cesar¬ 
ean section rates, hospital-acquired infection rates, and 
rates of readmission after discharge. The aim is to first 
test them as valid indicators of the quality of care and 
second, as tools that hospital boards can use to oversee 
medical practice and the delivery of care. 

Davidson said Maryland hospitals voluntarily began 
the project on a pilot basis more than 18 months ago 
under the state association’s auspices. “When it became 
clear that this kind of research might be of value to all 
hospitals, not just those in Maryland, we decided to 
seek assistance from the Robert Wood Johnson Foun¬ 
dation. Their philosophy has centered on supporting 
programs that have a valuable and positive effect on 
patient care, more than research for academic sake.” 

Since its experimental phase began, MHA has agreed 
to participation by five multihospital systems in other 
parts of the country, giving the effort national scope. 
They are the Evangelical Hospital Corporation in Chi¬ 
cago, the Wisconsin-based Sisters of the Sorrowful 
Mother Ministry, the Sisters of Mercy Health System 
in Michigan, the Daughters of Charity National Health 
System (headquartered in Missouri), and the Adventist 
Health System (based in Kansas). 

The use of clinical outcome data, such as mortality 
rates, by individuals and groups who accredit hospitals, 
regulate their activities, and pay for large amounts of 
care has risen sharply in recent years. Davidson noted 
that the federal government has been making hospital 
mortality data for Medicare patients public on an an¬ 
nual basis. Also, a growing amount of complex data is 
being collected and used to rate hospitals and guide 
consumers. 

“It is imperative that the citizen volunteers who 
govern hospitals have valid screening measures if they 


are to serve one of their most important functions: 
ensuring that the right kinds of care are being given in 
the right ways.” 

In addition to collecting, analyzing, and disseminat¬ 
ing comparative information to participating institu¬ 
tions, the research effort will provide technical assist¬ 
ance to hospitals on use of the data for internal quality 
assurance purposes. Educational programs for trustees, 
managers, and clinicians; help with improving data- 
collection systems; coordination of the research with 
various medical specialty groups; and the development 
of norms and standards against which a hospital can 
measure itself are all part of the project. 

Davidson pointed out that the Johnson Foundation 
stipend supplements a $100,000 annual fund pledged 
by the Association’s 65 member institutions last June. 
“Maryland hospitals were so convinced of the value of 
this line of study that they wanted it to begin, regardless 
of whether we were able to earn outside support.” 

The work will be supervised by MHA’s Council for 
Quality Health Care, a permanent policy committee 
comprised of trustees, physicians, hospital and nurse 
executives, and others. Its Chairman is Eugene Fein- 
blatt, a Baltimore attorney who has been Chairman of 
the Board of both Sinai Hospital and the MHA and 
current is a trustee of Union Memorial Hospital in 
Baltimore. The project director will be Steven J. Sum¬ 
mer, MHA’s Vice President for Professional Activities. 

The Robert Wood Johnson Foundation became a 
national philanthropy in 1972. Since then, it has 
awarded some $800 million in grants to improve health 
care and health services in the United States. Over $36 
million has been awarded to Maryland institutions in 
this period, including this most recent award to the 
Maryland Hospital Association. 

The Maryland Hospital Association is a nonprofit, 
nongovernment organization. It was formed more than 
two decades ago as a vehicle for cooperation and com¬ 
munication among the state’s 68 community acute care 
and special hospitals. Headquartered in Lutherville it 
is the only state hospital association in America with a 
governing body made up of hospital trustees. 
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When vour patients need your best 
health care recommendations 
use your head. 



Remember this hat. 


When your patients need home health care remember to 
recommend Staff Builders. Our nurses (RN/LPN). therapists 
(physical/occupational/speech), medical social workers, nurses 
aides, home health/personal care aides, home-makers, live-in 
home companions are all carefully screened, bonded, insured and 
professional in every way. But more than that, they care. So 
remember Staff Builders when you recommend health care 
services. And remember most home health services are paid by 
Medicare. Medical Assistance, or Blue Cross. And that hospital 
and home private duty services are also available. Staff Builders 
personal and professional care is as close as your phone. Just give 
us a call if we can be of assistance. 

Licensed by the State of Maryland and Federally Certified for 
Medicare/Medical Assistance/Blue Cross-Home Care. 

Available even,' hour 7 days a week. 

Baltimore City 752-0062/625-0222 

Baltimore County 561-1595 

Harford 838-7110 

Howard 730-2311 

Anne Arundel 269-8444 

Carroll 549-2121 

The home care nursing and prii ate duty service 
doctors and hospitals use nationwide. 

EOE/MF We bill the patient’s insurance company directly. 



staff 
builders 

Health Care Services 
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BLACKMONDAY 

PUT YOU M THE 


Control your financial future and realize a return 
on your investment of 23% or more!* 

SAFELY!!! 

Realize all of the positive aspects of real estate investment, 
while you eliminate all of the negatives. 

NO NEGATIVE CASH FLOW NO TENANT HASSLES 
N 0 CLOSING COSTS N 0 MAINTENANCE WORRIES 

NO QUALIFYING PROBLEMS NO PROPERTY MANAGEMENT FEES 

AND ALL WITH ONLY 10% DOWN! 

offered exclusively by 



Columbia Lakefront Office • The Ryland Bldg. * Columbia. MO 21044 

Meredith Office: 730-7400 Res.: 796-2090 

Hotter 

tt*w 1 *Return on investment ts based on an annual appreciation of 8%. 
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Roland Park North is a step above ordinary townhome living. In its final phase, with 4 levels of luxurious 
living space, two-car garages, over-sized decks, fully-equipped custom kitchens by Stuart, seven skylights, fireplaces 
and luxurious master bath suites, it’s everything you’ve come to expect in a Roland Park home. . . and more. 
Visit our furnished model today or call Esther Fitez at 323-9494, open daily 12-5 or by appointment; closed 
Wednesday. 5700 block of Roland Avenue, South of Lake Avenue. Priced from $319,500. 


tiofr The Strutt Group 

iwoin«n 

628-2207 
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HERE'S ONE DOCTOR 
WHO WON'T PAY HIS MALPRACTICE 
PREMIUMS THIS YEAR. 



The Army covers his premiums. 

Since he’s an Army Physician, there are a 
lot of worries associated with private prac- 
tice that he won’t have to contend with. 
Like excessive paperwork, and the over- 
head costs incurred in running a private 
practice. 

What he will get is a highly challeng¬ 
ing, highly rewarding experience. The 
Army offers varied assignments, chances to 
specialize, or further your education, and 
to work with a team of dedicated health 
care professionals. Plus a generous benefits 
package. 

If you’re interested in practicing high 
quality health care with a minimum of 
administrative burdens, examine Army 
medicine. Talk to your local Army Medical 
Department Counselor for more 
information. 

CALL COLLECT 
(301) 962-3033 


ARMY MEDICINE. 
BE ALL YOU CAN BE. 
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Information for Authors 


Med-Chi members reading papers before organizations , 
are invited to submit their papers to the MMJ for consid¬ 
eration for publications. 

The Maryland Medical Journal is the monthly publi¬ 
cation of the Medical and Chirurgical Faculty of the 
State of Maryland. Its goals are educational and inform¬ 
ative: the publishing of scientific articles and other 
technical information as well as editorials, special arti¬ 
cles (evaluations, position papers, reviews of nonscien- 
tific subjects), membership news, notices of medical 
events, legislative and governmental news, meetings, 
continuing education courses, and programs and poli¬ 
cies of the Faculty. 

Manuscripts may be sent to Editor MM], 1211 Cathe¬ 
dral St., Baltimore, MD 21201. Articles are accepted for 
publication on the condition that they are contributed 
solely to this journal. Transmittal letters should desig¬ 
nate one author as correspondent and include his/her 
address and telephone number. Manuscripts are re¬ 
viewed by the editor, editorial board members, and 
guest reviewers. The final decision is reserved for the 
Editor. 

Specifications 

Manuscripts must be original typed copy, double¬ 
spaced throughout (including text, case reports, leg¬ 
ends, tables, and references) with margins of at least 
one inch. Number pages consecutively. Please submit 
two additional copies. 

Include in the manuscript the concise title, full name 
of the author (or authors) with highest degree, aca¬ 
demic and professional titles, affiliations, and any insti¬ 
tutional or other credits. 

An introductory synopsis/abstract of approximately 
100-150 words is required. 

Tables are to be typed on separate sheets of paper, 
numbered, and have a brief descriptive title. The Editor 
reserves the right to edit tables. Be sure that statistics 
are consistent in both tables and text. 

References are limited to those citations noted in the 
text. References are to be typed double-spaced and 
numbered consecutively as they appear in text. They 
will be examined critically at the time of review and 
must be kept to a minimum. The number of references 
is generally limited to 20 in major contributions and 
fewer in shorter articles. Exceptions may be made if 
appropriate in the opinion of the reviewing editor. 
Personal communications and unpublished data should 
not be included. The following are necessary: names 


of all authors, complete title of article cited (lower case), 
name of journal abbreviated according to Index Medi- 
cus, volume number, first and last page numbers, and 
year of publication. For more extenisve information 
about preparing medical articles for publication, the 
editors suggest the International Committee of Medical 
Journal Editors: Uniform requirements for manuscripts 
submitted to biomedical journals. The complete doc¬ 
ument is available in the June 1982 issue of the Annals 
of Internal Medicine. 

Illustrations are material that cannot be set in type. 
Photographic material must be submitted as high-con¬ 
trast, glossy prints. Drawings and graphs must be done 
professionally in india ink on high-grade white drawing 
paper. Omit illustrations that do not increase under¬ 
standing of text , and limit them to a reasonable number. 
Four or fewer illustrations should be adequate for a 
manuscript of 4 to 5 typed pages. Legends are to be 
typed on a separate sheet of paper. Type on a gummed 
label and affix to the back of each illustration: figure 
number, title of manuscript, name of senior author, and 
arrow indicating top. Legends for illustrations should 
be typed on a separate page with numbers correspond¬ 
ing to those on the photographs and drawings. Cost of 
printing color photographs must be borne by the au¬ 
thor. 

Recognizable photos of patients are to be masked 
and should carry with them written permission for 
publication. 

Permissions. When material is reproduced from 
other sources, full credit must be given to both the 
author and publisher, and written permission from 
these sources must be included when the material is 
submitted. 

Copyright. Material published in the lournal is pro¬ 
tected by copyright and may not be reproduced with¬ 
out the written permission of both the author and the 
lournal. 


Editorial Responsibility 

Manuscripts are subject to editorial modification and 
such revisions necessary to bring them into conformity 
with journal style. 

Galley proofs will be mailed to the principal author 
and, if not returned by the specified date, will be 
considered approved as typeset. 

Statements made or opinions expressed by any con¬ 
tributor in any article or feature published in the Journal 
are the sole responsibility of the author. 
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Commentary 


Medical Advertising 
JOSEPH M. MILLER MD 


The State of Maryland, by a bill enacted on July 1, 
1985, prohibited physicians from representing to the 
public that they are authorized to practice a medical 
specialty unless they have been identified as such by 
the State Board of Medical Examiners. 1 This law ap¬ 
peared under the aegis of that Board in practically the 
same language with the effective date of June 1, 1987. 2 

This representation comes under the classification of 
advertising, which has been severely frowned upon by 
the medical organization in the past. However, within 
the last ten years advertising has become accepted after 
having withstood legal challenge; but misrepresenta¬ 
tion, consciously or unconsciously perpetrated, contin¬ 
ues to be banned. Surely, the definition of a “specialist” 
is a worrisome problem and is the object of challenge 
and adjudication by the Legislature of Maryland. 

The Supreme Court of the United States has held 
that prohibition of advertising by members of the med¬ 
ical profession is unconstitutional. Curiously, the issue 
was resolved by two decisions neither of which was 
concerned with medicine, although the judgment of the 
court subsequently was considered to be applicable to 
the conduct of all professional people. 

Pharmacists’ Case 

Initially, consumers of prescription drugs sued the 
Virginia State Board of Pharmacy seeking redress from 
its ruling that licensed pharmacists advertising the 
price of prescription drugs were acting in an unprofes¬ 
sional manner. 3 If the pharmacists were found guilty 
under such charge, a monetary fine or a revocation or 
suspension of the license might follow. A District Court 
rendered a decision against the Pharmacy Board by 
declaring that the statute was void and enjoined the 
Board from its enforcement. Later, the matter was 
carried to the Supreme Court, which upheld the pre¬ 
vious decision by virtue of the fact that the First 
Amendment rights of the pharmacists were being vio¬ 
lated by the act. 

Attorneys’ Advertising 

The succeeding term of the Supreme Court saw the 
second decision bearing upon medical advertising. 4 
Again, a situation divorced from medicine arose in 
Arizona. Two licensed attorneys, Bates and O’Sheen, 
were charged with violation of the disciplinary law of 
the State Supreme Court that prohibited lawyers from 
advertising. The attorneys conceded they clearly had 
violated the ruling involved. At a hearing of the com- 


Dr. Miller is Acting Director of Medical Education, Liberty Med¬ 
ical Center, Inc., Baltimore. 


plaint before a local administrative committee, they 
recommended the attorneys be suspended for not less 
than six months. Further higher review maintained the 
verdict of guilt but reduced the time of suspension to 
one week. The appellants sought relief from the Su¬ 
preme Court of Arizona and argued that their rights 
under the First Amendment had been infringed. The 
Court upheld the disciplinary rule but reduced the 
penalty to censure only. Upon appeal to the United 
States Supreme Court, censure was stayed until the 
Court could offer final determination on this matter. 

The question seeking resolution was whether the 
Court could adhere to its protection of commercial 
speech in a more traditional profession as it did in the 
pharmacy case. The Court held that advertising fell 
within the rights of the attorneys as guaranteed by the 
First Amendment, and they were vindicated. A signifi¬ 
cant part of the opinion in Bates and O’Sheen was the 
rejection of the concept that advertising by attorneys 
was inherently misleading. Noteworthy is the fact that 
the Court did not deal with the quality of services that 
might be misleading enough to warrant restriction. The 
Court has thus provided a working presumption that 
the First Amendment will invalidate a total ban on 
advertising. 

AMA Changes Position 

Subsequently and largely guided by this decision, the 
American Medical Association liberalized its rule tre¬ 
mendously. 5 Advertising is accepted but solicitation of 
patients is proscribed. The medical licensure regula¬ 
tions of over two-thirds of the states restrict or prohibit 
advertising and solicitation, however; and enforcement 
has been left largely to the state and local medical 
societies. Expulsion of a doctor from the society could 
follow conviction for advertising and this event, in turn, 
to loss of hospital privileges and an increased premium 
for malpractice insurance. Many state and local socie¬ 
ties are not as liberal-minded as the AMA, and their 
reaction to advertising is yet to be seen. 

Enforcement of ethical standards relating to adver¬ 
tising might be considered a private matter unaffected 
by constitutional appeal. The judgment for Bates and 
O’Sheen, however, has substantiated the right of free 
speech under the First Amendment, and the physician 
may advertise if he or she wishes to do so. Knowledge 
about name, type of practice, office location, office 
hours, and other such useful information, which will 
enable the consumer to make an informed choice of 
physician, is acceptable. Incorrect or misleading facts, 
and representation and implications likely to cause the 
average person to misunderstand or to be deceived are 
prohibited. 
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Unquestionably, information useful to the consumer 
is ethical and legal. Demonstrated or potential harm to 
the user is another matter. The Court also pronounced 
that false or deceptive advertising may be prohibited. 

The quality of the services advertised is the linchpin 
to any critical analysis. Self-laudatory statements such 
as being certified by a particular board or graduation 
from a prestigious medical school might seem as if they 
should be prohibited, but this information is precisely 
what the consumer wishes to know. If these statements 
are subject to verification, the quality analysis should 
be forgotten. 

Yellow Pages 

One advertising method doctors use to reach the 
public is the Yellow Pages of the telephone directory. 
Correct information is acceptable, and the State of 
Maryland has acted in legal manner to see that this 
information is true. The questions might be asked, 
“Does a problem really exist, and are false statements 
being made?” 

Physicians claiming specialty status in the telephone 
book fall into two groups. Some claim they “limit” their 
practice and perhaps infer that they are specialists in 
the true sense of the word. Other doctors are listed in 
the “Specialty Section,” and although the Publishers of 
the Directory state this listing does not mean they are 
board-certified specialists in their areas of practice, the 
implication is plain that these individuals claim spe¬ 
cialty status. 

A review of advertising by doctors in this area did 
unearth a problem. The Baltimore Metropolitan Yellow 
Pages for 1986-1987 6 were compared with the Directory 
of Medical Specialists for 1985-1986. 7 These issues were 
the latest printed. If a difference existed, the error 
entailed must be quite small, because the Yellow Pages 
of 1987 reflect the results of 1986. The analysis was 
limited to the Baltimore Metropolitan Area and not the 
City, but, as such, the evaluation covers a great per¬ 
centage of doctors in Maryland. Evidence of certifi¬ 
cation could not be found for 103 physicians who 
claimed specialty ratings. Of this group, 7 “limited their 
practice,” 30 “limited their practice” and were also 
found in the “Specialty section,” and 66 were found in 
that group alone. 

If the consumer using this information expected that 
these doctors were certified by one of the existing 
boards, then the provided information was misleading. 
The Supreme Court and now the State of Maryland 
have prohibited misleading advertising. 

Questions Remain 

Assuredly, some of these physicians had the proper 


amount of time in training in a specialized field but 
either did not take or were not successful in their 
examinations. Should such an individual be permitted 
to advertise in the same manner as a board-accredited 
doctor? The Peer Committee of the State Board of 
Medical Examiners will attempt to solve this sticky 
situation. The question to be resolved is “Can the State 
Medical Board accept such an individual as having 
credentials equivalent to those who have sat success¬ 
fully for their examinations?” If the Board makes this 
exception, will two classes of certification be created? 
In such an instance, the regulatory power of the State 
Board may supercede that of the Specialty Board 
groups. The resolution of this difficult problem may yet 
get to a court of law as the system of state regulation 
triggers scrutiny under the First Amendment of the 
Constitution. 

Perhaps a difference does exist between “board cer¬ 
tification” and “specialist” as defined by the State. 
Contemporary physicians have been raised in an envi¬ 
ronment in which the term “specialist” has been ac¬ 
corded only to those doctors who were certified by board 
examination. There IS a difference between the trained 
individual who has never taken or has failed his boards 
and one who has been successful. How the State Med¬ 
ical Board will resolve this question for each appealing 
physician provokes a difficult problem, which now is 
also causing concern to the individual boards. 8 

In retrospect, the physician does have the right under 
the First Amendment to advertise in an honest manner. 
The “specialist” who has not taken or has not passed 
the board examinations and the practitioner who is a 
specialist by virtue of long-term practice form two 
groups for whom the use of the term “specialist” must 
evoke serious thoughts about such accreditation by the 
State Board of Medical Examiners. 
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.. .like the more than one million patients who have 
received INDERAL! LA. 
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In a recent survey, 4,120 participating physicians gave 
us their views 1 on INDERAL LA in the treatment of 
hypertension, angina and migraine. 

inderal la is their preferred 
beta blocker 

.. .of the nearly three out of four physicians responding 
to the questionnaire, an impressive 97% rated INDERAL 
LA good to excellent for overall performance. Virtually all 
cited efficacy, tolerability, long-term cardiovascular pro¬ 
tection and once-daily convenience as important factors 
in their choosing to prescribe INDERAL LA. 

inderal la promotes patient 
compliance 

.. .Virtually every responding physician rated patient sat¬ 
isfaction with INDERAL LA to be as good as, or better 
than, other beta blockers. 


Like conventional INDERAL Tablets, INDERAL LA should not be used in the presence 
of congestive heart failure, sinus bradycardia, cardiogenic shock, heart block 
greater than first degree and bronchial asthma. 


InderalLA 


LONG ACTING 
CAPSULES 
60,80,120,160 mg 


(PROPRANOLOL HCI) 

The one you know best 
keeps looking better 

Please see next page for brief summary of prescribing information. 
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BRIEF SUMMARY (FOR FULL PRESCRIBING INFORMATION, SEE PACKAGE CIRCULAR.) 


INDERAL® LA brand of propranolol hydrochloride (Long Acting Capsules) 

DESCRIPTION. INDERAL LA is formulated to provide a sustained release of propranolol hydro¬ 
chloride. INDERAL LA is available as 60 mg, 80 mg, 120 mg, and 160 mg capsules. 

CLINICAL PHARMACOLOGY. INDERAL is a nonselective, beta-adrenergic receptor-blocking 
agent possessing no other autonomic nervous system activity. It specifically competes with beta-ad¬ 
renergic receptor-stimulating agents for available receptor sites. When access to beta-receptor sites 
is blocked by INDERAL, the chronotropic, inotropic, and vasodilator responses to beta- 
adrenergic stimulation are decreased proportionately. 

INDERAL LA Capsules (60, 80, 120, and 160 mg) release propranolol HCI at a controlled and 
predictable rate. Peak blood levels following dosing with INDERAL LA occur at about 6 hours and the 
apparent plasma half-life is about 10 hours. When measured at steady state over a 24-hour period the 
areas under the propranolol plasma concentration-time curve (AUCs) for the capsules are approxi¬ 
mately 60% to 65% of the AUCs for a comparable divided daily dose of INDERAL Tablets. The lower 
AUCs for the capsules are due to greater hepatic metabolism of propranolol, resulting from the slower 
rate of absorption of propranolol. Over a twenty-four (24) hour period, blood levels are fairly constant 
for about twelve (12) hours then decline exponentially. 

INDERAL LA should not be considered a simple mg-for-mg substitute for conventional propranolol 
and the blood levels achieved do not match (are lower than) those of two to four times daily dosing 
with the same dose. When changing to INDERAL LA from conventional propranolol, a possible need 
for retitration upwards should be considered especially to maintain effectiveness at the end of the 
dosing interval. In most clinical settings, however, such as hypertension or angina where there is little 
correlation between plasma levels and clinical effect, INDERAL LA has been therapeutically equiva¬ 
lent to the same mg dose of conventional INDERAL as assessed by 24-hour effects on blood pressure 
and on 24-hour exercise responses of heart rate, systolic pressure, and rate pressure product. 
INDERAL LA can provide effective beta blockade for a 24-hour period. 

INDICATIONS AND USAGE. Hypertension: INDERAL LA is indicated in the management of 
hypertension; it may be used alone or used in combination with other antihypertensive agents, 
particularly a thiazide diuretic. INDERAL LA is not indicated in the management of hypertensive 
emergencies. 

Angina Pectoris Due to Coronary Atherosclerosis: INDERAL LA is indicated for the 
long-term management of patients with angina pectoris. 

Migraine: INDERAL LA is indicated for the prophylaxis of common migraine headache. The 
efficacy of propranolol in the treatment of a migraine attack that has started has not been established 
and propranolol is not indicated for such use. 

Hypertrophic Subaortic Stenosis: INDERAL LA is useful in the management of hypertrophic 
subaortic stenosis, especially for treatment of exertional or other stress-induced angina, palpitations, 
and syncope. INDERAL LA also improves exercise performance. The effectiveness of propranolol 
hydrochloride in this disease appears to be due to a reduction of the elevated outflow pressure 
gradient which is exacerbated by beta-receptor stimulation. Clinical improvement may be temporary. 

CONTRAINDICATIONS. INDERAL is contraindicated in 1) cardiogenic shock; 2) sinus bradycar¬ 
dia and greater than first-degree block; 3) bronchial asthma; 4) congestive heart failure (see WARN¬ 
INGS) unless the failure is secondary to a tachyarrhythmia treatable with INDERAL. 

WARNINGS. CARDIAC FAILURE; Sympathetic stimulation may be a vital component supporting 
circulatory function in patients with congestive heart failure, and its inhibition by beta blockade may 
precipitate more severe failure. Although beta blockers should be avoided in overt congestive heart 
failure, if necessary, they can be used with close follow-up in patients with a history of failure who are 
well compensated and are receiving digitalis and diuretics. Beta-adrenergic blocking agents do not 
abolish the inotropic action of digitalis on heart muscle. 

IN PATIENTS WITHOUT A HISTORY OF HEART FAILURE, continued use of beta blockers can, in 
some cases, lead to cardiac failure. Therefore, at the first sign or symptom of heart failure, the patient 
should be digitalized and/or treated with diuretics, and the response observed closely, or INDERAL 
should be discontinued (gradually, if possible). 


IN PATIENTS WITH ANGINA PECTORIS, there have been reports of exacerbation of angina and, 
in some cases, myocardial infarction, following abrupt discontinuance of INDERAL therapy. 
Therefore, when discontinuance of INDERAL is planned, the dosage should be gradually re¬ 
duced over at least a few weeks, and the patient should be cautioned against interruption or 
cessation of therapy without the physician’s advice. If INDERAL therapy is interrupted and 
exacerbation of angina occurs, it usually is advisable to reinstitute INDERAL therapy and take 
other measures appropriate for the management of unstable angina pectoris. Since coronary 
artery disease may be unrecognized, it may be prudent to follow the above advice in patients 
considered at risk of having occult atherosclerotic heart disease who are given propranolol for 
other indications. 


Nonallergic Bronchospasm (eg, chronic bronchitis, emphysema)— PATIENTS WITH 
BRONCHOSPASTIC DISEASES SHOULD IN GENERAL NOT RECEIVE BETA BLOCKERS. INDERAL 
should be administered with caution since it may block bronchodilation produced by endogenous 
and exogenous catecholamine stimulation of beta receptors. 

MAJOR SURGERY: The necessity or desirability of withdrawal of beta-blocking therapy prior to 
major surgery is controversial. It should be noted, however, that the impaired ability of the heart to 
respond to reflex adrenergic stimuli may augment the risks of general anesthesia and surgical 
procedures. 

INDERAL (propranolol HCI), like other beta blockers, is a competitive inhibitor of beta-receptor 
agonists and its effects can be reversed by administration of such agents, eg, dobutamine or isopro¬ 
terenol. However, such patients may be subject to protracted severe hypotension. Difficulty in start¬ 
ing and maintaining the heartbeat has also been reported with beta blockers. 

DIABETES AND HYPOGLYCEMIA; Beta blockers should be used with caution in diabetic patients if 
a beta-blocking agent is required. Beta blockers may mask tachycardia occurring with hypoglycemia, 
but other manifestations such as dizziness and sweating may not be significantly affected. Following 
insulin-induced hypoglycemia, propranolol may cause a delay in the recovery of blood glucose to 
normal levels. 


THYROTOXICOSIS: Beta blockade may mask certain clinical signs of hyperthyroidism. Therefore, 
abrupt withdrawal of propranolol may be followed by an exacerbation of symptoms of hyperthyroid¬ 
ism, including thyroid storm. Propranolol may change thyroid function tests, increasing T 4 and 
reverse T 3 , and decreasing T 3 . 

IN PATIENTS WITH WOLFF-PARKINSON-WHITE SYNDROME, several cases have been reported in 
which, after propranolol, the tachycardia was replaced by a severe bradycardia requiring a demand 
pacemaker. In one case this resulted after an initial dose of 5 mg propranolol. 

PRECAUTIONS. GENERAL: Propranolol should be used with caution in patients with impaired 
hepatic or renal function. INDERAL (propranolol HCI) is not indicated for the treatment of hyperten¬ 
sive emergencies. 

Beta-adrenoreceptor blockade can cause reduction of intraocular pressure. Patients should be told 
that INDERAL may interfere with the glaucoma screening test. Withdrawal may lead to a return of 
increased intraocular pressure. 

CLINICAL LABORATORY TESTS: Elevated blood urea levels in patients with severe heart disease, 
elevated serum transaminase, alkaline phosphatase, lactate dehydrogenase. 

DRUG INTERACTIONS: Patients receiving catecholamine-depleting drugs such as reser- 
pine should be closely observed if INDERAL (propranolol HCI) is administered. The added 
catecholamine-blocking action may produce an excessive reduction of resting sympathetic 
nervous activity which may result in hypotension, marked bradycardia, vertigo, syncopal attacks, 
or orthostatic hypotension. 

Caution should be exercised when patients receiving a beta blocker are administered a calcium- 
channel-blocking drug, especially intravenous verapamil, for both agents may depress myocardial 
contractility or atrioventricular conduction. On rare occasions, the concomitant intravenous use of a 
beta blocker and verapamil has resulted in serious adverse reactions, especially in patients with 
severe cardiomyopathy, congestive heart failure, or recent myocardial infarction. 

Aluminum hydroxide gel greatly reduces intestinal absorption of propranolol. 

Ethanol slows the rate of absorption of propranolol. 

Phenytoin, phenobarbitone, and rifampin accelerate propranolol clearance. 

Chlorpromazine, when used concomitantly with propranolol, results in increased plasma levels of 
both drugs. 

Antipyrine and lidocaine have reduced clearance when used concomitantly with propranolol. 

Thyroxine may result in a lower than expected T 3 concentration when used concomitantly with 
propranolol. 

Cimetidine decreases the hepatic metabolism of propranolol, delaying elimination and increasing 
blood levels. 

Theophylline clearance is reduced when used concomitantly with propranolol. 

CARCINOGENESIS, MUTAGENESIS, IMPAIRMENT OF FERTILITY: Long-term studies in animals 
have been conducted to evaluate toxic effects and carcinogenic potential. In 18-month studies in both 
rats and mice, employing doses up to 150 mg/kg/day, there was no evidence of significant drug-in¬ 
duced toxicity. There were no drug-related tumorigenic effects at any of the dosage levels. Reproduc¬ 
tive studies in animals did not show any impairment of fertility that was attributable to the drug. 

PREGNANCY: Pregnancy Category C. INDERAL has been shown to be embryotoxic in animal 
studies at doses about 10 times greater than the maximum recommended human dose. 

There are no adequate and well-controlled studies in pregnant women. INDERAL should be used 
during pregnancy only if the potential benefit justifies the potential risk to the fetus. 

NURSING MOTHERS: INDERAL is excreted in human milk. Caution should be exercised when 
INDERAL is administered to a nursing woman. 

PEDIATRIC USE: Safety and effectiveness in children have not been established. 

ADVERSE REACTIONS. Most adverse effects have been mild and transient and have rarely 
required the withdrawal of therapy. 

Cardiovascular: Bradycardia; congestive heart failure; intensification of AV block; hypotension; 
paresthesia of hands; thrombocytopenic purpura; arterial insufficiency, usually of the Raynaud type. 

Central Nervous System: Light-headedness; mental depression manifested by insomnia, lassitude, 
weakness, fatigue; reversible mental depression progressing to catatonia; visual disturbances; hallu¬ 
cinations; vivid dreams; an acute reversible syndrome characterized by disorientation for time and 
place, short-term memory loss, emotional lability, slightly clouded sensorium, and decreased perfor¬ 
mance on neuropsychometrics. For immediate formulations, fatigue, lethargy, and vivid dreams 
appear dose related. 

Gastrointestinal: Nausea, vomiting, epigastric distress, abdominal cramping, diarrhea, constipa¬ 
tion, mesenteric arterial thrombosis, ischemic colitis. 

Allergic: Pharyngitis and agranulocytosis, erythematous rash, fever combined with aching and 
sore throat, laryngospasm and respiratory distress. 

Respiratory: Bronchospasm. 

Hematologic: Agranulocytosis, nonthrombocytopenic purpura, thrombocytopenic purpura. 

Auto-Immune: In extremely rare instances, systemic lupus erythematosus has been reported. 

Miscellaneous: Alopecia, LE-like reactions, psoriasiform rashes, dry eyes, male impotence, and 
Peyronie’s disease have been reported rarely. Oculomucocutaneous reactions involving the skin, 
serous membranes and conjunctivae reported for a beta blocker (practolol) have not been associated 
with propranolol. 

DOSAGE AND ADMINISTRATION. INDERAL LA provides propranolol hydrochloride in a 
sustained-release capsule for administration once daily. If patients are switched from INDERAL 
Tablets to INDERAL LA Capsules, care should be taken to assure that the desired therapeutic effect is 
maintained. INDERAL LA should not be considered a simple mg-for-mg substitute for INDERAL. 
INDERAL LA has different kinetics and produces lower blood levels. Retitration may be necessary, 
especially to maintain effectiveness at the end of the 24-hour dosing interval. 

HYPERTENSION— Dosage must be individualized. The usual initial dosage is 80 mg INDERAL LA 
once daily, whether used alone or added to a diuretic. The dosage may be increased to 120 mg once 
daily or higher until adequate blood pressure control is achieved. The usual maintenance dosage is 
120 to 160 mg once daily. In some instances a dosage of 640 mg may be required. The time needed for 
full hypertensive response to a given dosage is variable and may range from a few days to several 
weeks. 

ANGINA PECTORIS— Dosage must be individualized. Starting with 80 mg INDERAL LA once daily, 
dosage should be gradually increased at three- to seven-day intervals until optimal response is 
obtained. Although individual patients may respond at any dosage level, the average optimal dosage 
appears to be 160 mg once daily. In angina pectoris, the value and safety of dosage exceeding 320 mg 
per day have not been established. 

If treatment is to be discontinued, reduce dosage gradually over a period of a few weeks (see 
WARNINGS). 

MIGRAINE— Dosage must be individualized. The initial oral dose is 80 mg INDERAL LA once daily. 
The usual effective dose range is 160-240 mg once daily. The dosage may be increased gradually to 
achieve optimal migraine prophylaxis. If a satisfactory response is not obtained within four to six 
weeks after reaching the maximal dose, INDERAL LA therapy should be discontinued. It may be 
advisable to withdraw the drug gradually over a period of several weeks. 

HYPERTROPHIC SUBAORTIC STENOSIS- 80-160 mg INDERAL LA once daily. 

PEDIATRIC DOSAGE—At this time the data on the use of the drug in this age group are too limited to 
permit adequate directions for use. 

*The appearance of these capsules is a registered trademark of Ayerst Laboratories. 


Reference: 

1. Data on file, Ayerst Laboratories. 
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Acute Pulmonary Histoplasmosis Outbreak 
Following Home Renovation 

CARL I. SCHOENBERGER MD, JAY H. WEINER MD, FRANK J. MAYO MD, 
JEANNE SPELLMAN MD, and ROBERT G. WALTERSDORFF PhD 

In an outbreak of acute pulmonary histoplasmosis involving 13 workers, the source 
of infection appeared to be a wet ceiling in a bat-infested house in Rockville. Two 
workers who were removing the ceiling developed life-threatening acute histoplas¬ 
mosis, and eleven others at the County Waste Transfer Station developed milder 
symptoms, presumably from exposure to the debris from the worksite. The acutely ill 
individuals eventually recovered following therapy with amphotericin B. 


Histoplasma capsulation, a soil fungus widely distrib¬ 
uted in the eastern and midwestern United States, is 
known to cause a variety of disease syndromes in hu¬ 
mans including pulmonary infection, chronic cavitary 
lung disease, mediastinal fibrosis, and disseminated 
histoplasmosis. The great majority of infections with 
this organism are asymptomatic, and in endemic areas 
of the country, 80 to 90 percent of the population may 
manifest histoplasmin skin-test reactivity, even with¬ 
out antecedent clinical history of infection. 

We recently encountered an outbreak of acute pul¬ 
monary histoplasmosis that was unusual in two re¬ 
spects: its occurrence in Rockville, Maryland, a nonen¬ 
demic area of histoplasmosis, and the life-threatening 
nature of the illness in the two most severely affected 
patients. 

Case Reports 

Case 1 A 32-year-old male was admitted with a 7 
to 10-day history of weakness, fatigue, and persistent 
fever. Two days prior to admission, he had noted short¬ 
ness of breath and was seen in a walk-in clinic where a 
chest x-ray revealed bilateral pulmonary infiltrates. He 
was given erythromycin for presumed Mycoplasma 
pneumonia. 

The following day, when the chest x-ray was reviewed 
by a radiologist, it was read as showing bilateral hilar 
adenopathy and miliary infiltrates, suggestive of tuber¬ 
culosis or fungal pneumonia. The patient was con¬ 
tacted, but by this time he had presented to the Emer¬ 
gency Department with worsening dyspnea and cy¬ 
anosis. 

He was employed by a construction firm, and two 
weeks earlier had worked on tearing down a wet, dam¬ 
aged ceiling in a house undergoing renovation in Rock¬ 
ville. His co-worker on this job had similar symptoms 
and was at that time seeking medical attention in 
Martinsburg, West Virginia (see Case 2, below). 

Initial evaluation showed the patient to be in marked 
distress with a temperature of 103 rectally, respiratory 
rate of 32, pulse of 120, and blood pressure of 130/80. 
Bilateral rales were heard in the chest, and there was 

From the Departments of Medicine and Laboratories, Shady Grove 
Adventist Hospital, Rockville. 


mild cyanosis of the nails and lips. Chest x-ray showed 
bilateral miliary infiltrates with prominent hilar ade¬ 
nopathy (Figure 1). Blood gases on room air showed an 
acute respiratory alkalosis with a pH of 7.50, pC02 of 
31, and p02 of 46. On 50 percent oxygen his p02 rose 
to 90. Electrolytes, BUN, creatinine, and glucose were 
normal. White blood count was 11,500 with 8 percent 
atypical lymphocytes, and the hematocrit was 50. Liver 
functions were abnormal, and included an albumin of 
2.8 grams percent, SGOT of 147 (normal 0-40), SGPT 
of 139 (normal 0-45), LDH of 357 (normal 30-225), 
and alkaline phosphatase of 233 (normal 20-140). 

Fiberoptic bronchoscopy was performed on the day 
of admission with the finding of florid acute pneumo¬ 
nitis on transbronchial lung biopsy. No granulomas 
were seen, but organisms consistent with H capsulatum 
were demonstrated in lung tissue stained with GMS. 
Initial titers for Histoplasma were negative. Both lung 
tissue and bronchial washings eventually grew out H 
capsulatum. 

The patient was begun on amphotericin B in increas¬ 
ing doses and over the next two weeks received a total 
dose v of 600 mg. Fever and hypoxemia persisted for the 
first seven days of treatment, but he then began to 



Figure 1. Initial chest x-ray of patient 1 showing prominent bilat¬ 
eral hilar lymphadenopathy and diffuse miliary infiltrates. 


Vol 37, No 6 MMJ 457 




Figure 2. Followup chest x-ray of patient 1 showing substantial 
clearing of the adenopathy and infiltrates after treatment with am¬ 
photericin B. 



Figure 3. Initial chest x-ray of patient 2. Again, hilar adenopathy 
and miliary infiltrates are noted. 


improve both subjectively and objectively. Followup 
chest x-ray (Figure 2) showed substantial clearing of 
the infdtrates and adenopathy. 

By the end of the second week of treatment, he 
developed a diffuse, morbilliform rash that was believed 
to be secondary to the amphotericin, which was stopped. 
The rash subsequently faded and resolved. Bone mar¬ 
row aspirate, biopsy, and culture failed to show evidence 
of Histoplasma infection. Nevertheless, because of his 
initially abnormal liver function tests, it was thought 
that he might have dissemination of the organism, and 
he was placed on oral therapy with ketoconazole. 

The patient was discharged on ketoconazole 400 mg 
a day, and pulmonary function tests done two months 
after discharge were completely normal, as was a repeat 
chest x-ray. Histoplasma (yeast phase) titer done two 
weeks after admission had become positive at 1:16 
dilution and at six months was 1:128. The ketoconazole 
was continued for a total of six months. The patient 
has now returned to full activity. 

Case 2 A 19-year-old male co-worker of patient 1 
was employed at the same worksite removing the dam¬ 
aged ceiling. He also developed fever, malaise, weak¬ 
ness, and dyspnea approximately 10 to 14 days follow¬ 
ing the dust exposure. He was admitted to the City 
Hospital in Martinsburg, WV, where radiographic find¬ 
ings were similar to those in Case 1 (Figure 3). Because 
of the epidemiologic evidence, his physician elected to 
treat him empirically with amphotericin B after tele¬ 
phone consultation with us about Case 1. He received 
a total dose of 500 mg of amphotericin and suffered 
only abdominal discomfort and pleuritic chest pain as 
possible side effects. Blood gases, physical findings, and 
chest x-ray improved, and he was discharged after three 
weeks of treatment, also on oral ketoconazole. 

Readmission was required about three weeks later 
because of severe pleuritic pain and fever, which slowly 
resolved with conservative management. Followup pul¬ 
monary functions revealed mild to moderate restrictive 
impairment with a total lung capacity of 70 percent of 
predicted, and a diffusing capacity of 62 percent of 
predicted. He has not been able to resume his former 
construction job and continues to suffer from bouts of 
pleuritic pain. 

Additional Cases The debris removed from the 
same house was loaded onto a flatbed truck and taken 
to the Montgomery County Solid Waste Disposal Fa¬ 
cility before its infectious nature was known. Eleven 
workers at the disposal site developed mild respiratory 
symptoms, mostly consisting of low-grade fever and 
cough. Although elevated Histoplasma titers developed 
in seven of these workers, none required hospitalization 
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or antifungal therapy. An x-ray of one symptomatic 
patient is shown (Figure 4). Histoplasma could not be 
cultured from the house debris due to abundant over¬ 
growth by other fungi. However, subsequent investiga¬ 
tion by the Maryland Department of Health and Men¬ 
tal Hygiene showed that the house in question was well 
known by neighborhood children as a bat roost, and bat 
droppings appear to have been a likely source of the 
fungus in this outbreak. 

Discussion 

Despite the widespread nature of H capsulatum in 
the environment, symptomatic disease in humans in 
uncommon. Estimates are that fewer than 1 percent of 
infections produce symptoms, and most patients who 
seek medical attention do so because of chronic cavitary 
or disseminated histoplasmosis, rather than the acute 
pneumonic form. 1 Of the outbreaks reported in the 
literature 2,3 nearly all have involved point-source ex¬ 
posure and frequently have occurred at the “borders” 
of the endemic area for histoplasmosis, which contain 
many susceptible individuals who can develop acute 
Histoplasma pneumonia following a massive exposure. 

This outbreak (January 1987) was typical in that the 
source of the fungal spores appears to have been bat 
droppings along with rotted wood. Both are well known 
as sources of large numbers of Histoplasma spores, as 
are blackbird roosts, rotting trees, and caves. 

A similar outbreak occurred in November 1979. 4 
Nineteen transportation workers were repairing a high¬ 
way bridge in southern Maryland, a job that involved 
cleaning bat droppings off the concrete and steel super¬ 
structure of the bridge. Two individuals developed se¬ 
vere acute histoplasmosis, similar to that seen in our 
two cases, and nine others developed a milder febrile 
illness accompanied by a rise in Histoplasma titers. 
Acute illness also developed in three epidemiologists 
who investigated the outbreak. 

Treatment of patients with acute pulmonary histo¬ 
plasmosis remains controversial. 1 Most authors have 
recommended supportive care only, but a number of 
patients in the reported epidemics have received am¬ 
photericin B. The lack of controlled studies and the 
time course of the illness itself raise the possibility that 
the recovery of these patients may be fortuitous and 
not due to therapy with amphotericin. Nevertheless, it 
would seem reasonable to treat severely symptomatic 
and hypoxemic patients with antifungal therapy. 

Data on the use of ketoconazole for histoplasmosis 
have been collected primarily in patients with dissemi¬ 
nated disease. A recent trial conducted by the National 
Institutes of Health 5 showed an 84 percent success rate 
with ketoconazole for chronic cavitary histoplasmosis 



Figure 4. Chest x-ray of patient with mild symptoms who was 
exposed to Histoplasma spores at the County Waste Transfer Station. 
There is a small infiltrate in the right lower lobe. 
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and a 57 percent success rate for patients with dissem¬ 
inated disease. There have been no randomized trials 
of ketoconazole in patients with acute pulmonary his¬ 
toplasmosis. 

Since the type of environments that can support the 
growth of Histoplasma spores are so common, it is 
difficult to anticipate when workers may be at risk for 
this form of acute massive exposure. Because of the 
infrequent danger of acute exposure to the spores, it 
does not appear practical or beneficial to advocate 
widespread serologic testing. Perhaps the best way to 
avoid the acute form of histoplasmosis would be for 
workers to use respirators similar to those used for 
asbestos removal when disturbing soil, trees, or struc¬ 
tures that may contain large quantities of bat or black¬ 
bird droppings in known endemic areas. 

Physicians should be aware of this syndrome, which 
usually will be encountered in an emergency room or 
primary care setting. Multiple cases are an important 
clue, if the patient is aware of co-workers who are ill. 
The presence of hilar adenopathy in a patient with 
pneumonia should raise the possibility of fungal or 
mycobacterial infection, and possible-exposure history 
should be elicited. 

The prognosis of acute pulmonary histoplasmosis 
appears to be favorable, despite the severity of symp¬ 
toms in some cases. Therapy with amphotericin B, 
while not of proved efficacy, seems reasonable to ad¬ 
minister to severely ill patients. 

Acknowledgment 

The authors thank Dr. William Dressier for supplying the medical 
information concerning Case 2. 

References 

1. Goodwin, R. and Des Prez, R. “State of the Art: Histoplasmo¬ 
sis.” Am Rev Respir Dis 117 (1978):929-56. 

2. Gustafson, T.L.; Kaufman, L.; Weeks, R. et al. “Outbreak of 
Acute Pulmonary Histoplasmosis in Members of a Wagon Train.” 
Am J Med 71 (1981):759-65. 

3. Ward, J.I.; Weeks, M.; Allen, D. et al. “Acute Histoplasmosis: 
Clinical, Epidemiologic and Serologic Findings of an Outbreak As¬ 
sociated with Exposure to a Fallen Tree.” Am J Med 66 (1979):587- 
95. 

4. Sorley, D.L.; Levin, M.L.; Warren, J.W. et al. “Bat Associated 
Histoplasmosis in Maryland Bridge Workers.” Am J Med 67 
(1979):623-26. 

5. National Institute of Allergy and Infectious Diseases Mycoses 
Study Group. “Treatment of Blastomycosis and Histoplasmosis with 
Ketoconazole” Ann Intern Med 103 (1985):861-72. 


460 MMJ June 1988 
















Implementation of DNR Orders in the 
Department of Medicine, The Johns Hopkins Hospital 

S. BUCHANAN RN, M. CVACH RN, P.E. DANS MD, M. ELLIOTT MSW, 

R.E. PYERITZ MD, C.R. SHALLENBERGER DD, D.P. SULMASY MD, 

andP.B. TERRY MD 

Since a Do Not Resuscitate (DNR) policy, approved by the medical board at JHH in 
1982, has not been used extensively by the medical staff, specific guidelines were 
developed to clarify and aid in its implementation. The guidelines, developed by a 
committee including nurses, a social worker-ethicist, a chaplain, and several physi¬ 
cians, were reviewed by the legal department. They clarify the process of deciding 
when a patient should not be resuscitated and draw a clear distinction between 
resuscitative efforts and other forms of continuing care. 


Implicit in the care of hospitalized patients is the 
understanding that, provided no orders exist to the 
contrary, they will be resuscitated (CPR) in the event 
of a cardiopulmonary arrest. The short-term success 
rate of resuscitation approximates 15 percent in the 
past ten years. 1-3 This low rate suggests either poor 
resuscitative techniques or inappropriate selection of 
patients for CPR. The latter is more likely, given the 
advanced state of CPR technology, the aging popula¬ 
tion, and the desire of contemporary society to have 
family members die in the hospital. 

Although physicians oftentimes and for a variety of 
reasons are reluctant to discuss resuscitation with pa¬ 
tients, 4 many patients express interest in the concept. 5 
Failure of effective and timely communication likely 
results in misuses of CPR. 

Philosophy of Guidelines 

It is possible to maintain vital processes long after 
the inexorable progression of disease would have ter¬ 
minated life. In this hospital, it is understood that 
should a patient suffer a sudden interruption of cardiac 
or respiratory function, every effort will be made to 
restore those vital functions. This standing but unwrit¬ 
ten obligation for which all patients have given implied 
consent can be disregarded only when an expressed 
order to the contrary is written in the patient’s medical 
record. The medical, ethical, and legal bases of such an 
order (commonly called a Do Not Resuscitate order) 
are well established and explicitly mandated by current 
administrative policy of The Johns Hopkins Hospital. 

Because of differences in lines of authority, charac¬ 
teristics of patients, and spectra of disease among the 
functional units of the Hospital, implementation of the 
hospitalwide DNR policy has been made the responsi¬ 
bility of the individual departments. The guidelines in 
this document pertain to patients on the general med¬ 
ical wards (Osier Firms, 0-5, and Nelson-Baker Units), 
MICU, CCU, and future inpatient units of the Depart - 


From the Department of Medicine, The Johns Hopkins Medical 
Institutions, Baltimore. 


ment of Medicine as well as address transfers of pa¬ 
tients between units of the Department of Medicine, 
changes of attending physicians, and discharge and re¬ 
admission to the hospital. The guidelines are based on 
the hospital’s policy, which implies thorough, accurate, 
and timely communication. 

Discussions with the patient and the family, and 
among the members of the health-care team should 
consider the overall clinical situation and prognosis. A 
DNR order may be appropriate in any of a wide variety 
of clinical situations and may be compatible with ag¬ 
gressive and intensive medical care. A cardiopulmonary 
arrest often is not a sudden or unexpected event, and 
the healthcare team should routinely consider how a 
given patient is most likely to deteriorate to a situation 
in which an arrest is imminent. Recognizing that the 
DNR order does not pertain to any treatment modali¬ 
ties that might be used to reverse or stabilize a deteri¬ 
orating clinical situation short of arrest, the team 
should decide in advance what measures will be taken 
should deterioration begin. For example, if hypotension 
occurs, will vasopressors be used? 

The purpose of these guidelines is to ensure that the 
DNR policy of The Johns Hopkins Hospital is imple¬ 
mented as sensitively, expeditiously, and consistently 
as possible within the Department of Medicine, and 
that all members of the health-care team are aware of 
their responsibilities. 

Definitions 

• Cardiopulmonary Arrest refers to the cessation 
of sufficient cardiac function, respiratory function, 
or both to maintain life. 

• Cardiopulmonary Resuscitation is the imme¬ 
diate, aggressive treatment of cardiopulmonary ar¬ 
rest and involves any or all of the modalities tra¬ 
ditionally used in the event of cardiopulmonary 
arrest. 

• The Do Not Resuscitate Order specifically in¬ 
structs that no blow to the chest, compression of 
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the chest, cardiac massage, defibrillation, admin¬ 
istration of cardiotonic or vasoactive drugs, or any 
form of artificial ventilation be undertaken should 
cardiopulmonary arrest occur. 

Terms such as slow code,* chemical code, light blue 
code, and show code are sometimes used by physicians. 
Such jargon refers to activities that are philosophically 
contradictory to the overall intent of cardiopulmonary 
resuscitation as defined in the introductory statement. 
Written or unwritten orders intending these activities 
are therefore not recognized within the Department of 
Medicine. 

Indications for Considering 
a DNR Order 

The overriding principle in consideration of a DNR 
order is that a decision be made early in the patient’s 
course when the patient can participate in the decision. 
DNR orders may be considered, for example, when 
patients suffer from terminal illness or from disabling, 
severe, and irreversible illnesses; or when it becomes 
likely that a cardiac or respiratory arrest will occur. 
Other instances where a DNR order may be considered 
are when the patient requests it or when there is some 
reason to question the presumption of consent by the 
patient to CPR. When the patient has suffered an 
irreversible loss of consciousness or when circum¬ 
stances suggest that resuscitation is uniformly ineffec¬ 
tive, a DNR order is appropriate. 

Persons Involved in the Decision 

When possible, the attending physician should dis¬ 
cuss the DNR order with the patient when he or she is 
capable of making such a decision. Barring this, family 
members who are considered to represent the patient’s 
best interest should be consulted to elicit their opinions 
regarding the patient’s desires. Maryland law provides 
that when a patient is incapable of providing consent 
and has not given a durable power of attorney or signed 
a living will, a physician may accept informed consent 
from a spouse, an adult child, a parent, an adult sibling, 
a grandparent, or an adult grandchild. Discussion also 
should involve the primary care nurse and the house 
officer who spend the most time with the patient. 

The patient may wish to formalize the decision in 
the event that he or she later lacks the capacity to make 
decisions. These advanced directives may take the form 
of a living will or a durable power of attorney (see 
Appendix). 


* A “code” is a synonym for resuscitation. 


When it is the attending physician’s judgment that 
no medical benefit** would derive from resuscitating 
the patient, the physician may write the DNR order 
without soliciting the opinion of the patient or the 
surrogate. Courtesy requires that the physician inform 
the patient or the surrogate of the DNR and its ration¬ 
ale. 

Informed Consent 

When discussing resuscitation with the patient or 
surrogate, the physician should follow the general 
guidelines for informed consent, which require that the 
risks and benefits and reasonable options be explained 
in understandable terms and that the patient realize 
that he or she has a choice free from coercion. 

In the case of DNR, the specific content of discussion 
should include the medical evidence leading to consid¬ 
eration of the DNR order, a brief discussion of how 
resuscitation is performed, and the expected outcomes 
(both benefits and risks) should resuscitation be per¬ 
formed or be withheld. Reassurance should be given 
that a DNR order will not affect the type or intensity 
of subsequent care. 

Documentation of DNR Order 

The attending physician must document in the prog¬ 
ress notes the indication for the DNR discussion and 
rationale for the decision. The attending must state 
that the patient or surrogate understands the signifi¬ 
cance of the DNR order and agrees with its implemen¬ 
tation. In the event that the attending physician cannot 
be in attendance when the decision is made, the au¬ 
thority to write a DNR order may be delegated to 
another physician. However, the attending physician 
must, as soon as possible, countersign both the progress 
notes documenting the decision and the order. It is 
recommended that acknowledgment of the DNR order 
be made at each nursing shift change as long as the 
order stands. 

Continuing Care Orders 

A clear distinction must be made between do not 
resuscitate orders and the continued care of the patient. 
A DNR order is compatible, on occasion, with even the 
most aggressive level of care. Furthermore, approxi¬ 
mately 20 percent of patients with the DNR order leave 


** No medical benefit is defined narrowly in this instance to mean 
physiologic benefit. Therefore, a patient in whom resuscitation would 
lead to no likelihood of survival, would not benefit medically from 
resuscitation. If the physician’s estimate is that post arrest the patient 
would survive, but at a lesser quality of life, then the physician should 
involve the patient or surrogate in the decision. 
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the hospital alive. Therefore, the following areas of 
patient care (with examples) should be addressed when¬ 
ever a DNR order is written. 

1. Comfort measures (should pain medications be 
changed?) 

2. Vital signs (should the frequency of vital signs 
be changed?) 

3. Nutrition (will a feeding tube be placed?) 

4. Fluids (will fluids be given if refused?) 

5. Medications (will antibiotics be given in the 
event of infection or pressors in the event of 
hypotension?) 

6. Blood products (will blood products be given in 
the event of hemorrhage?) 

7. Continuing biomedical support (will dialysis be 
instituted or continued?) 

8. Religious aspects (should a member of the clergy 
be contacted concerning religious support?) 

9. Disposition of the patient (if discharged, will the 
patient go to a hospice or home?) 

10. Family education (if the patient is discharged, 
will family members be supported by a visiting 
nurse and telephone links made to the primary 
physician in order to prepare the family for the 
events leading up to death outside the hospital?) 

Resolving Conflict 

Conflicts over DNR orders sometimes occur among 
physicians, nurses, and other care givers or among 
family members. It is the responsibility of the attending 
physician to assure that such conflicts are resolved. 
Under Maryland law, the physician, other care givers, 
or the family may consult The Johns Hopkins Hospital 
Patient Care Advisory Committee (Ethics Committee). 
On rare occasions, for example, during a dispute among 
family members regarding the guardianship of an in¬ 
competent patient the Legal Department may need to 
be contacted. When appropriate, the Chairman of the 
Department of Medicine should be made aware of such 
conflicts. 

Review of DNR Orders 

DNR orders should be reviewed on a daily basis and 
anytime there is a significant improvement in the pa¬ 
tient’s condition. Any member of the health-care team 
can request such a review, but it is recommended that 
routine review occur on daily rounds. If the patient or 
the surrogate questions the appropriateness of a previ¬ 
ously written DNR order, the attending physician 
should rescind the order, and steps should be taken to 
resolve the issue. In the event of an intradepartmental 
transfer of a patient who has a DNR order, the order 


will stand upon transfer unless specifically rescinded 
by the new attending physician. 

Relationship of DNR Orders 
to Future Care 

On discharge of the patient from the Hospital, the 
DNR order must be noted in the written final progress 
note or discharge summary and/or transfer note. It is 
also recommended that the attending physician com¬ 
municate the DNR order decision to the primary care 
physician. The DNR order should be considered as part 
of the discharge planning process. It is important that 
the family be asked their concerns when taking the 
patient with a DNR order home. It is recommended 
that the attending physician educate the patient’s fam¬ 
ily and/or care givers to prepare for a cardiac arrest so 
as to prevent the patient from unnecessarily returning 
to the hospital and undergoing an inappropriate resus¬ 
citation. 

When transfer from Johns Hopkins to either a nurs¬ 
ing home or hospice is under consideration, the social 
workers must be involved early in the discharge plan¬ 
ning to determine whether unique requirements of the 
accepting institution are compatible with the level of 
care determined in the hospital, for example, some 
nursing homes will not accept a patient without a means 
of feeding. 

Patients discharged with a DNR order from the De¬ 
partment of Medicine who are subsequently re-admit¬ 
ted should have their status reassessed at the time of 
admission. 
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Appendix 

Substituted Decision Making 

There are several ways in which a DNR decision can be carried 
out legally in the absence of capacity of the patient to make such 
decisions. The first two methods require the patient’s signed consent 
while the patient is competent to make such decisions. 
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1. Durable Power of Attorney for Health-Care Decision Mak¬ 
ing: A legal document signed by the patient allowing another person 
to make decisions concerning health care in the event the patient 
lacks this capacity. The durable power of attorney contrasts with 
general power of attorney in that it extends to periods when a patient 
is unable to function effectively because of mental or physical disa¬ 
bility. Powers or attorney, whether general or durable can be executed 
for any of several aspects of a person’s life (that is, real estate 
transactions, stock trading, finances, or health care). 

2. Living Will: A legal document signed by the patient authorizing 
the patient’s attending physician to write orders in the chart con¬ 
cerning life-sustaining treatment in accordance with the patient’s 
desires. 

3. Maryland Disabled Adult Statute: This law states that in the 
absence of one of the above documents, a relative may give substituted 
consent for medical care of a disabled adult. The priority list of 
relatives is 

a) spouse 

b) adult child 

c) parent 

d) adult sibling 

e) grandparent 

f) adult grandchild 
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Lyme Disease: Epidemiological Characteristics 
in Maryland, 1984—1986 

REBECCA M. THAMBIDURAI MD, JACK K. GRIGOR DVM, 
JOSEPH T. HORMAN DVM, and EBENEZER ISRAEL MD 

Although Lyme disease in not officially reportable in Maryland, reporting cases on 
the standard morbidity cards is encouraged. Prior to 1984 incomplete reports of about 
18 cases were made to the Maryland State Department of Health and Mental Hygiene, 
the earliest in 1979. Forty-five cases were reported between 1984 and 1986, most 
occurring during the summer months in individuals under age 40. Three times more 
males than females were affected. Beside nonspecific manifestation, symptoms in¬ 
cluded skin rash, arthritis, neurological symptoms, and cardiac symptoms. 


Lyme disease is a complex multisystem disease 
caused by a spirochete, Borrelia burgdorferi , 1-5 trans¬ 
mitted to humans by the bite of the Ixodes tick. 12,6 The 
primary reservoir of the tick is the white-tailed deer for 
the adult form and the white-footed mouse for the 
immature form. It was first described as a disease 
complex in 1977 near Lyme, Connecticut, by Allen 
Steere et al. 7,8 Clinically, the disease usually begins 
with a characteristic skin lesion, erythema chronicum 
migrans (ECM), 9 which is red, annular, and expanding 
with a clear center. This may be followed by cardiac, 
neurological, or arthritic complications weeks to 
months later. We describe the epidemiology of Lyme 
disease in Maryland from 1984 to 1986. 

Methods 

During the three years from January 1, 1984 to De¬ 
cember 31,1986, 45 cases of Lyme disease were reported 
in residents of Maryland; 10 in 1984, 20 in 1985, and 
15 in 1986. All reports received from physicians, hos¬ 
pitals and the Maryland State Health Department Lab¬ 
oratory were investigated. For this study we defined a 
case as any person reported by a physician to have 
Lyme disease with onset of symptoms during the study 
period and who had at least one of the disease manifes¬ 
tations consistent with the clinical spectrum of the 
disease, with a significant history of a tick exposure or 
a positive serological titer to the Lyme disease antigen. 
A positive titer was defined as a 1 in 256 (IFA) or 
greater (the CDC criteria for a serological positive), or 
a fourfold increase in titer between the acute and con¬ 
valescent sera. Details of reported cases were collected 
on a form that elicited information on demographics, 
symptoms associated with the disease, serology, tick 
exposure, and relevant travel history and treatment. 


From the Maryland State Department of Health and Mental 
Hygiene. Dr. Thambidurai is Epidemiologist, Center for Veterinary 
Medicine; Dr. Grigor is Maryland Public Health Veterinarian; Dr. 
Horman is Assistant Director, AIDS Administration; and Dr. Israel 
is Director, Epidemiology and Disease Control. 


Results: Descriptive Epidemiology 

Age, Sex, and Race Two thirds of all the patients 
were under 40 years old, and persons under 20 com¬ 
prised almost 50 percent of the total (Figure 1). The 
median age was 15.5 years (range of 2 to 77 years), and 
in each age group more males than females were af¬ 
fected. There was a total of 11 females and 34 males 
affected; the male to female ratio was 3:1. Of the 45 
cases there were 35 whites and 3 blacks; 7 persons did 
not have their race reported. 

Month of Onset Most patients reported an onset of 
symptoms in the summer months of June, July, August, 
and September (60 percent), with lowest occurrences in 
winter and early spring (Figure 2). Eleven patients had 
their onset in July, the maximum for any one month. 

Geographic Distribution Twelve of the 23 counties 
and Baltimore city reported cases of Lyme disease from 
1984 to 1986 (Figure 3). The maximum number of cases 
were from Cecil and Queen Anne’s counties (6 cases 
each). Attack rates ranged from 20.48 per 100,000 in 



Figure 1. Reported cases of Lyme disease by age and sex in Mary¬ 
land, 1984-1986. 
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Figure 2. Reported cases of Lyme disease by month of onset in 
Maryland, 1984-1986. 



Figure 3, Cases of Lyme disease reported by health jurisdictions of 
Maryland, 1984-1986. 


Queen Anne’s county and 17.75 in Kent county to 0.59 
in Prince George’s and 0.15 in Baltimore counties (Fig¬ 
ure 4). 

Tick Exposure Only 18 patients (40 percent) re¬ 
called a definite tick bite. An additional 4 patients (9 
percent) recalled being exposed to ticks but could not 
remember a specific bite. 

Symptoms Generalized symptoms of malaise, fever, 
myalgia, or headache were reported in a majority of the 
patients (Figure 5); 32 (71 percent) reported one or 
more of these. ECM was present in 29 patients (65 
percent). In those persons who had a tick bite, the ECM 
occurred 3 to 30 days after the bite. ECM was often the 
presenting symptom or occurred 3 to 19 days after the 
onset of other generalized symptoms. The number of 
ECM lesions ranged from 1 to 15 and the size of 
individual lesions varied from 1.5 to 17 cms. 

Complications Arthritic symptoms were the most 
frequent complication (Figure 5) reported by 25 pa¬ 
tients (55 percent). The knee was the most common 
joint affected (64 percent), followed by the ankle (32 
percent), elbow (16 percent), hip (12 percent), shoulder 
(8 percent), metatarsals (8 percent), phalanges (8 per¬ 
cent), and wrist (4 percent). Arthritis was frequently 
the presenting symptom; it also occurred 2 days to 8 
months after the onset of ECM or other generalized 
symptoms. 

Neurological symptoms were reported in 7 patients 
(16 percent). Of these, 5 (71 percent) reported menin¬ 
gitis, 5 (71 percent) reported encephalitis, and 5 (71 
percent) reported facial palsy. There was one case re- 
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Figure 4. Attack rates for Lyme disease for Baltimore city and 
counties of Maryland, 1984-1986. 
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Figure 5. Symptoms of Lyme disease in cases reported in Maryland, 
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ported of optic neuritis and 3 cases of peripheral neu¬ 
ropathy. These symptoms occurred over a range of 3 
days to 2 weeks after onset of the disease. Only one 
patient (2 percent) was diagnosed to have cardiac in¬ 
volvement on the basis of an abnormal EKG. 

Treatment Thirty-two patients (71 percent) received 
some form of antibiotic treatment. Twenty-four of these 
(54 percent) had received penicillin, and 5 (12 percent) 
had received tetracycline. Most antibiotics were given 
orally for 7 to 10 days. Patients with neurological symp¬ 
toms were usually treated with high dose intravenous 
penicillin. Nineteen patients (44 percent) had been 
hospitalized, and there were no reported fatalities. 
There was no long-term follow-up of these patients. 

Serology A positive serology was defined as a 1:256 
or greater titer (IFA) or a fourfold increase in titer 
between the acute and convalescent serum samples. 
One or more serum samples were tested in 33 patients 
(73 percent); of these, 28 patients (62 percent) were 
positive. 

Discussion 

Although other studies generally indicate a more 
equal distribution, epidemiological characteristics of 
these cases of Lyme disease in Maryland from 1984 to 
1986 demonstrated a male to female ratio of 3:1. The 
age group with the most cases was 0 to 9 followed by 
the 10 to 19 age group; these two groups accounted for 
almost half the cases, probably because persons in these 
age groups are more involved in outdoor activities and 
hence have a greater exposure to ticks; they also are 
less likely to be conscious of tick attachments or to 
facilitate their speedy removal. 

Most patients had an onset of illness in the summer 
months, July being the most common. This follows the 
generally observed pattern and probably is due to the 
more ubiquitous presence of the tick in these months, 
the greater degree of outdoor activity, and hence the 
greater likelihood of coming in contact with the ticks. 

Distribution of the disease in Maryland generally is 
localized to the counties of the upper eastern shore and 
the populous parts of the state. Whether this indicates 
a higher prevalence of the infected tick, a greater num¬ 
ber of ticks, a greater population of the reservoir the 
white-tailed deer, a greater awareness of the disease, or 
better reporting from these areas is uncertain. Although 
Baltimore city reported five cases, three of these pa¬ 
tients were exposed to the vector while out of state as 
was one case residing in Montgomery county. 

A majority of the cases reported ECM (65 percent). 
One study has reported ECM in 75 percent of their 
patients. 10 Arthritis was by far the most common com¬ 


plication and was reported in over 50 percent of the 
cases. This is consistent with the clinical spectrum of 
the disease. Although only 62 percent were serologically 
positive, it is important to realize that treatment with 
antibiotics may abort the development of positive an¬ 
tibody titers. Therefore the diagnosis frequently may 
be clinical rather than serological, and studies based 
solely on positive serologies are apt to underestimate 
the incidence. 

It is likely that increased numbers of cases will be 
reported in the coming years. To what extent this 
increase is indicative of an increase in the incidence, 
increased recognition, or increased reporting of the 
disease is not clear. The Centers for Disease Control 
and the Maryland State Department of Health and 
Mental Hygiene encourage reporting of the disease to 
local and state health authorities so that geographical 
and temporal trends may be better identified. Maryland 
is one of the many states in the northeastern United 
States that are endemic for Lyme disease. Other foci of 
infection are in the southwest (California and Texas) 
and in the midwest states of Minnesota and Wisconsin. 


Reporting of cases of Lyme disease on the 
standard morbidity cards is encouraged. 


References 

1. Benach, J.L.; Bosler, E.M.; Hanrahan, J.P. et al. “Spirochetes 
Isolated from the Blood of Two Patients with Lyme Disease.” N Engl 
J Med 308(1983):740-42. 

2. Steere, A.C.; Grodzicki, R.L.; Kornblatt, A.N. et al. “The Spi¬ 
rochetal Etiology of Lyme Disease.” N Engl J Med 308(1983):733-40. 

3. Schmid, G.:. “The Global Distribution of Lyme Disease. Review 
of Infectious Diseases.” 7(1985):41-49. 

4. Schmid, G.P.; Horseley, R.; Steere, A.C. et al. “Surveillance of 
Lyme disease in the United States 1982.” J Infect Dis 151 
(1985):1144—49. 

5. Burgdorfer, W.; Barbour, A.G.; Hayes, S.F.; Benach, J.L.; 
Grunwaldt, E.; Davis, J.P. “Lyme Disease - A Tick Borne Spiroche¬ 
tosis?” Science 216(1982):1317-19. 

6. Steere, A.C. and Malawista, S.E. “Cases of Lyme Disease in 
the United States: Locations Correlated with Distribution of Ixodes 
Dammini.” Ann Intern Med 91(1979):730-33. 

7. Steere, A.C.; Malawista, S.E.; Syndman, D.R. et al. “Lyme 
Arthritis: An Epidemic of Oligoarticular Arthritis in Three Connect¬ 
icut Communities.” Arthritis Rheum 20(1977):7-17. 

8. Steere, A.C.; Malawista, S.E.; Hardin, J.A.; Ruddy, S.; Asken- 
ase, P.W.; Andiman, W.A. “Erythema Chronicum Migrans and Lyme 
Arthritis. The Enlarging Clinical Spectrum.” Ann Intern Med 86 
(1977):685-98. 

9. Steere, A.C.; Bartenhagen, N.H.; Craft, J.E.; et al. “The Early 
Clinical Manifestations of Lyme Disease.” Ann Intern Med 99 
(1983):76-82. 

10. Williams, C.L.; Curran, A.S.; Lee, A.C.; Sousa, V.O. “Lyme 
Disease: Epidemiological Characteristics of an Outbreak in West¬ 
chester NY.” Am J Public Health 76(1986):62-65. 


Vol 37, No 6 MMJ 467 




Maryland Advertisers: 

TO ADVERTISE IN THE JOURNAL 
CALL 

Intramedia Network Corporation 
Trade Publication Division 

301-539-0123 


Doctor, Planning to Relocate? 

If you are moving or planning to, please let us 
know so that you won’t miss a single issue of the 
Journal. Just fill out the form below and mail it to: 
Doris Cicchini, Journal, 1211 Cathedral St., Balto., 
MD 21201. 

Old Address: 

Name: . 

Address: . 

City/Town: . 

Slate: .Zip Code: . 

New Address: 


Name: . 

Address: ... 

City/Town: . 

State:.Zip Code: . 

Telephone: . 

IMPORTANT: Date Effective: . 

Signature: . Date: 


Had 

Eaoagfe? 

SPEND THE SUMMER AT THE BEACH 
AND GET PAID FOR IT! 

Become a part of our team! 

We offer — 

• Excellent Pay 

• Flexible Schedule 

• Comfortable Housing 

• Beach Club Privileges 

• All Equipment & Supplies 
. . . and enjoy the beach 

Doctors Housecall 
Network 

301 - 583 - 6109 OCEAN CITY, MD. 



Committee On Physician Rehabilitation 


The Committee on Physician Rehabilitation, deals with any impairment including 
ALCOHOLISM, DRUG ADDICTION, MENTAL ILLNESS, SENILITY, or PHYSICAL 
DISABILITY. It's purpose is to help the estimated 15% of physicians who suffer some 

form of impairment during their careers. 


. 


Most impairments can be treated, but not if they are covered up. It is especially tragic 
to let someone's career, family, and health deteriorate from a TREATABLE illness. 


CONFIDENTIAL, DISCREET, 

SUPPORTIVE 
■HA 


Call if you have questions: Robert White MA, CAC, Program Director: (301) 539-0872 

TOLL FREE: 1-800-492-1059 / HOTLINE: (301)727-0120 



468 MMJ June 1988 






























Rehabilitation and AIDS: Primary Care 
and System Support 

P.A. FURTH MD, M. MALOOF MS, J.P.G. FLYNN MD, and F. SHEA MD 

As the numbers of persons diagnosed with Human Immunodeficiency Virus (HIV) 
and the Acquired Immune Deficiency Syndrome (AIDS) rise, the need for structuring 
rehabilitation programs for these people becomes clear. The Center for Disease Control 
in Atlanta, Georgia estimates that between 1 and 1.5 million persons in the United 
States currently are infected. 1 Some infected individuals have been admitted to reha¬ 
bilitation hospitals. It is important to plan now for the increased numbers who will be 
admitted in the future. Rehabilitation programs need to develop management plans 
for the different manifestations of the disease as well as to implement infection control 
guidelines addressing issues unique to the rehabilitation setting. 


Over 36,000 Americans had died of AIDS by June 1, 
1987. 2 These numbers will continue to increase unless 
this epidemic can be controlled. It has been estimated 
that by 1991 between 250,000 and 300,000 Americans 
will have AIDS, and an even greater number will be 
infected with HIV. 

Persons infected with HIV may be asymptomatic, 
manifest relatively few symptoms from the infection, 
or express the full Acquired Immune Deficiency Syn¬ 
drome. As the majority of persons with the infection 
are asymptomatic and may not even know they carry 
the virus, most patients seen in rehabilitation hospitals 
with this infection will be admitted for other reasons. 
Many individuals in rehabilitation programs are victims 
of trauma. Some of these patients will have risk factors 
for HIV infection, such as drug abuse. Others will be 
admitted for disabilities from an unrelated illness but 
may have become infected with HIV through sexual con¬ 
tact, sharing intravenous needles, or transfusion. Chil¬ 
dren infected perinatally are another population that 
may require rehabilitation. In summary, HIV infection 
is an important potential comorbidity in the rehabili¬ 
tation setting, and its incidence will be increasing. 

The second group of HIV-infected patients admitted 
to rehabilitation hospitals are those who require ther¬ 
apy for neurological illnesses associated with the virus. 
These illnesses may be divided into two broad cate¬ 
gories: those related to the virus itself and those result¬ 
ing from an opportunistic infection. Guillain-Barre syn¬ 
drome, transverse myelitis, stroke, and neuritis may be 
caused by HIV; and many of these patients can improve 
with rehabilitation. Other conditions associated with 
the virus may be less responsive to therapy, for example, 
dementia (which affects 30 to 60 percent of patients 
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with AIDS) and progressive multifocal leukoencepha- 
lopathy, an opportunistic viral infection. Other oppor¬ 
tunistic infections such as toxoplasmosis of Mycobac¬ 
terium tuberculosis can cause brain abscesses that may 
respond to antimicrobial therapy. 

Worthwhile Improvement 

Rehabilitation can assist the patient in regaining lost 
function. For instance, a 66-year-old woman was diag¬ 
nosed with transfusion-acquired HIV infection and 
AIDS after presenting with Pneumocystic carinii pneu¬ 
monia. Four weeks after recovery from her pneumonia 
she presented with fever, decreased mentation, head¬ 
ache, and a left hemiparesis. A CAT scan showed mul¬ 
tiple ring enhancing lesions. Toxoplasmosis encephali¬ 
tis was diagnosed, and she was treated with sulfadiazine 
and pyrimethamine. Although initially bedridden due 
to the left hemiparesis, the patient was able to return 
to full ambulation after four weeks of antibiotics and 
physical therapy. 

It is important to recognize that while AIDS has been 
universally fatal to date, many patients can live normal 
lives for months to years after their diagnosis. Such 
patients should be approached with a positive attitude 
and offered a rehabilitation program that accommo¬ 
dates their individual prognosis. AIDS patients with 
potentially reversible deficits should be offered a reha¬ 
bilitation plan that encourages them to remain ambu¬ 
latory and live their life as fully as possible. 

Even patients with less favorable prognoses, such as 
those with dementia or progressive multifocal leuko- 
encephalopathy (PML), may benefit from limited in¬ 
tervention such as gait training or memory aids. Pa¬ 
tients with disabilities who are asymptomatically in¬ 
fected should be offered the same rehabilitation 
program as those without infection: they may live for 
years to decades following their initial infection and 
deserve to live at their maximum potential. 3 

While many aspects of rehabilitation programs de¬ 
signed for AIDS patients are the same as for patients 
without HIV infection, these programs must accom¬ 
modate two features that distinguish HIV-infected pa- 
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tients: the intense psychosocial and educational needs 
these patients have and the necessity of following guide¬ 
lines to prevent transmission of the disease. 

Individual Needs 

The psychosocial and educational needs stem from 
the fact that these patients simultaneously are adjusting 
to several life changes as well as needing to understand 
a disease that frequently appears in newspaper head¬ 
lines as new research findings and health care policies 
are announced. AIDS patients must recognize that they 
have a fatal disease. Asymptomatically infected persons 
face the possibility of developing AIDS in the years to 
come. 

Patients who developed the infection from sexual 
contact or intravenous drug use may feel guilty about 
how they acquired the infection. These patients may be 
isolated from their families who cannot accept the 
patient’s life-style or who are afraid of the disease. 
Many patients will experience discrimination at work 
or in the community and will need strong support and 
counseling on several different levels. They have to 
accept a fatal disease, a disability, and, frequently, 
isolation from family and community. 

The patient and his or her family must be educated 
about HIV and the means of its transmission. Infor¬ 
mation about the infectivity of blood and body fluids 
should be discussed while presenting infection control 
guidelines for the home. The lack of evidence for trans¬ 
mission through casual contact should be emphasized. 
Sexual partners of the patient also will require educa¬ 
tion and counseling. They should be advised that the 
risk of transmission to a regular sexual partner is ap¬ 
proximately 50 percent. 4 Information on how to be 
tested for HIV infection and counseling on “safer sex” 
practices should be offered. 5 

Every health care worker needs to be familiar with 
basic information about HIV infection, and rehabilita¬ 
tion hospitals as well as other health care settings need 
to ensure that trained personnel are available to educate 
and counsel patients. 

Institutional Needs 

In addition to answering the needs of individual 
patients and their families, rehabilitation hospitals 
must follow institutional infection control guidelines. 
Existing infection control guidelines (prepared primar¬ 
ily for the acute care hospital) suggest that all blood 
and body fluids from all patients be considered poten¬ 
tially infectious (Universal Precautions). 5 

Guidelines must be adapted to an environment in 
which patients attend multiple therapy settings and 


where sharing equipment and group participation is 
frequently necessary. 

Since occupational transmission has been limited to 
blood contact and there is no evidence for transmission 
through casual contact, 7 it is both reasonable and pru¬ 
dent to suggest that these patients be managed with 
blood and body fluid precautions alone. The implemen¬ 
tation of these guidelines depends on whether the pa¬ 
tient has control of body secretions or has open wounds. 

In those who have control of their body secretions 
and no open wounds, barrier techniques only need be 
employed if the patient is being phlebotomized or there 
is direct contact with a body fluid (for example, urine, 
saliva, semen, diarrheal stool). This type of patient 
could attend most therapy sessions without special 
precautions. 

Patients’ open wounds should be completely covered 
to prevent leakage. If this can be done, no further 
precautions are necessary except when the dressing is 
changed. 

Patients lacking control of their body secretions or 
with large open wounds require additional precautions. 
When contact with body fluids is likely, staff members 
should wear gloves and gowns. If aerosols will be gen¬ 
erated, particularly blood aerosols, a mask and protec¬ 
tive eyewear should be added. 

Most patients admitted to rehabilitation hospitals 
will be recovering from acute illness or trauma and will 
have some control of body secretions. Therefore, most 
rehabilitation hospitals will be able to “mainstream” 
those patients with HIV infection. Generally, patients 
whose condition requires use of more barrier can be 
offered a rehabilitation program in their rooms or with 
a limited amount of easily cleaned equipment. 

The virus is susceptible to a wide variety of cleaning 
agents used in hospitals, for instance, phenols, formalin, 
alcohols, sodium hypochlorite, and gluteraldehyde. As 
a patient continues to recover and requires less precau¬ 
tions, he or she can be included in the standard reha¬ 
bilitation program. 

Similarly, as individual rehabilitation programs are 
designed, precautions necessary for each patient in each 
therapy session can be developed with the help of an 
Infection Control Nurse and/or a Hospital Epidemiol¬ 
ogist. As each rehabilitation specialty gains experience 
in treating HIV-infected patients, they will become 
increasingly comfortable and familiar with the neces¬ 
sary precautions. 

Integration into Community 

An important component of any rehabilitation pro¬ 
gram is the reintegration of the person into the family 
and community after discharge. HIV infection has an 
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obvious impact on this. Printed materials should be 
given to the patient on discharge to emphasize the need 
for following precautions for blood and body fluid ex¬ 
posure, including “safer sex” and testing of sexual part¬ 
ners. 

The patient should be advised that he or she will 
need to inform health care providers who will contact 
blood or body fluids of the HIV infection. The lack of 
transmission through casual contact can be reempha¬ 
sized. However, many people with HIV infection find 
that some family members or friends will no longer 
come in contact with them. Discharge from a rehabili¬ 
tation program can be a “re-isolating” experience for 
these patients. Postdischarge counseling will help a 
patient through this adjustment period. Referral should 
be made to institutions or community groups offering 
support groups and follow-up medical care for HIV 
infection. 


Summary 

Rehabilitation hospitals in American will admit in¬ 
creased numbers of patients with HIV infection in the 
future, primarily as a comorbidity. A proportion of 
patients with AIDS who can benefit from rehabilitation 
therapy will be seen, and a majority of these can be 
managed within standard models of rehabilitation. In¬ 
fection-control guidelines can be adapted to the indi¬ 
vidual patient and program. Education and counseling 
of the patient should begin in the rehabilitation hospital 
and should be continued after discharge. Rehabilitation 
hospitals will be delivering both primary care and sys¬ 
tem support to the individual and the health care deliv¬ 
ery network. 
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3. Correction of acidosis, if present, with intravenous sodium bicarbonate. 

4. Use of exchange resins, hemodialysis, or peritoneal dialysis. 

In treating hyperkalemia, it should be recalled that in patients who have been stabilized on 
digitalis, too rapid a lowering of the serum potassium concentration can produce digitalis toxicity 
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Give your office a healthier outlook. With software from 
PACE Practice Management Systems and IBM computer 
hardware. 
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□ Electronic Claims 
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PACE is a local company. We install your system, train 
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giving you office technology for the 1990s and beyond. 
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Effective once-nightly 

duodenal ulcer therapy available in a 


Unique Convenience Pak 

for better patient compliance 



AXID® 

nizatidine capsules 

Brief Summary. Consult the package insert lor prescribing information 

Indications and Usage: Axid is indicated for up to eight weeks for the treatment 
of active duodenal ulcer, in most patients, the ulcer will heal within four weeks. 

Axid is indicated for maintenance therapy for duodenal ulcer patients, at 
a reduced dosage of 150 mg h.s. after healing of an active duodenal ulcer. 
The consequences of continuous therapy with Axid for longer than one year 
are not known. 

Contraindication: Axid is contraindicated in patients with known hypersensitivity 
to the drug and should be used with caution in patients with hypersensitivity to 
other H 2 -receptor antagonists. 

Precautions: General- 1. Symptomatic response to nizatidine therapy does not 
preclude the presence of gastric malignancy. 

2. Because nizatidine is excreted primarily by the kidney, dosage should be 
reduced in patients with moderate to severe renal insufficiency. 

3. Pharmacokinetic studies in patients with hepatorenal syndrome have not 
been done. Part of the dose of nizatidine is metabolized in the liver. In patients 
with normal renal function and uncomplicated hepatic dysfunction, the 
disposition of nizatidine is similar to that in normal subjects 

Laboratory Tests — False-positive tests for urobilinogen with Multistix* may 
occur during therapy with nizatidine. 

Drug Interactions—Ho interactions have been observed between Axid and 
theophylline, chlordiazepoxide. lorazepam. lidocaine, phenytoin. and warfarin. 
Axid does not inhibit the cytochrome P-450-linked drug-metabolizing enzyme 
system: therefore, drug interactions mediated by inhibition of hepatic 
metabolism are not expected to occur. In patients given very high doses (3,900 
mg) of aspirin daily, increases in serum salicylate levels were seen when 
nizatidine, 150 mg b i d , was administered concurrently. 

Carcinogenesis. Mutagenesis. Impairment of Fertility— A two-year oral 
carcinogenicity study in rats with doses as high as 500 mg/kg/day (about 80 
times the recommended daily therapeutic dose) showed no evidence of a 
carcinogenic effect There was a dose related increase in the density of 
enterochromaffin-like (ECL) cells in the gastric oxyntic mucosa In a two-year 
study in mice, there was no evidence of a carcinogenic effect in male mice: 
although hyperplastic nodules of the liver were increased In the high dose males 
compared to placebo. Female mice given the high dose of Axid (2,000 mg/kg/day, 
about 330 times the human dose) showed marginally statistically significant 
increases in hepatic carcinoma and hepatic nodular hyperplasia with no 
numerical increase seen in any of the other dose groups. The rate of hepatic 
carcinoma in the high dose animals was within the historical control limits seen 
for the strain of mice used. The female mice were given a dose larger than the 
maximum tolerated dose, as indicated by excessive (30%) weight decrement 


compared to concurrent controls, and evidence of mild liver injury (transaminase 
elevations). The occurrence of a marginal finding at high dose only in animals 
given an excessive, and somewhat hepatotoxic dose, with no evidence of a 
carcinogenic effect in rats, male mice, and female mice (given up to 360 mg/kg/ 
day. about 60 times the human dose), and a negative mutagenicity battery is not 
considered evidence of a carcinogenic potential for Axid. 

Axid was not mutagenic in a battery of tests performed to evaluate its potential 
genetic toxicity, including bacterial mutation tests, unscheduled ONA synthesis, 
sister chromatid exchange, and the mouse lymphoma assay. 

In a two-generation, perinatal and postnatal, fertility study in rats, doses of 
nizatidine up to 650 mg/kg/day produced no adverse effects on the reproductive 
performance of parental animals or their progeny. 

Pregnancy-Teratogenic Effects—Pregnancy Category C-Oral reproduction 
studies in rats at doses up to 300 times the human dose, and in Dutch Belted 
rabbits at doses up to 55 times the human dose, revealed no evidence of impaired 
fertility or teratogenic effect, but, at a dose equivalent to 300 times the human 
dose, treated rabbits had abortions, decreased number of live fetuses, and 
depressed fetal weights. On intravenous administration to pregnant New Zealand 
White rabbits, nizatidine at 20 mg/kg produced cardiac enlargement, coarctation 
of the aortic arch, and cutaneous edema in one fetus and at 50 mg/kg it produced 
ventricular anomaly, distended abdomen, spina bifida, hydrocephaly, and 
enlarged heart in one fetus. There are, however, no adequate and well-controlled 
studies in pregnant women. It is also not known whether nizatidine can cause 
fetal harm when administered to a pregnant woman or can affect reproduction 
capacity Nizatidine should be used during pregnancy only if the potential benefit 
justifies the potential risk to the fetus 

Nursing Mothers-Nizatidine is secreted and concentrated in the milk of 
lactating rats. Pups reared by treated lactating rats had depressed growth rates 
Although no studies have been conducted in lactating women, nizatidine is 
assumed to be secreted in human milk, and caution should be exercised when 
nizatidine is administered to nursing mothers. 

Pediatric Use— Safety and effectiveness in children have not been established. 

Use in Elderly Patients— Ulcer healing rates in elderly patients are similar to 
those in younger age groups. The Incidence rates of adverse events and 
laboratory test abnormalities are also similar to those seen in other age groups. 
Age alone may not be an important factor in the disposition of nizatidine. Elderly 
patients may have reduced renal function. 

Adverse Reactions: Clinical trials of nizatidine included almost 5,000 patients 
given nizatidine in studies of varying durations. Domestic placebo-controlled 
trials included over 1,900 patients given nizatidine and over 1,300 given placebo. 
Among the more common adverse events in the domestic placebo-controlled 
trials, sweating (1% vs 0.2%). urticaria (0.5% vs <0.01%), and somnolence 
(2.4% vs 1 3%) were significantly more common in the nizatidine group. A 
variety of less common events was also reported: it was not possible to 
Axid* (nizatidine, Lilly) 


determine whether these were caused by nizatidine 

Hepatic— Hepatocellular injury, evidenced by elevated liver enzyme tests 
(SGOT [AST], SGPT [ALT], or alkaline phosphatase), occurred in some patients 
possibly or probably related to nizatidine. In some cases, there was marked 
elevation of SGOT, SGPT enzymes (greater than 500 IU/L), and in a single 
instance. SGPT was greater than 2,000 IU/L. The overall rate of occurrences of 
elevated liver enzymes and elevations to three times the upper limit of normal, 
however, did not significantly differ from the rate of liver enzyme abnormalities in 
placebo-treated patients All abnormalities were reversible after discontinuation 
of Axid. 

Cardiovascular -In clinical pharmacology studies, short episodes of 
asymptomatic ventricular tachycardia occurred in two individuals administered 
Axid and in three untreated subjects. 

Endocrine— Clinical pharmacology studies and controlled clinical trials 
showed no evidence of antiandrogenic activity due to Axid. Impotence and 
decreased libido were reported with equal frequency by patients who received 
Axid and by those given placebo Rare reports of gynecomastia occurred. 

Hematologic-Fatal thrombocytopenia was reported in a patient who was 
treated with Axid and another H 2 -receptor antagonist. On previous occasions, 
this patient had experienced thrombocytopenia while taking other drugs. 

integumentat- Sweating and urticaria were reported significantly more 
frequently in nizatidine than in placebo patients. Rash and exfoliative dermatitis 
were also reported 

Ofher-Hyperuricemia unassociated with gout or nephrolithiasis was 
reported. 

Overdosage: There is little clinical experience with overdosage of Axid in 
humans If overdosage occurs, use of activated charcoal, emesis, or lavage 
should be considered along with clinical monitoring and supportive therapy 
Renal dialysis for four to six hours increased plasma clearance by approximately 
84%. 

Test animals that received large doses of nizatidine have exhibited cholinergic- 
type effects, including lacrimation, salivation, emesis, miosis, and diarrhea. 
Single oral doses of 800 mg/kg in dogs and of 1,200 mg/kg in monkeys were not 
lethal. Intravenous LD 50 values in the rat and mouse were 301 mg/kg and 232 
mg/kg respectively. PV 2091 AMP [041288] 
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We need someone to 
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in another culture. To 
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We need someone 
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prove other people’s lives. 
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Roche Medication Education 
Booklets supplement your instruc¬ 
tions to patients. So forget ME not. 
The Limbitrol® (chloradiazepoxide 
and amitriptyline HCl/Roche)C 
booklet is part of The Roche 
Medication Education Program. 

This important program helps your 
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• What the medication is and 
why they are taking it 

• The importance of staying 
with the prescribed course of 
treatment 

• What foods and drinks to avoid 

• Possible side effects 

For a free supply of Limbitrol 
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of Hoffmann-La Roche Inc., 

340 Kingsland Street, Nutley, 

New Jersey 07110-1199 
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The Perils of Bluefish: Handle with Care! 

W. ROBERT LANGE MD 


Bluefish (Pomatomus saltatrix), a popular summer catch of Maryland fishermen, 
are endowed with sharp teeth and an acrimonious disposition. Serious bite wounds are 
a potential danger to anglers, most incidents occurring during the careless handling 
of boated quarry. Injuries produced by bluefish run a high likelihood of becoming 
infected; however, the principal risk associated with bluefish is scombroid poisioning, 
a foodborne illness related to the consumption of improperly handled fish. Symptoms 
resemble an allergic reaction, and antihistamines and cimetidine appear to be effective 
treatment moieties. Prevention consists of timely and adequate refrigeration of blue¬ 
fish before consumption. 


The bluefish is a popular summer catch along the 
entire eastern seaboard. With Maryland’s moratorium 
on striped bass (rockfish) angling, blues have become 
even more popular and sought after by Maryland’s 
saltwater sportsmen. Variously called chopper, snapper 
blue, and even marine piranha, the voracious bluefish 
has garnered quite a reputation. Endowed with a 
mouthful of extremely sharp teeth along with a pug¬ 
nacious reputation for readily using them, schools of 
bluefish commonly swim through large shoals of bait- 
fish slashing and destroying everything in their path, 
including smaller individuals of their own kind. Blue¬ 
fish are pursued by anglers of all ages, often with 
apparent impunity; nevertheless, there are certain 
health-associated risks with this endeavor, and they go 
beyond the obvious ones of physical injury. 

Trauma 

When in a feeding frenzy, migrating bluefish have 
been known to suddenly overwhelm the waters off 
public beaches. 1 Although attacks on swimmers are 
thought to be a rare occurrence and unintentional, 
ravenous blues will bite at anything, and a swimmer 
unlucky enough to be in the water at the time could 
receive a series of bite wounds and easily lose a finger 
or toe. Nevertheless, the vast majority of bites occur 
out of the water, generally during the boating and 
unhooking of captured prey. 

Not all injuries are bites, and both puncture wounds 
and lacerations can be sustained while handling or 
attempting to handle a freshly caught bluefish flutter¬ 
ing on the line or flapping about on deck. Both fish¬ 
hooks and fins can be responsible. Carelessness, often 
in conjunction with excessive alcohol consumption on 
the part of the angler, is a common denominator. 

Infection 

Bites, abrasions, and puncture wounds sustained 
within or in close proximity to the marine environment 
often involve violation of the integument and subse- 
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quent wound contamination through indigenous fish- 
boYne flora, seawater, and/or inadequate care. There¬ 
fore, meticulous attention to basic wound management 
is necessary to minimize posttraumatic infection. Inju¬ 
ries sustained from careless handling of bluefish should 
be managed with prompt treatment (including debride¬ 
ment of devitalized tissue, removal of any foreign bod¬ 
ies, changing dressings regularly) and avoidance of reex¬ 
posure to seawater while the injury heals. 2 If the patient 
is overdue for a tetanus booster, as is the case with the 
majority of adults, 3 this inoculation should be admin¬ 
istered. Adult patients should be provided with the 
combination tetanus/diphtheria toxoid (Td), 0.5 ml. 

Because of the diverse variety of bacterial organisms 
present in the marine environment, many of which 
have unique growth characteristics, in the setting of 
wound infection or sepsis, the clinical laboratory should 
be alerted that a marine-acquired organism may be 
present. Some marine bacteria may require saline-sup¬ 
plemented media and incubation at 25° C instead of the 
standard 35-37° C. 4 Management of marine-acquired 
infections should include therapy against Vibrio spe¬ 
cies, and third-generation cephalosporins have been 
recommended due to the broad nature of the coverage 
they provide. 5 

Although some authorities advocate prophylactic an¬ 
tibiotics as a part of the initial management of marine- 
acquired infections, such as in the case of serious injury 
or a patient with impaired defense mechanisms, 5 others 
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recommend that the use of systemic antibiotics be 
guided by culture and sensitivity tests. 6 

Food Poisoning 

The greater hazard with bluefish lies not with their 
biting humans, but rather with the potential problems 
when the “tide” is turned and man bites fish. It recently 
has become evident that bluefish can be an important 
vehicle in the etiology of scombroid poisoning, 7-9 a 
foodborne illness associated with the consumption of 
improperly handled dark-meated fish. The condition is 
distinct from ciguatera, 10 the other major toxicity as¬ 
sociated with eating saltwater fish, in that the respon¬ 
sible toxin is not contracted from the marine environ¬ 
ment. Rather, it is produced directly within the fish 
meat as a result of bacterial action and decomposition. 

The name scombroid is derived from Scombridae 
(mackerel-like), the family of marine fishes that in¬ 
cludes tuna, albacore, mackerel, and bonito. However, 
scombroid poisoning often is associated with fish not 
belonging to this family. For example, an epidemic 
occurred during early 1986 in Alabama and Tennessee 
involving the nonscombroid species amberjack, 11 and of 
73 outbreaks reported to the CDC during the five-year 
period 1978 to 1982, 42 percent implicated mahi-mahi 
(dolphin fish) as the vehicle. 12 

Clinical Features 

Symptoms typically begin within 30 minutes of the 
consumption of affected fish, 13 although wide individual 
variations can occur. 14 Resembling a classic histamine 
reaction, complaints typically include facial flushing 
and sweating, a burning sensation of the mouth and 
throat, diarrhea, dizziness, nausea, abdominal cramps, 
palpatations, and headache. 15 Erythema, urticara, and 
itching are common, and in severe cases, tachycardia, 
blurred vision, bronchospasm, and respiratory distress 
may develop. 14 Blistering of the mouth, swelling of the 
tongue, and conjunctival injection have been re¬ 
ported. 916 The median duration of symptoms is four 
hours, 13 although on rare occasion they may persist for 
a day or two. 

Although the symptoms of scombroid poisoning re¬ 
semble an acute allergic reaction, the syndrome is a 
toxic phenomenon; a response to exogenous histamine 
and associated mediators rather than a reaction to mast 
cell degranulation. Patients who are told scombroid 
poisoning is a food allergy are being given inaccurate 
information, and if they are told to refrain from eating 
fish in the future, they are being done a disservice. 

Pathophysiology 

The amino acid histidine is a normal and abundant 
muscle constituent of dark-meated fish. 17 When such 


fish are improperly refrigerated, or if cooling is delayed, 
enteric and surface microorganisms convert histidine 
to histamine and possibly other biogenic amines such 
as saurine. Temperatures between 20° and 30° C favor 
rapid bacterial growth. 17 The pathophysiology of scom¬ 
broid is complex and involves more than histamine 
ingestion. For one thing, histamine is not toxic when 
taken orally, even in high doses, 7 and in all likelihood 
other mediators, toxins, or potentiators are involved in 
the pathogenesis of the condition. 7,17 

Diagnosis and Treatment 

The diagnosis of scombroid poisoning generally is 
made on clinical grounds. A careful history and knowl¬ 
edge of the condition are sufficient; nevertheless, poi¬ 
soning can be confirmed by the demonstration of a high 
histamine level (greater than 100 mg/100 g of tissue) 
in the associated fish. Levels greater than 20 mg/100 g 
are suggestive of decomposition, and those greater than 
50 mg/100 g are considered a danger to health and 
potentially toxic. 17 The Food and Drug Administration 
has established 50 mg/100 g as the hazard level for 
tuna; however, no federal action levels have been set 
for other species, including bluefish. 9 Fresh fish nor¬ 
mally contain less than 1 mg% of histamine. 

Antihistamines have been reported to shorten the 
course of the illness, 7-9 but the benefit is not always 
consistent. Cimetidine, a histamine-H 2 -receptor antag¬ 
onist, has been reported to be efficacous; 18 however, the 
drug has been tested only intravenously, and there are 
no reports of the potential utility or benefit of the oral 
formulation. 

In an emergency setting with a seriously ill patient 
in whom a comprehensive history might need to be 
deferred until after initial clinical management and in 
which anaphylaxis or angioneurotic edema might be a 
serious possibility, aggressive emergency care is ob¬ 
viously warranted. If sufficient history is available to 
make scombroid poisoning a part of the differential 
diagnosis, parenteral cimetidine (Tagamet for injection, 
300 mg/2 ml or Tagamet for infusion, 300 mg/50 ml) 
could be administered according to the package insert 
instructions. If the injection formulation is used, the 2 
ml should be diluted in 18-20 ml of 0.9 % sodium 
chloride for injection and infused over a period of not 
less than 2 minutes. 

In a less urgent setting where more history is avail¬ 
able and when oral therapy would be appropriate, initial 
management with antihistamines would be the stand¬ 
ard of care. Diphenhydramine (Benadryl) 25-50 mg 
every 6-8 hours would be indicated. If no discernible 
benefit is appreciated within an hour of treatment, if 
antihistamines should be contraindicated, or if cimeti¬ 
dine therapy should be employed from the start, Taga- 
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met tablets 300 mg 4-5 times a day can be prescribed. 
In most cases, therapy would need to be prescribed only 
for a day or two, three at most. 

Patients on isoniazid (INH) for tuberculosis are at 
enhanced risk of scombroid poisoning. 19,20 Generally, 
histamine is rapidly metabolized in the body by a num¬ 
ber of enzymes, including the diamine oxidase, histam- 
inase. Isoniazid is a potent inhibitor of diamine oxidase; 
consequently, following a histamine challenge, a con¬ 
siderable portion of the substance may remain un¬ 
metabolized and absorbed. Therefore, the clinical index 
of suspicion should be higher in patients on this treat¬ 
ment medication. 

Prevention 

Once decomposition in the fish has progressed, pre¬ 
vention becomes difficult. Bacterial contamination is 
not easy to quantify, and its measurement is not rec¬ 
ommended as either a prevention strategy or a diagnos¬ 
tic tool. Even though scombroid is the result of decom¬ 
position, affected fish do not have a characteristic or 
noticeable odor, and their physical appearance may be 
unremarkable. Affected fish have been reported to have 
a sharp or peppery taste, 7 but this is an unreliable sign 
that is neither sensitive nor specific. Consequently, 
many affected fish will have a normal taste, texture, 
and aroma. 9 To complicate matters further, many cooks 
will overly spice dark-meated fish, giving it a peppery 
undertaste to mask the characteristic “fishy” flavor. 
The toxins in affected fish are heat stable and are not 
inactivated by either freezing or cooking. No available 
method of preparation (including salting, drying, mar¬ 
inating, or smoking) will render contaminated fish toxin 
free. 15 

Effective prevention is tailored to the safe and appro¬ 
priate handling and storage of fish. Recommendations 
include avoiding unnecessary gaffing of fish and mini¬ 
mizing the handling of fish destined for consumption. 8 
Also, during handling and cleaning, it has been sug¬ 
gested that fish meat not be rinsed in seawater since 
many of the microorganisms capable of metabolizing 
histidine are customarily found in this medium. 8 The 
most important step, however, is the immediate, appro¬ 
priate, and continued refrigeration of fish after capture. 
The best defense against scombroid is the prompt stor¬ 
age of freshly caught fish at 0° C (32° F) or below. 21 
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ADVERTISEMENT 


Lithotripsy Center 

Now Open 

At AMI Doctors’ Hospital 



Finally, a physician owned and operated hospital 
based lithotripsy center is now open to all trained 
urologists at AMI Doctors’ Hospital. The center is 
conveniently located with easy access from the 
Washington Beltway and the Baltimore Washington 
Parkway. 

A Domier HM3 Lithotripter is utilized. This system 
is approved by the FDA and recognized by major 
insurance companies. It has an outstanding safety 
record and has proved effective in treating over 300,000 
patients. 

In addition to featuring the Dornier HM3 Litho¬ 
tripter, AMI Doctors’ Hospital, an acute care 
institution, offers a full range of diagnostic and 
therapeutic services including state-of-the-art 
endoscopic equipment, technology for percutaneous 
treatment of upper and lower urinary tract calculi and 
agents for chemolysis of upper tract stones. 

A nurse practitioner is available for patient educa¬ 
tion, performance of history and physical exam, and 
if requested will assist in the post-ESWL care and 
discharge of your patient. This will greatly reduce the 
in-hospital time of the treating urologist. For more 
information, or if you would like a tour of our facility, 
please phone (301) 552-9409. 

Bring or send your patients to: 

^? M| bss 

Metropolitan Lithotripsy Center, Inc. 

8118 Good Luck Road, Lanham, Maryland 20706 

ADVERTISEMENT 


Doctors take Note 


University of Maryland School of Medicine 

CME Courses: For each course additional informa¬ 
tion may be obtained by contacting Program of Contin¬ 
uing Education, University of Maryland School of Med¬ 
icine, Room 300, MSTF, 10 South Pine St., Baltimore, 
MD 21201 (301-328-3956). 

Jun 19-24 Fourteenth Annual Family Medi¬ 
cine Review Course, Sheraton Fontainebleau Inn & 
Spa, Ocean City. Fee: $395 (daily rates available); 20+ 
AMA Cat I credits. AAFP credits available. 

Sep 16-17 Topics in Geriatrics, The Royce Hotel 
at BWI International Airport, Linthicum. Fee and cred¬ 
its TBA. 

Sep 22 Dean’s Conference #1: Dermatology, 
UMBC, Medical School Teaching Facility, Baltimore. 
Fee: $25; 6 AMA Cat I credits. 

Sep 23 Current Concepts in Ophthalmology: 
Eighth Annual Clinical Conference, Hyatt Regency 
Baltimore. Fee: $60; 6 AMA Cat I credits. 

Visiting Professor Program Directory of speak¬ 
ers and topics available for area hospitals and other 
health care organizations. No administrative fee is 
charged. Info: 301-328-3956. 

Visiting Practitioner Preceptorships Opportu¬ 
nity for physicians to participate in clinical situations 
in the University of Maryland Medical Systems. Re¬ 
quires approval from clinical department/division 
heads. Direct inquiries to CME. AMA Cat I credits 
available. Direct all inquiries to CME (301-328-3956). 

Departmental Rounds and Conferences Weekly, 
hands-on and lecture presentations hosted by the Uni¬ 
versity’s clinical departments. Hour-for-hour AMA Cat 
I credits available. Brochure available. 

Advanced Trauma Life Support Provider/In¬ 
structor Programs, sponsored by University of Mary- 
land/MIEMSS. Fee: $350-500; 16-22 CME Cat I cred¬ 
its. Info: Melody Nelson 301-328-2919. 

Jun 27, 28—Provider 

Jul 14, 15—Provider 

Aug 18, 19—Provider 

Sep 14-16—Instructor 

Oct 13, 14—Provider 

Nov 17, 18—Provider 

Dec 15, 16—Provider 

• • • 

Miscellaneous Meetings 

Jun 27-29 NIH Consensus Development Con¬ 
ference: Perioperative Red Cell Transfusion, Ma- 

sur Auditorium, Warren Grant Magnuson Clinical Cen¬ 
ter, NIH, Bethesda. Info: A. Manning, Prospect Assoc., 
Ste 500, 1801 Rockville Pike, Rockville, MD 20852. 
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Temple University School of Medicine, sponsors 



the following summer medical conferences to be held at 
Timberline Four Seasons Resort, Davis, WV. Fee: $125; 
7 hours lecture and panel, CME credits. Info: 215-387- 
3685. 

Jul 8—10 Stroke and Vascular Diseases Semi¬ 
nar 

Jul 29—31 Cardiovascular Complications in Di¬ 
abetes 

• • • 

The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium Building unless 
otherwise indicated. Sponsored Continued Education 
Activities for 1987-1988. Info: Office of Continuing 
Education, 720 Rutland Ave., Turner Auditorium, Bal¬ 
timore, MD 21205 (301-955-5880). 

Jul 10-13 March of Dimes Clinical Genetics 
Conference: Heritable Disorders of Connective 
Tissue and Skeletal Dysplasias, Baltimore, Conven¬ 
tion Center. Fees: $175. Student rates available. 21 
AMA Cat I credits, 2.1 CEUs. Info: C. Kearney 301- 
955-3168. 

Jul 18-22 Control of Biohazards in the Re¬ 
search Laboratory, sponsored by the Office of Safety 
& Environmental Health, The Johns Hopkins Institu¬ 
tions and the Department of Environmental Health 
Sciences, The Johns Hopkins University, School of 
Hygiene & Public Health. Info: B. S. Tepper 301-955- 
5918 or J. Corn 301-955-2609. 

Sep 8-10 Intensive Training in Spirometry 
Testing, sponsored by JHU School of Hygiene and 
Public Health. Fee: $450; AMA Cat I credits and CEUs 
available. Info: J. Corn 301-955-2609. 

Ophthalmic Electrophysiology Technician 
Training Course (on-going 1-week course by appoint¬ 
ment). The Wilmer Eye Institute, Baltimore. Info: C. 
M. Kearney. 

The Department of Radiology and Radiological 
Sciences offers several courses in abdominal and ob¬ 
stetrical ultrasound: Courses scheduled 1/11/88-12/5/ 
88. Info: Celia Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer 
8/8-12, 11/14-18. Fee $460. AMA Cat I credits. 

Advanced Practicum in Ultrasound 12/5-9. Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians is offered throughout the year 
for experience in the lab and participation in read-in 
sessions; by appointment only. Fee: $460; 40 AMA Cat 
I credits. 

Johns Hopkins Medical Grand Rounds: Ac¬ 
credited audiovisual continuing education series of case 
discussion for clinicians: 30 topics/year in 5 bimonthly 
programs. Individual and group subscriptions; 40 AMA 
Cat I credits. Info: 301-955-3988. 


Providing 

Genetic Services 

in a Convenient, Comfortable 
and Private Setting. 


Providin g Services in: 

♦Genetic Counselling 

• Prenatal Diagnosis 

• Paternity Testing 

• Preconceptual 
Sex Selection 



The Genetic Center, Inc. 

Genetic Counselling and Research, Inc 

Naylors Court 4000 Old Court Road Baltimore, MD 21208 
(301) 486-4761 



ESIGNERS, 

MAKERS, and MERCHANTS 
OF PRECIOUS JEWELS 
and the famous 
CHESAPEAKE BAY 
COLLECTION 

From our collection of 
remarkable diamond rings 
in many shapes and sizes. 

Through three generations, our philosophy has 
remained the same: to provide excellent work and 
traditional personal service — the finest possible 
value at the lowest possible cost. 

Oscar Caplan 



Jewelers at 
the Bench 
Since 190S 


BALTIMORE: 314 N. Charles St. • 685-8800 
TOWSON : 616 York Rd. • 823-5995 
EASTON, Maryland: Tidewater Inn • 822-1553 
Major Credit Cards Honored 
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NEUROSURGEON 

The Greater Baltimore Medical Center 

is seeking applicants to be interviewed for the 
position of Head of the Division of Neuro¬ 
surgery. 

The Greater Baltimore Medical Center 

is a 352-bed modern hospital, located in the 
Towson area, which is an attractive suburb of 
Baltimore, MD. 

The hospital is a modern, very well equipped 
medical center, which has very fine medical staff 
and covers all specialties of medicine. 

Please enclose a curriculum vitae, and other 
information regarding special capabilities, and 
matters of interest for the search committee. 

Reply to: Dr. Geary L. Stonesifer, Jr. 
Chief of Surgery 
c/o Physicians Pavilion 
6565 N. Charles Street 
Baltimore, MD 21204 


WANTED: Part-time/full-time 

radiologist to work in an established private 
practice. Individuals to work in an out¬ 
patient setting providing multiple imaging 
examinations to the community. We have 
5 radiology offices throughout the Greater 
Baltimore area 

Aytekin Ulgen, M.D., P.A. 

(301) 761-0603 



Q 3jy-UO/^. Q 
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REISTERSTOWN 

FEDERAL 

SAVINGS 

BANK 


FROM HOMEOWNERS, TO BUILDERS, TO COMMERCIAL 
DEVELOPERS —WE DO IT ALU 
CALL THE LOAN TEAM 

833-2226 


SPECIALIZING IN 

CONSTRUCTION 

LOANS 

“WE DO IT ALL” 


%% 

%%■. 

V 


BALTIMORE COUNTY: 11817 Reisterstown Road • Reisterstown, Maryland 21136 • (301) 833-2226 
CARROLL COUNTY: 6415 Ridge Road • Eldersburg, Maryland 21784 • (301) 795-5000 


FSLTC 


DEVELOPMENT 


COMMERCIAL 


RESIDENTIAL 
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Physicians’ Practice For Sale: 

Internal medicine practice located in 
Reisterstoum for sale. Records, AR, fur¬ 
nishings, and equipment. 

For more information call 

225-8395 


PHYSICIANS: M.D.’s with general medical, 
surgical, or Family Practice background to work 
as urgent care physicians in busy hospital 
Emergency Department. Part-time/Full-time 
positions available. 

For details, contact: 

Dan K. Morhaim, M.D. 

Franklin Square Hospital Center 
9000 Franklin Square Drive 
Baltimore, MD 21237 
(301) 682-7046 _ 


Benson Surgical Associates 
3421 Benson Avenue 
Baltimore, Maryland 21227 
(301) 644-3311 

Our multi-specialty surgical operating rooms are reviewed 
and approved by Medicare for out-patient surgery. 

You are invited to join us if you need convenient and cost 
effective operating time for your out-patient procedures. 
Contact: Mary Humphreys, R.N. 


Northern Parkway East 
Professional Center 
1900 E. Northern Parkway 

Medical Office Suites for immediate lease (560 to 
1120 sq. ft.) in ALL MEDICAL BUILDING of 30,000 sq. ft. 

* Present tenant mix includes 
Internists, Pharmacist, Radiologist, 

Nuclear Medicine, Pathology Lab, etc. 

* Within 20 min. of 12 area hospitals 

* Close to public transportation 

* Off-street parking available 

* Elevator service 

For appointment please contact Herb Patterson 
MomFri. 9:30 a.m:5:00 p.m. at 

435-4600. 


Westminster (30 min. NW Baltimore) 
Child/Adoles. Psychiatrists. The Carroll Co. 
MHC is seeking board eligible/certified 
adult/child psychiatrists for 6-17 hrs/wk. Du¬ 
ties incl. eval/ongoing therapy/prog, con¬ 
sults/chemotherapy. Flex. hrs. offered. Rate 
of pay is based on qualif. For more info, con¬ 
tact Dr. Bisco, Med. Dir., Carroll Co. Mental 
Health, P.O. Box 845, Westminster, MD 21157 
301-876-2152. 


HOUSE PHYSICIAN: Full-time and part- 
time positions available. Minimal re¬ 
quirements — Maryland license, 2 years 
residency, ACLS certified. Excellent 
salary. Pleasant work environment. 

Contact: Michael A. Stang, M.D. 

Carroll County Gen. Hospital 
Westminster, MD 21157 
(301) 857-6924 


AVAILABLE NOW 

1270 S.F. OFFICE SUITE 

Located in highly visible professional center on W. North¬ 
ern Pkwy., near Reisterstown Rd. Includes private off- 
street parking. 

Kathy Logue - Gorn Properties Inc. - 486-1234 


MEDICAL OFFICE SPACE AVAILABLE 


124 SLADE 

Pikesville’s most commanding 
and exciting office location 

New award-winning garden atrium office building. Just 
1,150 sub-dividable sq. ft. remaining, finished to suit. 
Abundant Free parking. 

Kathy Logue - Remington Mgt. Co. - 486-1234 
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PHYSICIANS 
Full-time & Part-time 

WYMAN PARK MEDICAL ASSOCIATES, a 

Johns Hopkins Health System medical group, 
needs additional physicians in these specialties for 
full-time and part-time positions at new and 
established offices in Baltimore City, Baltimore 
County, Anne Arundel County, and other 
expansion areas. 


Addictions 

Allergy/Immunology 

Cardiology 

Dermatology 

Endocrinology 

Family Practice 

General Surgery 

Internal Medicine 

Obstetrics and Gynecology 

Occupational Medicine 

Oral Surgery 

Orthopedics 

Pediatrics 

Physical Medicine and 

Rehabilitation 

Psychiatry 

Pulmonary Medicine 

Urology 

and others. 


Physicians must be board certified or active 
candidates, and eligible for Maryland license and 
DEA certificate. Send CV’s or contact: 


Charles R. Mock, M.D. 

Medical Director 
Office of Regional Programs 
3100 Wyman Park Drive 
Baltimore, Maryland 21211 
(301) 338-3493 

An Equal Employment Opportunity Employer. 


PHYSICIAN/MEDICAL DIRECTOR: For large 
statewide women’s health organization providing com¬ 
prehensive outpatient services. Position could be full or 
part time Administrative responsibilities, plus direct pa¬ 
tient care (if full time). Salary negotiable Excellent 
benefits include full professional liability insurance 
Qualified applicants will have specialized training in 
gynecology. Board certification/eligibility is desirable 
Qualifications should include good administrative skills, 
commitment to women’s health and reproductive rights. 
Contact President, Planned Parenthood of Maryland, 610 
N. Howard Street, Baltimore, Maryland 21201 (301) 
576-1400. 

_ EOE M/F 


PHYSIATRIST 

Board Eligible/Certified in physical medicine needed im¬ 
mediately as Specialist and Director of an established, 
well equipped Physical Therapy office. A highly successful 
Family practice/Intemal medicine practice will assist in 
continuing a significant patient volume 

Please contact: C. A. Dolan 

15225 Shady Grove Road 
Suite 105 

Rockville Maryland 20850 


Medical Director 

Network Health Plan, a subsidiary of PART¬ 
NERS National Health Plans is seeking a full¬ 
time Medical Director. We are a 50,000 member 
IPA style HMO in the Washington, D.C. metro¬ 
politan area. Responsibilities include liaison 
with our 1,000+ contracted primary and 
specialty care physicians, oversight of the 
Utilization/Quality Assurance and Provider Ser¬ 
vices functions and involvement in the plan¬ 
ning/development of future expansion. 

We are seeking a board certified Internist or 
Family Practitioner with 8-10 years in clinical 
practice and several years of management ex¬ 
perience in the HMO setting. Please send your 
resume to: 

Medical Director Search 
Network Health Plan 
8550 Lee Highway 
Suite 500 
Fairfax, VA 22031 

EOE 
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Classified Ads 


MARYLAND—UPPER EASTERN SHORE: Opportunity 
available in Emergency Medicine Dept at rural community hospital. 
Low volume level III emergency center; excellent compensation and 
benefits. Requires board prepared in primary specialty with substan¬ 
tial EM experience. Contact Dennis McGettigan MD, Director, 
Emergency Medicine Dept, Kent & Queen Anne’s Hospital, Chester- 
town, MD 21620 (301-778-3300). 


FOR SALE: well—established FP in Glen Burnie. Retiring; suitable 
terms. Box 4 MMJ, 1211 Cathedral St., Baltimore, MD 21201. 


FAMILY PRACTICE/PRIMARY CARE PHYSICIANS 
NEEDED for established, high-quality ambulatory care facility. Ex¬ 
cellent working environment: no hospital, night call, or administra¬ 
tive responsibilities. Well-qualified full or part-time staff physicians 
send CV to Convenient Health Care—St. Charles, 2000 St. Thomas 
Dr. #5, Waldorf, MD 20601. 


FOR SALE: General Surgery practice, equipment, and office. Call 
or write Lewis M. Burdette MD, 4 Aurora St., Cambridge, MD 21613 
(301-228-4616). 


EXPERIENCED GENERAL SURGEON SEEKING RE¬ 
LOCATION to Baltimore/Washington area, BC in General Surgery 
and Surgical Critical Care. Would consider solo, group practice, or 
hospital-based opportunity. Box 5 MMJ, 1211 Cathedral St., Bal¬ 
timore, MD 21201. 


EXPERIENCED OBSTETRICIAN SEEKS OBSTETRIC 
PRACTICE in Baltimore area. Will see your patients in your office 
or mine & return to you after delivery; you may do the tubal. Write or 
call Dilip Ray MD, FACOG; PO Box 10063, Baltimore, MD 21285 
(301-366-8482). 


INTERNIST NEEDED to cover office practice every Thursday for 
approximately 4 hours (301-628-6100). 


PEDIATRICIAN NEEDED IMMEDIATELY: golden oppor 
tunity to join a thriving fee-for-service practice in highly desirable 
suburban location. Includes busy office practice, newborn nursery 
coverage, and care for some hospitalized patients. Initial terms of 
employment negotiable with rapid advancement to partnership ex¬ 
pected. Carole Parnes MD (301-992-9339). 


MARYLAND PRACTICE FOR SALE: established, quality 
IM/FP, adjacent hospital in growing community near Baltimore, 
Wilmington, Philadelphia. Country setting, good schools, water, 
beaches, and mountains. Evenings: 301-398-8032. 


ESTABLISHED EMERGENCY DEPARTMENT GROUP 

seeking BC or prepared full-time or part-time Emergency Physician. 
Teaching hospital with Chest Pain ER, fast track, excellent compen¬ 
sation, and benefits. Contact Dr. Anne Salmon Barone 301-368-2012. 


PHYSICIAN WANTED IMMEDIATELY: general surgery, 
minor trauma, or industrial medicine background helpful. Write: 
P.O. Box 23664, Baltimore, MD 21203. 


CARDIOLOGY: INVASIVE/NONINVASIVE POSITION 

AVAILABLE IMMEDIATELY FOR BE/BC cardiologist(s) to 
join BC cardiologists in group practice in suburban Washington. 
Base salary and incentives depending on experience. Potential for 
partnership. Advanced Heart Care, P.O. Box 1129, W. Bethesda, MD 
20917. 


CLASSIFIED ADVERTISING 
(for Med-Chi members only) 

$3.50 per line per insertion 

Members of the Medical and Chirurgical Faculty shall be entitled 
to one complimentary ad insertion for personal, noncommercial 
use in any consecutive 12-month period. (PAs count as one mem¬ 
ber.) Items will be related to the practice of medicine. Widows of 
members shall be entitled to two complimentary insertions for the 
disposal of the deceased physician’s practice or equipment. 

MARYLAND MEDICAL JOURNAL 
1211 Cathedral St., Baltimore, MD 21201 


OBSTETRICIAN-GYNECOLOGIST. Montgomery County de¬ 
sires associates. For details call 301-774-6500. 


NEUROLOGIST SEEKS COLLEAGUE in Washington DC 
area. Established practiced weight toward peripheral NS, EMG, and 
occupational medicine. Need experienced, hard-working, BC col¬ 
league with similar interests. Excellent financial arrangement. Reply 
with CV to Box 26 MMJ, 1211 Cathedral St., Baltimore, MD 21201. 


DOCTOR’S OFFICE FOR RENT or sale in Highlandtown, on bus 
line. In existence 43 years. Call Hilda Highstein 301-484-0525. 


OWINGS MILLS/PIKESVILLE OFFICE to sublease at Beltway 
Exit 20 N in Commercecenter. Fully furnished, private consultation 
room, 3 exam rooms, lab facilities, parking. Ideal for satellite location 
301-486-4445. 


BUSY PEDIATRIC PRACTICE has office space to share in our 
satellite office located in Upper Marlboro. Newly decorated and fully 
equipped 301-292-2200. 


OFFICE TO SHARE, full or part time in the Professional Centre, 
St. Joseph Hospital; 2 exam rooms, 2 consult rooms. Reasonable 
rates, flexible arrangement. 301-337-1586. 


NEW MEDICAL OFFICE for rent, full or part time. The Profes¬ 
sional Centre, next to St. Joseph Hospital. Fully equipped, free park¬ 
ing 301-337-6800. 


NEW MEDICAL OFFICE SPACE TO SHARE in Towson part- 
time or evenings; excellent parking. Call 9 to 5 (301-828-5151). 


MEDICAL OFFICES FOR RENT: Frederick Road, Catonsville. 
Prime location across from Library, ample parking. Edwin H.T. Be¬ 
sson MD, 1011 Frederick Rd. Baltimore, MD 21228 (301-744-4849). 


OFFICE FURNISHINGS FOR SALE: beautiful private office, 
reception room, and examining room equipment; decorating done by 
H. Chambers Co. Includes chairs, sofas, desks, tables, lamps, filing 
cabinets, and examining table. Doctor retiring (301-732-3000 or 
955-5203). 


OFFICE EQUIPMENT FOR SALE: portable EKG machine, bin¬ 
ocular microscope (hardly used), wooden examining table, tonometer, 
hyfricator, miscellaneous surgical instruments. Call days 
301-760-7560. 


DOCTOR’S HOME OFFICE FOR SALE: Silver Spring. $239,000 
custom-built home, prof, suite w/5 rooms; spacious living area: 4 BR, 
Fpl, skylights. OSP 9+ cars. Ideal location. Call Peg Samuel 
(301-681-5200/434-2295). 


INTERNIST NEEDS OFFICE SPACE in downtown Baltimore 
area 2 days/week. Please call 301-486-2294 during regular business 
hours and 301-486-6828 in the evening. 
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FOR MARYLAND’S OUTSTANDING HOMES 
Sunspace Design Studio Inc. 

mhic #16069 Maryland's Complete Sunroom Company 

call or visit our new showroom at 
3553 E. Joppa Road, Baltimore 

(301) 882-6200 


the 

snumium 

BY GAMMANS INDUSTRIES. INC. 


SUNR 

r jjM 


OOMS OF 


ISTJNCTION 


FOR DOCTORS ONLY 


UNSECURED SIGNATURE LOANS 
FROM $5,000-$60,000 
UP TO 6 YEARS TO REPAY 
COMPETITIVE RATES 
NO POINTS OR FEES 


For information & application call- 

MEDIVERSAL ^d^W 952 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


ad-dict \ 9-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

.— excessively 2 : to cause (a person) to . 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 


■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 



Call us. We can help. 

OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, P.O. Box E, Emmitsburg, Md. 21727 / 301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 
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Medicolegal Hotline 
for any emergency 


June 


Murray F. Hammerman MD 
William H. Engleman Esq. 

Allen Hettleman MD 
Bayard Z. Hochberg Esq. 


301 - 653-0366 

301 - 685-2922 
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People who have nothing to prove 
tend to prove it by buying a Mercedes-Benz. 


Case in Point: 


THE MERCEDES-BENZ 
300 SEL 

No ordinary six cylinder, this 3-liter masterpiece 
produces 177 vibrant horsepower. Enough to propel 
this immensely solid sedan and its 100 cubic feet 
of sumptuously comfortable, leather-upholstered 
interior to a test-track maximum of over 120 mph. 

All accomplished with the inimitable grace that 
distinguishes the Mercedes-Benz S-Class. Come 
sample its impeccable road manners...soon. 

Vblleu motor/ 

* Mercedes-Benz 

666-7777 

9800 YORK ROAD 

SALES»LEASING«SERVICE«PARTS»BODY SHOP 
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In moderate depression and anxiety 


# 74% of patients experienced improved sleep 
after the first h.s. dose 1 

¥ First-week improvement in somatic symptoms 1 

| 50% greater improvement with Limbitrol in 
the first week than with amitriptyline alone 2 




Protect Your Prescribing Decision: 
Specify “Do not substitute.” 


Umbitrol 

Each tablet contains 5 mg chlordiazepoxide and /jr> 
12.5 mg amitriptyline (as the hydrochloride salt) Vjl- 


UmbitrofDS 


Each tablet contains 10 mg chlordiazepoxide and /o 
25 mg amitriptyline (as the hydrochloride salt) YJL- 


References: t Data on file, Hoffmann-La Roche Inc., Nutley, NJ. 2. Feighner VP, 
etal: Psychopharmacology 61: 217-225, Mar 22,1979. 


Limbitrol*® 

Ttanquilizer—Antidepressant 

Before prescribing, please consult complete product information, a summary of which 
follows: 

Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants; 
concomitant use with MAOIs or within 14 days of monoamine oxidase inhibitors (then initiate 
cautiously, gradually increasing dosage until optimal response is achieved); during acute recovery 
phase following myocardial infarction. 

Warnings: Use with caution in patients with history of urinary retention or angle-closure glau¬ 
coma. Severe constipation may occur when used with anticholinergics. Closely supervise cardio¬ 
vascular patients. Arrhythmias, sinus tachycardia, prolongation of conduction time, myocardial 
infarction and stroke reported with tricyclic antidepressants, especially in high doses. Caution 
patients about possible combined effects with alcohol and other CNS depressants and against 
hazardous occupations requiring complete mental alertness [eg., operating machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital mal¬ 
formations. Consider possibility of pregnancy when instituting therapy. 

Withdrawal symptoms of the barbiturate type have occurred after discontinuation of benzodiaze¬ 
pines (see Drug Abuse and Dependence). 

Precautions: Use cautiously in patients with a history of seizures, in hyperthyroid patients, 
those on thyroid medication, patients with impaired renal or hepatic function. Because of suicidal 
ideation in depressed patients, do not permit easy access to large quantities of drug. Periodic liver 
function tests and blood counts recommended during prolonged treatment. Amitriptyline may 
block action of guanethidine or similar antihypertensives. When tricyclic antidepressants are 
used concomitantly with cimetidine (Thgamet), clinically significant effects have been reported 
involving delayed elimination and increasing steady- state concentrations of the tricyclic drugs. 
Use of Limbitrol with other psychotropic drugs has not been evaluated; sedative effects may be 
additive. Discontinue several days before surgery. Limit concomitant administration of ECT to 
essential treatment. See Warnings for precautions about pregnancy. Should not be taken during 
the nursing period or by children under 12. In elderly and debilitated, limit to smallest effective 
dosage to preclude ataxia, oversedation, confusion or anticholinergic effects. Inform patients to 
consult physician before increasing dose or abruptly discontinuing this drug. 


Adverse Reactions: Most frequent; drowsiness, dry mouth, constipation, blurred vision, dizzi¬ 
ness, bloating. Less frequent: vivid dreams, impotence, tremor, confusion, nasal congestion. 
Rare: granulocytopenia, jaundice, hepatic dysfunction. Others: many symptoms associated with 
depression including anorexia, fatigue, weakness, restlessness, lethargy. 

Adverse reactions not reported with Limbitrol but reported with one or both components or 
closely related drugs: Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, 
myocardial infarction, arrhythmias, heart block, stroke. Psychiatric: Euphoria, apprehension, 
poor concentration, delusions, hallucinations, hypomania, increased or decreased libido. Neuro¬ 
logic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns. Anticholinergic: Disturbance of 
accommodation, paralytic ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, 
urticaria, photosensitization, edema of face and tongue, pruritus. Hematologic: Bone marrow 
depression including agranulocytosis, eosinophilia, purpura, thrombocytopenia. Gastrointesti¬ 
nal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, black 
tongue. Endocrine: Tbsticular swelling, gynecomastia in the male, breast enlargement, galactor¬ 
rhea and minor menstrual irregularities in the female, elevation and lowering of blood sugar 
levels, and syndrome of inappropriate ADH (antidiuretic hormone) secretion. Other: Headache, 
weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. 

Drug Abuse and Dependence: Withdrawal symptoms similar to those noted with barbiturates 
and alcohol have occurred following abrupt discontinuance of chlordiazepoxide; more severe 
seen after excessive doses over extended periods; milder after taking continuously at therapeutic 
levels for several months. Withdrawal symptoms also reported with abrupt amitriptyline discon¬ 
tinuation. Therefore, after extended therapy, avoid abrupt discontinuation and taper dosage. 
Carefully supervise addiction-prone individuals because of predisposition to habituation and 
dependence. 

Overdosage: Immediately hospitalize patient. Heat symptomatically and supportively. 

I.V. administration of 1 to 3 mg physostigmine salicylate may reverse symptoms of amitriptyline 
poisoning. See complete product information for manifestation and treatment. 

How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg 
chlordiazepoxide and 25 mg amitriptyline (as the hydrochloride salt), and Tablets, blue, film- 
coated, each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride 
salt)—bottles of 100 and 500; Tfel-E-Dose® packages of 100; Prescription Paks of 50. 

ROCHE PRODUCTS INC. 

Manati, Puerto Rico 00701 








In the depressed and anxious patient 

See Improvement In The First Week!.. 

And The Weeks That Follow 


^74% of patients experienced improved sleep 
after the first A s’, dose 1 

^First-week reduction in somatic symptoms 1 


Caution patients about the combined effects of 
Limbitrol with alcohol or other CNS depres¬ 
sants and about activities requiring complete 
mental alertness, such as operating machinery 
or driving a car. In general, limit dosage to the 
lowest effective amount in elderly patients. 


Umbitror 

Each tablet contains 5 mg chlordiazepoxide and /JT7 
12.5 mg amitriptyline (as the hydrochloride salt) VS 


Percentage of Reduction in Individual Somatic Symptoms 
During First Week of Limbitrol Therapy* 



VOMITING NAUSEA HEADACHE ANOREXIA CONSTIPATION 
♦Patients often presented with more than one somatic symptom. 


limbitrol DS 


Each tablet contains 10 mg chlordiazepoxide and o 
25 mg amitriptyline (as the hydrochloride salt) Vo 


Copyright © 1988 by Roche Products Inc. All rights reserved. 
Please see summary of product information inside back cover. 
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ATTENDING AT MIRACLES 


He was present at your birth, may even 
have delivered your parents. He brought his 
comforting manner to the hospital, making his 
patients feel as at home in that strange envi¬ 
ronment as in their own houses. At normal de¬ 
liveries he felt himself an attendant at a mir¬ 
acle, just someone there to help things along, 
to comfort and encourage. 

But your children's children are being de¬ 
livered into a different world. Babies still cry 
out the wonder of their own births, but rarely 
to a doctor who remembers their mother’s first 
moments. More babies are surviving their first 
hours now than every before. Still, it is clear 
that, for many babies who might not have sur¬ 
vived in another era, a long, healthy life is 


not yet guaranteed. 

Using sophisticated tools for fetal monitor¬ 
ing, obstetricians can track an infant's condi¬ 
tion at most stages of its journey into life. Such 
tools, designed to aid the doctor in the deliv¬ 
ery room, sometimes foster the myth that eve¬ 
ry delivery should be easy, every baby perfect 
— that birth is no longer a miracle, but an 
event ruled by science. 

Increasing patient expectations and a 
breakdown of the doctor-patient relationship 
add to the risk of malpractice claims against 
obstetricians. It is not uncommon to hear of OB/ 
GYN specialists forced to abandon obstetrical 
practice altoghether, leaving their patients to 
travel farther from home to have their babies. 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle«Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 














The MML Network 
Quality and Accessibility... 



24 hours a day, 7days a week! 


The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 
Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 


Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 



Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY, INC. 


1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301) 247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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“Get Back to Work!” 


He would if he could. 

But, like many, this man 
has been injured on-the-job. 

WORKSTART is a back to 
ii work rehabilitation program 
specifically designed to evaluate 
a worker’s physical capabilities 
and assist in a safe and timely 

( return to work. 

This physician-directed program 
utilizes an integrated, multi¬ 
disciplinary approach towards 
rehabilitation, and is completely 
supervised by occupational and 
physical therapists. 

For the physician, WORKSTART removes the guesswork from 
the return-to-work prescription and assists in rating the individuals 
level of impairment and in the identification of malingering. 

It’s your responsibility to get him back to work.... It’s 
our responsibility to help. WORKSTART 

Our specialized focus on outpatient services includes Physical Therapy 
Occupational Therapy • Speech/Language Pathology 
Cardiac, Pulmonary and Sports/Work Injury Rehabilitation. 

Transportation is available. 

MEDICAL3t a Xf on Center 

661-7400 

9512 Harford Road (at the Beltway), Baltimore, Maryland 21234 
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Consider the Annapolis Alternative 


The Historic District of Annapolis 


The Downs 


The Maryland Inn • Annapolis, Md. 21401 

ANNAPOLIS BALTIMORE WASHINGTON, D.C. 

( 301 ) 268-8365 269-0513 261-2636 


We can open the right doors for you. 


This beautifully maintained mansion was built in 1763 and once 
the home of Thomas Stone, a signer of the Declaration of In¬ 
dependence. It is on The National Register of Historic Places. All 
header bond brick, it is enhanced by a lovely 200 year old boxwood 
garden and swimming pool. Two car garage. Also included in sale, 
an adjoining three story brick dwelling with two apartments and 
a six car garage. By appointment. $1,900,000. 


Severn River Waterfront 


One-of-a-kind dramatic 
contemporary overlooking the 
Severn River and Clements 
Creek, with an unsurpassed 
view in all directions. Living 
room with wet bar, dining 
room, kitchen, game room, 2 
fireplaces, 5 bedrooms, 4 Vi 
baths, Jacuzzi, decks, 2-car 
garage &c workshop. Cable car 
to pier with 12" water depth, 2 
slips, boathouse. Very accessible 
to Balto., D.C. and BWI. 
$650,000. 


Unique contemporary home on bluff 70' above water with 645 ft. 
of protected shoreline, 3 deepwater slips, and dock house. The 2.7 
acre estate includes professionally designed gardens, a fabulous clay 
tennis court, an indoor pool that converts to basketball/volleyball 
gym, and a separate guest house. Convenient to Washington, 
Baltimore and BWI. $2,100,00. 

Whitehall Creek 


1.7 level acres in an exceptionally private and beautiful location with 
10' water depth and 250 ft. of shoreline. Good pier. Attractive 
traditional home with 4-5 bedrooms and 2'/2 baths. Cent air, 2 
fireplaces, screened porch. Lovely lawn, mature trees, orchard and 
vineyard. This property is ideal in many ways with a wonderful view 
and access to water. $735,000. 
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DIAGNOSTIC 
ASSAY SERVICES 



Radio Immuno Assay 
Specialists In: 

Fertility Testing 
Early Pregnancy Detection 
Esoteric Steroid Metabolism Studies 
CEA-Roche JM Monitoring 

9108 Gaither Road 
Gaithersburg, MD 20877 

D.C. Area 840-9220 
Balt. 792-9460 

Toll Free - Nationwide - 800-638-4000 
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HERE'S ONE DOCTOR 
WHO WON T PAY HIS MALPRACTICE 
PREMIUMS THIS YEAR. 


The Army covers his premiums. 

Since he’s an Army Physician, there are a 
lot of worries associated with private prac^ 
tice that he won’t have to contend with. 
Like excessive paperwork, and the oven 
head costs incurred in running a private 
practice. 

What he will get is a highly challenge 
ing, highly rewarding experience. The 
Army offers varied assignments, chances to 
specialize, or further your education, and 
to work with a team of dedicated health 
care professionals. Plus a generous benefits 
package. 


If you’re interested in practicing high 
quality health care with a minimum of 
administrative burdens, examine Army 
medicine. Talk to your local Army Medical 
Department Counselor for more 
information. 

CALL COLLECT 
(301) 962 3033 


ARMY MEDICINE. 
BEALLYOUCANBE. 
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I’ve gone 
through a bypass 
6 months of 
physical therapy 
ana now 
Ym supposed 
to come up 

with a $150,000 

malpractice 
tail premium.” 


This could be a real situation. Worse, it 
could happen to you because of a "loop¬ 
hole" in your malpractice coverage. 

Even though Claims Made malpractice 
insurance extends protection if you face a 
lawsuit after retirement or death, most pol¬ 
icies provide no protection if you return to 
work during a disability, even if you return 
to your occupational specialty. 

So you may be forced to pay a whop¬ 
ping premium —the tail premium —in 
order to maintain your malpractice tail 
coverage. 

If your malpractice insurance company 
doesn't waive this tail premium, there's only 
one policy in the marketplace designed 
to cover it: MONY's new Distinction 
Disability Insurance Series. 

DISTINCTION " 

The Intelligent Choice In Disability Income 

MONT 

FINANCIAL SERVICES 

The Mutual Life Insurance Company of New York, NY, NY. 

IN MARYLAND CALL 
Paul F. Spigelmire 
( 301 ) 6684900 


Malpractice protection is only part of 
the story. 

Malpractice Tail Premium Coverage is only 
one of the reasons MONY's Distinction is 
a different approach to disability insurance. 
It meets your needs. 

□ Your coverage cannot be canceled. No 
restrictions can ever be added. 

□ We're a mutual company and any divi¬ 
dends we pay can actually reduce the cost 
of your policy. 

To find out if this coverage is available in 
your state contact your local MONY Finan¬ 
cial Services office. And find out why 
Distinction can make the difference for you. 












ftpp*! 


A New Star Rises 

Physicians take control 
of their professional 
\ liability insurance 
destiny with a 
national, non-profit 
approach 


Phvsicians Reliance 


1$03 Johnson Ferryitoad, Suite 100 
Marietta, Georgia 30062 • 800-346-9315 




The World’s 
Most Popular K 

Slow-K 

potassium chloride 
slow-release tablets 

8 mEq (600 mg) 

It means dependability" in almost any language 

* Based on worldwide sales data on file, CIBA Pharmaceutical Company. 

Capsule or tablet slow-release potassium chloride preparations should be reserved for patients 
who cannot tolerate, refuse to take, or have compliance problems with liquid or effervescent 
potassium preparations because of reports of intestinal and gastric ulceration and bleeding 
with slow-release KCI preparations. 

Before prescribing, please consult Brief Prescribing Information on next page. 


© 1988, CIBA. 


CIBA 


128-3568-A 


The World’s 
Most Popular K 

For good reasons 

□ It works— a 12-year record of efficacy * 1 

□ It’s safe— unsurpassed by any other KCI tablet or capsule 2 * 

□ It’s acceptable VS liquids— greater payability, fewer Gl complaints, 
lower incidence of nausea 2 

□ It’s comparable to 10 mEq— in low-dosage supplementation 3 ' 

□ It's economical— less expensive than all other leading KCI slow-release 
supplements on a per tablet cost to the patient 1 

SIow-K 

potassium chloride 
slow-release tablets 8mEq(6oom S ) 

For patients who can't or won’t tolerate liquid KCI. 

*The most common adverse reactions to potassium salts are gastrointestinal side effects. 
tPooled mean serum potassium following oral administration of 30 mEq K-Tab 
compared to 24 mEq Slow-K in diuretic-treated hypertensives (n 20) over 8 weeks. 

C I B A 



References: 1. Data on file, CIBA Pharmaceutical Company. 2. Skoutakis 
VA, Acchiardo SR, Wojciechowski NJ, et al: Liquid and solid potassium 
chloride: Bioavailability and safety. Pharmacotherapy 1980:4(6) :392-397. 
3. Skoutakis VA, Carter CA, Acchiardo SR: Therapeutic assessment of 
Slow-K and K-Tab potassium chloride formulations in hypertensive 
patients treated with thiazide diuretics. Drug Intell Clin Pharm 
1987;21:436-440. 


Slow-K* 

potassium chloride USP 
Slow-Release Tablets 
8 mEq (600 mg) 

BRIEF SUMMARY (FOR FULL PRESCRIBING INFORMATION SEE 
PACKAGE INSERT) 

INDICATIONS AND USAGE 

BECAUSE OF REPORTS OF INTESTINAL AND GASTRIC ULCERATION AND 
BLEEDING WITH SLOW-RELEASE POTASSIUM CHLORIDE PREPARA¬ 
TIONS, THESE DRUGS SHOULD BE RESERVED FOR THOSE PATIENTS 
WHO CANNOT TOLERATE OR REFUSE TO TAKE LIQUID OR EFFERVES¬ 
CENT POTASSIUM PREPARATIONS OR FOR PATIENTS IN WHOM THERE 
IS A PROBLEM OF COMPLIANCE WITH THESE PREPARATIONS. 

1. Fer therapeutic use in patients with hypokalemia with or without meta¬ 
bolic alkalosis; in digitalis intoxication and in patients with hypokalemic 
familial periodic paralysis. 

2. For prevention of potassium depletion when the dietary intake of potas¬ 
sium is inadequate in the following conditions: patients receiving digitalis 
and diuretics for congestive heart failure; hepatic cirrhosis with ascites; 
states of aldosterone excess with normal renal function; potassium-losing 
nephropathy; and certain diarrheal states. 

3. The use of potassium salts in patients receiving diuretics for uncompli¬ 
cated essential hypertension is often unnecessary when such patients have 
a normal dietary pattern. Serum potassium should be checked periodically, 
however, and if hypokalemia occurs, dietary supplementation with potas¬ 
sium-containing foods may be adequate to control milder cases. In more 
severe cases supplementation with potassium salts may be indicated. 
CONTRAINDICATIONS 

Potassium supplements are contraindicated in patients with hyperkalemia, 
since a further increase in serum potassium concentration in such patients 
can produce cardiac arrest. Hyperkalemia may complicate any of the follow¬ 
ing conditions: chronic renal failure, systemic acidosis such as diabetic 
acidosis, acute dehydration, extensive tissue breakdown as in severe burns, 
adrenal insufficiency, or the administration of a potassium-sparing diuretic 
(e g., spironolactone, triamterene) (see OVERDOSAGE). 

All solid dosage forms of potassium supplements are contraindicated in 
any patient in whom there is cause for arrest or delay in tablet passage 
through the gastrointestinal tract. In these instances, potassium supple¬ 
mentation should be with a liquid preparation. Wax-matrix potassium chlo¬ 
ride preparations have produced esophageal ulceration in certain cardiac 

& atients with esophageal compression due to an enlarged left atrium. 
/ARNINGS 

Hyperkalemia (See OVERDOSAGE). 

In patients with impaired mechanisms for excreting potassium, the admin¬ 
istration of potassium salts can produce hyperkalemia and cardiac arrest. 
This occurs most commonly in patients given potassium by the intravenous 
route but may also occur in patients given potassium orally. Potentially fatal 
hyperkalemia can develop rapidly and be asymptomatic. 

The use of potassium salts in patients with chronic renal disease, or any 
other condition which impairs potassium excretion, requires particularly 
careful monitoring of the serum potassium concentration and appropriate 
dosage adjustment. 


Interaction With Potassium-Sparing Diuretics 

Hypokalemia should not be treated by the concomitant administration of 
potassium salts and a potassium-sparing diuretic (e.g , spironolactone or 
triamterene), since the simultaneous administration of these agents can 
produce severe hyperkalemia. 

Gastrointestinal Lesions 

Potassium chloride tablets have produced stenotic and/or ulcerative lesions 
of the small bowel and deaths. These lesions are caused by a high localized 
concentration of potassium ion in the region of a rapidly dissolving tablet, 
which injures the bowel wall and thereby produces obstruction, hemor¬ 
rhage, or perforation. Slow-K is a wax-matrix tablet formulated to provide a 
controlled rate of release of potassium chloride and thus to minimize the 
possibility of a high local concentration of potassium ion near the bowel 
wall. While the reported frequency of small-bowel lesions is much less with 
wax-matrix tablets (less than one per 100,000 patient-years) than with 
enteric-coated potassium chloride tablets (40-50 per 100,000 patient- 
years) cases associated with wax-matrix tablets have been reported both in 
foreign countries and in the United States. In addition, perhaps because the 
wax-matrix preparations are not enteric-coated and release potassium in the 
stomach, there have been reports of upper gastrointestinal bleeding asso¬ 
ciated with these products. The total number of gastrointestinal lesions 
remains approximately one per 100,000 patient-years. Slow-K should be 
discontinued immediately and the possibility of bowel obstruction or perfo¬ 
ration considered if severe vomiting, abdominal pain, distention, or gastro¬ 
intestinal bleeding occurs. 

Metabolic Acidosis 

Hypokalemia in patients with metabolic acidosis should be treated with an 
alkalinizing potassium salt such as potassium bicarbonate, potassium ci¬ 
trate, or potassium acetate. 

PRECAUTIONS 

General: 

The diagnosis of potassium depletion is ordinarily made by demonstrating 
hypokalemia in a patient with a clinical history suggesting some cause for 
potassium depletion. In interpreting the serum potassium level, the physi¬ 
cian should bear in-mind that acute alkalosis perse can produce hypokale¬ 
mia in the absence of a deficit in total body potassium, while acute acidosis 
per se can increase the serum potassium concentration into the normal 
range even in the presence of a reduced total body potassium. 

Information for Patients 

Physicians should consider reminding the patient of the following: 

To take each dose without crushing, chewing, or sucking the tablets. 

To take this medicine only as directed. This is especially important if the 
patient is also taking both diuretics and digitalis preparations. 

To check with the physician if there is trouble swallowing tablets or if the 
tablets seem to stick in the throat. 

To check with the doctor at once if tarry stools or other evidence of 
astrointestinal bleeding is noticed. 

aboratory Tests 

Regular serum potassium determinations are recommended. In addition, 
during the treatment of potassium depletion, careful attention should be 
paid to acid-base balance, other serum electrolyte levels, the electrocardio¬ 
gram, and the clinical status of the patient, particularly in the presence of 
cardiac disease, renal disease, or acidosis. 

Drug Interactions 

Potassium-sparing diuretics: see WARNINGS. 

Carcinogenesis. Mutagenesis, Impairment of Fertility 

Long-term carcinogenicity studies in animals have not been performed 

Pregnancy Category C 

Animal reproduction studies have not been conducted with Slow-K. It is also 
not known whether Slow-K can cause fetal harm when administered to a 
pregnant woman or can affect reproduction capacity. Slow-K should be 
iven to a pregnant woman only if clearly needed. 

ursing Mothers 

The normal potassium ion content of human milk is about 13 mEq/L. It is not 
known if Slow-K has an effect on this content. Caution should be exercised 
when Slow-K is administered to a nursing woman. 


Pediatric Use 

Safety and effectiveness in children have not been established. 

ADVERSE REACTIONS 

One of the most severe adverse effects is hyperkalemia (see CONTRAINDI¬ 
CATIONS, WARNINGS, and OVERDOSAGE). There also have been reports 
of upper and lower gastrointestinal conditions including obstruction, bleed¬ 
ing, ulceration, and perforation (see CONTRAINDICATIONS and WARN¬ 
INGS); other factors known to be associated with such conditions were 
present in many of these patients. 

The most common adverse reactions to oral potassium salts are nausea, 
vomiting, abdominal discomfort, and diarrhea. These symptoms are due to 
irritation of the gastrointestinal tract and are best managed by taking the 
dose with meals or reducing the dose. 

Skin rash has been reported rarely. 

OVERDOSAGE 

The administration of oral potassium salts to persons with normal excretory 
mechanisms for potassium rarely causes serious hyperkalemia. However, if 
excretory mechanisms are impaired or if potassium is administered too 
rapidly intravenously, potentially fatal hyperkalemia can result (see CON¬ 
TRAINDICATIONS and WARNINGS). It is important to recognize that hyper¬ 
kalemia is usually asymptomatic and may be manifested only by an 
increased serum potassium concentration (6.5-8.0 mEq/L) and character¬ 
istic electrocardiographic changes (peaking of T waves, loss of P wave, 
depression of S-T segment, and prolongation of the Q-T interval). Late 
manifestations include muscle paralysis and cardiovascular collapse from 
cardiac arrest (9-12 mEq/L). 

Treatment measures for hyperkalemia include the following: (1) elimina¬ 
tion of foods and medications containing potassium and of potassium¬ 
sparing diuretics; (2) intravenous administration of 300-500 ml/hr of 10% 
dextrose solution containing 10-20 units of insulin per 1,000 ml; (3) correc¬ 
tion of acidosis, if present, with intravenous sodium bicarbonate; (4) use of 
exchange resins, hemodialysis, or peritoneal dialysis. 

In treating hyperkalemia in patients who have been stabilized on digitalis, 
too rapid a lowering of the serum potassium concentration can produce 
digitalis toxicity 

DOSAGE AND ADMINISTRATION 

The usual dietary intake of potassium by the average adult is 40-80 mEq per 
day. Potassium depletion sufficient to cause hypokalemia usually requires 
the loss of 200 or more mEq of potassium from the total body store. Dosage 
must be adjusted to the individual needs of each patient but is typically in the 
range of 20 mEq per day for the prevention of hypokalemia to 40-100 mEq or 
more per day for the treatment of potassium depletion. Large numbers of 
tablets should be given in divided doses. 

Note: Slow-K slow-release tablets must be swallowed whole and never 
crushed, chewed, or sucked. 

HOW SUPPLIED 

Tablets -600 mg of potassium chloride (equivalent to 8 mEq) round, buff 
colored, sugar-coated (imprinted Slow-K) 

Bottles of 100.NDC 0083-0165-30 

Bottles of 1000 .NDC 0083-0165-40 

Consumer Pack-One Unit 

12 Bottles-100 tablets each.NDC 0083-0165-65 

Accu-Pak® Unit Dose (Blister pack) 

Box of 100 (strips of 10) .NDC 0083-0165-32 

Do not store above 86°F (30°C). Protect from moisture. Protect from light. 

Dispense in tight, light-resistant container (USP). 


Dist. by: 

CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 

Summit, New Jersey 07901 C87-31 (Rev. 8/87) 

CIBA 128-3568-A 
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VIRUS TRANSMISSION VIA FIBEROPTIC ENDOSCOPE: 
RECOMMENDED DISINFECTION 


A variety of infectious diseases, including hepatitis B, 
have been transmitted by endoscopes when the instruments were 
processed in an inappropriate manner between patients. 


In the Centers for Disease Control guidelines regarding 
cleaning, disinfecting, and sterilizing patient-care equipment, a 
category I recommendation states, "Equipment that touches mucous 
membranes, e.g., endoscopes, endotracheal tubes, anesthesia 
breathing circuits, and respiratory therapy equipment, should 
receive high-level disinfection." High-level disinfection of an 
endoscope is effected by first, meticulously removing adherent 
patient material from external and internal (channel) surfaces 
using soap, water, and brushes and then exposing these surfaces 
to a germicidal chemical registered with the U.S. Environmental 
Protection Agency as a "disinfectant/sterilant." The germicide 
should be used in accordance with the instructions of the 
germicide manufacturer. The most widely used germicides in the 
field of endoscopy are several glutaraldehyde-based products and 
one hydrogen peroxide product. 


Since fiberoptic endoscopes are used on patients with both 
recognized and unrecognized infections, routine procedures in the 
endoscopic suite should include cleaning and disinfecting the 
instrument in the same manner after every patient. High-leve 
disinfection, if properly done, will inactivate both the 

hepatitis B virus and the acquired immunodeficiency syndrome 
virus--human T-cell lymphotropic virus type Ill/lymphadenopathy- 
associated virus (HTLV-III/LAV). (A subcommittee of the 

international Committee on the Taxonomy of Viruses has proposed 
the name "human immunodeficiency virus [HIV]" for the acquired 
immunodeficiency syndrome virus.) 


In virtually every reported instance of disease transmission 
associated with endoscopes, there has been a major error in 
either the cleaning, disinfecting or sterilizing of the 




instrument. For example, hepatitis B was transmitted to one 
patient after the air/water channel was not filled with liquid 
germicide as the instrument was being disinfected after 
examination of a known index patient, and Serratia marcescens was 
transmitted to multiple patients when an endoscope was 
inadequately cleaned before an ethylene oxide sterilizing 
treatment. 

Routine high-level disinfection of endoscopes is a 
demonstrably safe procedure if done in a meticulous and 
consistent manner. However, after a patient known to be infected 
with hepatitis B, HTLV-III/LAV, or any other infectious agent is 
examined, sterilization of the instrument would be a prudent 
measure to achieve the highest level of confidence that the 
instrument is safe for use on the next patient. Also, 
sterilization of the instrument before examination of an 
immunocompromised patient, e.g., one infected with HTLV-III/LAV, 
should be considered. Since flexible fiberoptic endoscopes are 
not heat stable and cannot withstand prolonged immersion in 
liquid chemical germicides, the only way to sterilize the 
instruments is by using ethylene oxide gas. This procedure may 
remove an instrument from service for a matter of hours to days, 
depending on the type of ethylene oxide unit used. 

Also, the accessories to the flexible fiberoptic endoscopy 
set, such as biopsy forceps and reusable cytology brushes, may be 
more hazardous with respect to disease transmission than the 
optic portion of the set. The internal lumens of these 
spring like devices invariably become contaminated with patient 
material during use, and this material is virtually impossible to 
remove during routine precleaning. If an item cannot be cleaned, 
then a disinfecting treatment will fail and even an ethylene 
oxide gas sterilization cycle may be compromised. A recent 
report has implicated an inadequately disinfected biopsy forcep 
in transmission of Salmonella newport from an index patient to 
eight subsequent patients during colonoscopy. These types of 
endoscopic accessories that are heat stable should be cleaned as 
well as possible and then routinely sterilized by steam 
autoclaving after each patient. The heat will penetrate any 
residual organic material and ensure that infectious agents will 
not be transmitted from patient to patient. 

Flexible fiberoptic endoscopes and many of their accessories 
are expensive and delicate. To ensure longevity, proper 
functioning, and safety of the instruments, the manufacturer's 
instructions for use and between-patient processing should be 
closely followed. 

Walter W. Bond, MS 

Hospital Infections Program 

Centers for Disease Control 

Atlanta 

REFERENCES AVAILABLE UPON REQUEST. 

Permission granted for QUESTIONS AND ANSWERS "Copyright 1987, 
Journal of the American Medical Association", Feb. 13, 1987--Vol. 
257,No. 6. 



LYME DISEASE UPDATE 


Since the article ’’Lyme Disease: Epidemiological 
Characteristics in Maryland, 1984-1986" was published, the 
Centers for Disease Control's case definition for Lyme disease 
has been changed. In counties endemic for Lyme disease, 
including all of Maryland, the new case definition will only 
require Erythema Chronicum Migrans (ECM). Including only those 
cases of Lyme disease in Maryland that conform to the new 
definition, the epidemiological characteristics remain 
essentially the same. Of the 45 cases reported for the three 
years, 29 cases (65%) reported ECM. Analyzing only ECM cases, 
the age range was from two to 77 years, with a Male:Female ratio 
of 3:1. Seventeen cases (58%) had symptoms of arthritis. 
Neurological symptoms were reported in five persons (17%), and 
there was one person (3%), with cardiac symptoms. Sixteen 
persons (55%) were serologically positive. The geographical 
distribution of the cases in the counties was as follows: Queen 

Anne's and Montgomery - four each; Kent, Prince George's, Talbot 
and Cecil - three each; Worcester and Harford - two each; 
Dorchester and Baltimore - one each; and Baltimore City - three 
cases. 

REFERENCE: 

1. Thambidurai, RM, Grigor, JK, Horman, JT, Israel, E. Lyme 
Disease:Epidemiological Characteristics in Maryland, 

1984-1986. Published in the Maryland Medical 
Journal , June 1988. 

MALARIA PREVENTION INFORMATION SYSTEM 

Information on prevention of malaria for travelers is now 
available 24 hours a day by calling (404) 639-1610. The 
information system, which is a CDC pilot project, gives general 
information about malaria and malaria prevention and detailed 
recommendations on malaria prevention in specific geographic 
areas (Africa, the Indian subcontinent, Mexico, Central America 
and the Caribbean, South America, China and Southeast Asia, and 
Oceania). Information on prevention of malaria in children and 
pregnant or breastfeeding women is also available. Callers can 
select any one or all of the informational messages and should be 
prepared to write down the names and dosages of drugs. The 
information will be updated as needed. 

PRENATAL SCREENING OF ALL PREGNANT WOMEN 
FOR HEPATITIS B SURFACE ANTIGEN 

For the purpose of preventing perinatal transmission of 
hepatitis B virus, the Immunization Practices Advisory Committee 
(ACIP) recommends that all pregnant women be screened for 
hepatitis B surface antigen (HBsAg) early in pregnancy. The 
HBsAg test can be added to the routine prenatal "panel" of tests 
to avoid additional patient visits. Routine follow-up testing 
later in pregnancy is not necessary. An additional HBsAg test 
can be ordered during the third trimester, if the future mother 
is thought to have acute hepatitis or exposure to hepatitis, or 




high-risk behavior, such as parenteral drug abuse has occurred 
during the pregnancy. 

Women who present for delivery without documentation of 
HBsAg results should be tested as soon as possible after 
admission and tests results should be obtained within 12 hours. 

Testing for HBeAg or other hepatitis B markers is not 
necessary for maternal screening. 

The newborn babies of HBsAg positive mother, once they are 
physiologically stable, preferably within 2 to 12 hours of birth, 
should receive intramuscularly 0.5 mL HBIG (hepatitis B immune 
globulin) and at .a different site 10 ;ug plasma derived or 5 )iq 
recombinant hepatitis B vaccine. If vaccine is not available, 
the first dose can be given within 7 days after birth. The 
second and third doses should be given 1 and 6 months after the 
first. Testing the infant for HBsAg and its antibody (anti-HBc) 
is recommended at 12 to 15 months of age to monitor the 
effectiveness of therapy. 

HBIG and hepatitis B vaccination do not interfere with the 
routine childhood immunizations. 

Adapted from: CDC.MMWR 1988,37,22:341-346,351. 

CONFERENCE ON UNIVERSAL PRECAUTIONS IN NURSING HOMES 

A conference on "Nursing Home Administration:Infection 
Control in the Age of AIDS" is being presented on July 14, 1988, 
at the Deer's Head Hospital Center, Salisbury, Maryland. The 
conference starts at 8:30 a.m. and ends at 4:15 p.m. Topics on 
the program include: 

1. Nursing Home Administration in the Age of AIDS; 

2. AIDS/Hepatitis B:Epidemiology, Transmission, Prevention; 

3. Infection Control Policy Trends; 

4. Universal Precautions:Administrative Considerations; 

and, 

5. AIDS:Looking Towards the Future. 

Registration is free. Lunch and coffee breaks are $5.00. 

Registration forms may be obtained from the Division of 
Infection Control, (301) 225-6681. 

The conference is being presented jointly by the AIDS 
Administration, the Epidemiology and Disease Control Program, and 
the Licensing and Certification Program. 


Meridian wants you to know 


What you should know about 
Meridian Healthcare services and 
facilities. 


Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite” care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 


21 West Road 

Baltimore, Maryland 21204 

301-296-1000 



MERIDIAN 



Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians' information and referral guide. 


Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PAs with need for more than one information kit, please 
indicate the number of additional kits needed_ 
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-MR UPDATE— 

MRI Advances the Detection of AVM’s 
BRAIN EXAMINATION 

HISTORY: A 52 year old man had two small right occipital 
hemorrhages, 18 months apart. After resolution, negative studies 
included two cerebral arteriograms and contrast CT scans. 

SCAN: Several dark curvilinear structures, evidence of the 
flow void phenomenon, indicate abnormal vasculature in the right 
occipital lobe. Associated high signal intensity of adjacent white 
matter is compatible with edema, hemorrhage, or gliosis. To¬ 
gether these findings are consistent with occult arteriovenous 
malformation (AVM). 

MRI HIGHLIGHTS: MRI is highly sensitive for 

AVM’s which are otherwise occult by arteriography or CT scanning. 

These may be found in patients with spontaneous hemorrhage, 
seizure disorder, or other clinical presentations. In addition, the 
sensitivity of MRI for intracranial hemorrhage is being increased 
through the use of new partial flip imaging techniques. Refinements 
in signal processing, surface coils, and other techniques continue 
to expand the clinical indications of MRI. Because of its sensitivity, 
safety, and patient comfort, MRI is the screening technique of 
choice for most CNS abnormalities. 


Maryland Magnetic Imaging operates its MRI system with all avail¬ 
able upgrades including contiguous slices as thin as 2.5mm; quad¬ 
rature detection head, body, and extremity coils; large field of view 
spine coil; dedicated cervical coil; partial flip imaging; single breath- 
hold body imaging; and cardiac and respiratory gating. 
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MAGNETIC 

IMAGING 


900 Tollhouse Avenue 
Frederick, Maryland 21701 

(301) 662-0077 
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Health Images facilities are a community 
resource available to all area physicians. 
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The Faculty has been in contact with the Chronic 
Disease Prevention Division of the Department of 
Health and Mental Hygiene concerning a survey on and 
the development of two booklets on breast augmentation 
and reconstruction. Maryland law requires that 
physicians must provide any woman considering breast 
augmentation or reconstruction with a booklet 
summarizing possible medical complications of the 
procedure. The Department has approached surgeons 
performing these procedures and requested that they 
ask their patients to participate in the survey. It 
is the Faculty’s understanding that the responses to 
the survey will be used to revise the interim booklets 
being provided by the Department. The Faculty expects 
to continue to work with the Department as it has in 
the past in the development and revision of summaries 
that require physicians to educate their patients as 
to certain medical or surgical procedures. 

On June 21, 1988, the Insurance Division of the 
Maryland Department of Licensing and Regulation 
issued a Cease and Desist order to PRIME, the 
Professional Risk Insurers Management Exclusive 
Company, ordering that the company discontinue the 
sale of malpractice insurance in the state of 
Maryland. According to the Insurance Division, PRIME 
does not have any company agents or brokers in 
Maryland and is not licensed to conduct business in 
any state in the nation. The Division said that if 
the company continues to solicit in the state, it 
could be subject to criminal prosecution. 

Physicians are reminded that they may not represent 
to the public that they are a specialist in any field 
of medical practice unless identified as such by the 
Board of Physician Quality Assurance (formerly the 
Board of Medical Examiners). 

Application for specialty designation is open to all 
licensed physicians in Maryland. If a physician is 
certified by the American Board of Medical Special¬ 
ists, the identification is automatically given by the 
Board upon confirmation of that credential. If not 
certified by the American Board of Medical Special¬ 
ists, the physician must complete an application 
outlining specific training and experience in the 
requested specialty. Applications are referred to 
the Med-Chi Committee on Specialist Identification for 
evaluation and recommendation to the Board. The 
criteria used for such evaluations were developed 
jointly by Med-Chi and the Board and are set forth in 
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administrative regulations having the force and effect 
of law. Applications may be obtained from the Board 
of Physician Quality Assurance by calling (301) 225- 
5900. 

Possible changes in unrelated business income tax 
provisions continue to be under close scrutiny by the 
Oversight Subcommittee of the House Ways and Means 
Committee. It now appears that any immediate action 
is unlikely because of the complexities of the issue 
and major Congressional awareness spurred by the 
Subcommittee's pre-Memorial Day recess action pro¬ 
posing an "aggregation" concept that would threaten 
the tax-exempt status of many charitable organiza¬ 
tions . 

AMA lobbyists have been meeting regularly with 
Treasury Department officials to discuss concerns 
about the damaging effects that the aggregation 
approach could have on many charitable organizations. 
They also have been making contact with members of the 
Subcommittee and some members of the full Committee 
toward the same purpose. Enthusiasm for aggregation 
has waned somewhat now that members of the Sub¬ 
committee are seeing detailed information and more 
fully understand the proposal's ramifications. 

The statement in §14-502 of the Health Occupations 
Article, which states that "the medical society or 
Faculty committee may reguest the Commission to direct 
a physician to submit to an appropriate examination," 
refers to a physical or mental examination of the 
physician, not a peer review examination of the 
physician by the medical society or its components. 
Accordingly, the reference to "costs of any examina¬ 
tion" means costs of a physical or mental examination 
payable by the Board of Physicians Quality Assurance 
(formerly the Commission on Medical Discipline). It 
does not mean that a peer review committee of the 
Faculty or its component societies could charge for 
the costs of a peer review examination. 

The Medical Mutual Society has notified the Faculty of 
its willingness to make presentations to component 
societies, specialty societies, or any group of phy¬ 
sicians who might have questions about liability 
insurance coverage. For further information, contact 
Raymond Yow MD, Chief Executive Officer at 785-0050. 


TAX-EXEMPT 

STATUS 


COST OF 
PEER REVIEW 
EXAMINATION 


MED 

MUTUAL 


MED-CHI TOLL FREE W 

1 - 800 - 492-1056 



Quality Practice Digest 


LEGAL AND ETHICAL CONCERNS OF YOUR MEDICAL PRACTICE 


This monthly digest will summarize the laws of the State of Maryland, 
as well as the guidelines, procedures, codes of cooperation and pol¬ 
icy statements of the Medical and Chirurgical Faculty. These laws 
and policies are being published to reflect recent areas of concern 
to physicians throughout the state. 

The Principles of Medical Ethics of the American Medical Association 

have been adopted as the ethical standards of the Medical and Chirur¬ 
gical Faculty, and they govern the conduct of members in their rela¬ 
tions to the public and to each other (Faculty Bylaws, Article XIV, 
Section 1). For more information, please refer to the Compendium of 
Laws, Regulations, Opinions and Policies Governing the Practice of 

Medicine in Maryland . 


REQUIREMENTS FOR APPROVAL OF 
PROFESSIONAL CORPORATE NAMES 

The following is a summary of Maryland law on the requirements for 
approval of a corporate name for a professional association or corpo¬ 
ration. This summary appears on pages 29 and 30 of the Compendium of 
Laws, Regulations, Opinions and Policies Governing the Practice of 

Medicine in the State of Maryland . (November, 1984). It is a summary 
of the applicable Maryland law contained in 5-101 through 5-122 of 
the Corporations and Associations Article. 

PROFESSIONAL CORPORATION/NAMES : Under the laws of the State of 
Maryland, one or more physicians licensed to practice medicine and 
surgery in the state may organize and become stockholders of a pro¬ 
fessional corporation. The corporate name of a professional corpora¬ 
tion shall contain the words ''chartered,'' ''professional associa¬ 
tion,'' the abbreviation ''P.A.,'' or the abbreviation ''P.C.'' (Cor¬ 
porations & Associations 5-109). 

The corporate name of a professional corporation shall contain the 
surname of one or more stockholders unless: 










1) The Corporation has, or when incorporated will have, 
at least four stockholders; 

2) The name of the corporation is approved by the 
appropriate licensing unit as a name which is in 
accordance with the established ethical standards, rules 
and regulations of the profession (See Guidelines for 
Professional Corporation Names in the Compendium ); 

3) A certificate of authorization for use of a corporate 
name is issued by the appropriate licensing unit to the 
corporation or to its incorporator; 

4) The charter document which adopts the name states that 
the corporation, in the case of articles of 
incorporation, will have at least four stockholders or, 
in the case of articles of amendment, already has at 
least four stockholders; and 

5) The certificate of authorization for use of corporate 
name issued by the licensing unit is attached to the 
charter document in which the name is adopted. 

If the number of stockholders is reduced below four, the corporation 
must file, within 90 days after the reduction, articles of amendment 
adopting a new corporate name which must include the surname of at 
least one stockholder. This requirement may be waived if the number 
of stockholders increases to at least four before the completion of 
the 90 day period (Corporation & Associations 5-110). 

All applications for approval of the requested corporate name must be 
given by the Medical and Chirurgical Faculty of the State of Mary¬ 
land. Approval is granted following consideration of the established 
ethical standards, rules, and regulations of the medical profession. 
If the Faculty and the appropriate licensing unit approve the pro¬ 
posed corporate name, a certificate of authorization for a corporate 
name is issued. A professional corporation may issue capital stock. 
The stock for physician corporations may only be issued to physi¬ 
cians, licensed to practice medicine and surgery (Corporations & 
Associations 5-111, 112). 

Guidelines for Professional Corporate Names have been adopted by the 
Medical and Chirurgical Faculty of the State of Maryland. The Guide¬ 
lines appear on page 66 of the Compendium of Laws, Regulations, Opin¬ 
ions and Policies Governing the Practice of Medicine in the State of 
Maryland . and are used by the Faculty when considering the approval 
of a corporate name. 







Practice 

Made 

Perfect 


Lanier's Practice Management System, 
Practi-Care™ Medical System 


Practi-Care helps you 
in all areas of practice 
management, including: 

Account Information: 

Set up accounts by 
guarantors, patients and 
third parties. Quick 
access to current and 
inactive guarantor/patient 
information. 

Collections: Update information 
on the status of accounts receivable. 
Help assure timely, orderly payments. 



Practice Analysis: 
Thoroughly evaluate 
your practice with 
detailed information 
reports. 

For more information 
on how Practi-Care can 
help you with your 
Medical Practice call 
1-800-241-1706. 


(II LANIER 


9644 Deereco Rd. 
Timonium, MD 21093 

Call: (301) 561-4600 
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The 4 Stages of a 
Physician’s Economic Life*... 



Accumulation... 


20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 

Age 


...and how to get help along the way: 


Your road to financial independence and wealth 
can start from wherever you may be. Some of our 
physician clients didn’t begin until late in life. 

But those who started sooner are doing better. 

The big thing is to start. 

We can help you define your objectives, prepare 
a careful roadmap, counsel and monitor your progress 
along the way...and submit written reports quarterly. 

Write or call me, William I. Kissinger, CPA, 
President — for more information or a copy of our 
small descriptive brochure. 



Kissinger Advisory, Inc 


A Registered Investment Advisor 
A Subsidiary of Kissinger Financial Services, Inc. 

Advisors and Planners 

Individuals • Self-Employed Professionals • Institutions • Closely-Held Firms 

1919 York Road, Timonium, Maryland 21093 
Telephone: 301/252-3400 Modem: 301/252-3623 


* Chart copyright © 1988 by Kissinger Advisory, Inc. 
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One Minute with Diabetes 


Letter to the Editor 


C-Peptide 


Doctor, At a lecture on diabetes recently the speaker 
said that all diabetic patients should have their C-peptide 
level checked. What is C-peptide? Has this test been 
performed for me? 

C-peptide is a body chemical of considerable interest 
to those doing research in diabetes, but it is not of 
concern in routine diabetic care. 

Insulin is synthesized in pancreatic beta cells by way 
of a single polypeptide chain of 86 amino acid residues. 
This insulin is called proinsulin or “big insulin.” About 
the time insulin is released from the pancreas to the 
body circulation, a splitting takes place forming C- 
peptide and insulin. If C-peptide is demonstrated by 
assay of blood it would indicate the individual was 
producing at least some insulin from his or her beta 
cells. This would be characteristic in noninsulin-de¬ 
pendent diabetes where the problem is more one of 
insulin resistance than lack of production. In insulin- 
dependent diabetes almost no C-peptide would be 
found. 

Injected insulin does not confuse the test because 
commercial insulin is free of C-peptide. 

An assay of urine can also be done for C-peptide. 
Because the testing result varies from laboratory to 
laboratory it is not possible to state a range of normal 
readings applicable to all laboratories. 

In the usual management of diabetes, a C-peptide 
test would not change the program of care and need not 
be done. In the research area the C-peptide test is a 
useful procedure and is gradually becoming standard¬ 
ized. 

De WITT E DeLA WTER MD 
Editor 


Celiac Sprue 


Noting that 1988 is the hundredth anniversary of Dr. 
Samuel Gee’s historic paper on Celiac Sprue, we re¬ 
spectfully submit the following request to the physi¬ 
cians of America: 

1. Please expand the traditional medical history to 
include open-ended questions concerning infancy and 
childhood as well as family illnesses beyond cause of 
parental deaths, cancer, diabetes, and heart disease. 

2. Please consciously consider Celiac Sprue as a dif¬ 
ferential diagnosis in view of physical or mental symp¬ 
toms of malnourishment or malabsorption. 

3. Please consider the possibility of Celiac Sprue 
coexisting with one or more other autoimmune diseases. 

4. Please employ the ELISA test for Antigliadin 
Antibodies as a screening tool. 

HELEN HA USCHILD RN 

Education and Research Chairman 

Celiac Sprue Association/United States of America 

2313 Rocklyn Drive, S-l 

Des Moines, IA 50322 

(515-270-9689) 
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Discipline Commission Action 


In the Matter of 

Mohammad Hosein Amirgholi MD 
Before the 

Commission on Medical Discipline 

Order for Emergency Suspension 
of Medical License 

Based on information received from the Criminal 
Division, Superior Court of the District of Columbia, 
and the District Court of Maryland for Prince George’s 
County regarding the medical practice of Mohammad 
Hosein Amirgholi MD (the “Respondent”), the Com¬ 
mission on Medical Discipline (the “Commission”) 
makes the following Findings of Fact, Conclusion of 
Law and Order. 

Findings of Fact 

Based on all the information known and available to 
it, the Commission has reason to believe that: 

1. Respondent is a physician licensed to practice 
medicine in Maryland; 

2. On January 19, 1988, Respondent pled not guilty 
to the offense of simple assault, was subsequently 
tried by jury and found guilty in case number 
M7502-87 in the Criminal Division of the Supe¬ 
rior Court of the District of Columbia. The alle¬ 
gations underlying the conviction as set forth in 
the Affidavit in Support of an Arrest Warrant, a 
copy of which is attached hereto as Exhibit 1, 
include the following: 

a. On June 3, 1987, A sought medical treatment 
from Respondent for pain in her ear. 

b. During the course of the treatment, Respond¬ 
ent requested that A drop her pants so that 
he could administer a shot of penicillin. 

c. In response to A’s request that the shot be 
given in her arm, Respondent stated that it 
must be administered in the buttocks because 
if administered in the arm it would make the 
area extremely sore. 

d. After A pulled her pants down a little, Re¬ 
spondent gave her the shot and then placed 
his finger in her vagina. Respondent asked A 
“do you want to do it?” to which she replied 
“no.” 

e. A left the office and immediately notified the 
police. 

3. On January 19, 1988, Respondent received a 
sentence of 1 (one) year, suspend all but 60 
(sixty) days, $500 fine to be paid after 6 months 
of release, and 5 (five) years probation in case 


On instruction of the Council of the Medical and Chirurgical Faculty 
of the State of Maryland, “Findings of Fact, Conclusions of Law, and 
Order” will be published in the Maryland Medical Journal. 


number M7502-87 in the Criminal Division of 
the Superior Court of the District of Columbia. 
In addition to being ordered to observe the gen¬ 
eral conditions of probation, Respondent was 
ordered to observe the following conditions of 
probation: 

(1) Cooperate in seeking and accepting medical, 
psychiatric treatment in accordance with writ¬ 
ten notice from his Probation Officer; 

(2) May not examine female patients without the 
presence of a female nurse; 

Cost of $10 under the Victims of Violent Crime Com¬ 
pensation Act of 1981 were also ordered. A copy of the 
Judgment and Commitment/Probation Order in case 
number M7502-87 in the Criminal Division of the Su¬ 
perior Court of the District of Columbia is attached as 
Exhibit 2. 

4. On September 23, 1987, in the District Court of 
Maryland for Prince George’s County, a warrant 
was issued for Respondent’s arrest pursuant to 
an Application for Statement of Charges filed in 
case number 644141E1. A copy of the warrant is 
attached to Exhibit 3. A copy of the Application 
for Statement of Charges is attached as Exhibit 
4. 

5. The Application for Statement of Charges ref¬ 
erenced in paragraph 4 (four) above contained 
the following allegations: 

a. On September 21, 1987 at 9:00 a.m., B arrived 
at Respondent’s office for her scheduled ap¬ 
pointment to have a skin allergy test. 

b. At approximately 9:45 a.m., B was seen by 
Respondent who instructed her to remove her 
left arm from her shirt to facilitate testing 
procedures. Respondent further instructed B 
to undo her pants to relieve the tightness 
around her stomach. B complied with Re¬ 
spondent’s instructions. 

c. During the course of the skin test, B had an 
occasion to start crying. After noticing the 
tears, Respondent reached out and patted B 
on the right shoulder, which was perceived by 
B as a comforting gesture. 

d. Immediately thereafter, Respondent pulled B 
closer to him and attempted to kiss her while 
simultaneously placing his left hand inside her 
pants to fondle her buttocks. 

e. B pushed Respondent away at which time 
Respondent apologized and asked B to allow 
him to finish his job. 

f. Following the appointment, B responded di¬ 
rectly to the Oxon Hill District Police Station 
and reported the incident. 

6. In his practice as a physician, Respondent pre¬ 
sents himself to the public as a specialist in 
otolaryngology, allergy, and head and neck sur¬ 
gery. 

7. In the unrestricted practice of medicine by a 
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physician who presents himself to the public as 
a specialist in otolarnygology, allergy, and head 
and neck surgery, Respondent has potential ac¬ 
cess to and contact with large numbers of con¬ 
sumers of various ages and both sexes. 

8. As a necessary component to his practice as a 
physician, Respondent often administers tests 
and treatment to patients who must partially 
disrobe. 

9. The allegations described in paragraphs 2 (two) 
and 5 (five) above come from two different pa¬ 
tients, were reported to different police depart¬ 
ments in two different jurisdictions and have or 
will require disposition by two different courts. 

10. The allegations described in paragraphs 2 (two) 
and 5 (five) above suggest a pattern of behavior 
and a course of conduct toward new and estab¬ 
lished female patients that is unprofessional, im¬ 
moral, incompetent, and criminal in nature. 

Conclusion of Law 

Based on the foregoing facts, the Commission finds 
that the public health, safety, and welfare imperatively 
requires emergency action in this case, pursuant to 
State Government Article, §10-405(b), Annotated Code 
of Maryland. 

It is this 23rd day of March 1988 by the Commission 
on Medical Discipline: 

ORDERED that pursuant to the authority vested in 
the Commission by State Government Article, §10-405 
of the Annotated Code of Maryland, Respondent’s li¬ 
cense to practice medicine in the State of Maryland is 
hereby SUMMARILY SUSPENDED; and be it further 

ORDERED that on presentation of this Order, Re¬ 
spondent shall immediately deliver to the Commission’s 
administrator (1) his diploma-sized Certificate of the 
Board of Medical Examiners, (2) his current Depart¬ 
ment of Health and Mental Hygiene License Renewal 
Certificate, and (3) his current wallet-size license re¬ 
newal card; and be it further 

ORDERED that a hearing to consider this emergency 
suspension shall be held before the Commission within 
thirty (30) days of the date upon which the Commission 
receives a written request for such a hearing from the 
respondent. 

HILARY T. O HERLIHY MD, Chairman 
Commission on Medical Discipline 


Area meetings and course announcements 
are listed each month under 
Doctors Take Note 



JliOAKVIEW 

TREATMENT CENTER 

3100 North Ridge Rd., Ellicott City, Md. 21043 
Baltimore 461-9922 Washington 621-3023 
Outside Maryland 1-800-223-7770 
Within Maryland 1-800-442-0233 


Referrals with many 
happy returns 


If alcohol or other drug addiction is part 
of your patient’s profile.. .let Oakview 
become part of your treatment team. 


At Oakview we are committed to 
immediate and continuing 
recovery from addiction. 


Our treatment plans reflect 
the involvement of the 
primary physicians in the 
continuum of recovery. 


Oakview 

Treatment Center - 
an in-patient 
facility for 
adolescents 
and adults. 
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Carcinoma of the Pancreas and Periampullary Area 
Part III: Therapeutic Approaches 


Resection seems to offer the best chance to prolong 
survival of a patient if it can be performed with low 
operative mortality and low postoperative morbidity. 
Tumors of the ampulla, periampullary area, and the 
distal bile duct usually are managed by the Whipple 
procedure, that is, radical proximal pancreaticoduode¬ 
nectomy. 

Controversy still exists over which surgical approach 
should be used in the management of carcinoma of the 
head of the pancreas. While some prefer a double bypass 
procedure, that is, bypass for the jaundice and a bypass 
for the gastrointestinal tract, others continue to carry 
out the classic Whipple procedure. In the meantime, 
total pancreatectomy and regional pancreatectomy are 
still performed by special groups. 

While total pancreatectomy (as well as regional pan¬ 
createctomy) eliminates the pancreaticojejunal anasto¬ 
mosis, eradicates foci of multicentricity of cancer 
(which occur in 20 to 30 per cent of the patients with 
cancer of the pancreas), permits easy accessibility for 
extensive lymphadenectomy, and is easier to perform, 
it results in endocrine and exocrine functional loss, a 
brittle diabetes that is not easy to control, a risk of 
peptic ulceration, and all this with no evidence of im¬ 
provement in long-term results when compared to the 
classic pancreaticoduodenectomy. 

I believe the standard Whipple operation remains the 
most popular procedure for carcinoma of the head of 
the pancreas. It preserves the pancreatic endocrine 
function and gives the same survival as the total pan¬ 
createctomy. The Whipple procedure should be con¬ 
verted to total pancreatectomy if the frozen section of 
the resected edge of the pancreas reveals tumor or if 
there are multiple tumors in the body and tail of the 
pancreas. Another indication for total pancreatectomy 
is when the surgeon believes the remaining pancreas is 
not suitable and safe for a pancreaticojejunostomy 
anastomosis. 

The preoperative preparation of the patient for pan¬ 
creaticoduodenectomy or total pancreatectomy is of 
utmost importance. The patient should be evaluated 
carefully and should receive the required blood elements 
such as red blood cells and albumin. The patient should 
be well hydrated and the serum electrolytes corrected. 
Serum creatinine and BUN must be checked to insure 
good functioning kidneys. Fat soluble vitamins should 
be given freely as these patients are usually deficient in 
this category. In addition, the cardiac status should be 
evaluated, pulmonary hygiene should be carried out in 


If you have any questions, call or write the Surgical Oncology Program 
at the University of Maryland Medical System, Room N13E02, Balti¬ 
more, Maryland 21201 (301-328-5224). 


preparation for major surgery, and we usually have a 
complete large bowel prep. Large bowel prep is of great 
value in case the tumor extends and involves a segment 
of the large bowel or one of the main vessels of the 
large bowel such as the middle colic. 

Availability of percutaneous cholangiography and 
drainage either intraduodenally or externally is of great 
value. It has been shown that patients who have ele¬ 
vated serum bilirubin up to 10 mg% have 12 percent 
mortality rate due to renal failure, sepsis, and hemor¬ 
rhage. On the other hand, patients with bilirubin of 20 
mg% have double the morbidity and mortality rates. 1 
Therefore, percutaneous drainage during the preoper¬ 
ative preparation can be ideal. 

Most patient with pancreatic cancer do not have 
resectable tumors when the diagnosis is made. Delay in 
making the diagnosis remains a problem, but resectable 
lesions are unlikely to become unresectable as a result 
of physicians’ delay. Palliative management of pan¬ 
creatic cancer should be aimed at relieving the obstruc¬ 
tive jaundice, the anticipated duodenal obstruction, and 
the pain. 

The type of bypass procedure continues to be contro¬ 
versial. While some surgeons carry out simple cholecys- 
tojejunostomy claiming it gives the same results as more 
complicated procedures, it has its limitations. This 
operation has slightly higher morbidity. It cannot be 
performed if the patient has had previous cholecystec¬ 
tomy or if the cystic duct joins the common duct far 
distally near the tumor. Roux-en-Y choledochojejunos- 
tomy is the main acceptable procedure, yet I strongly 
believe that choledochoduodenostomy is very accepta¬ 
ble in those patients who have very low survival rates. 2 

Tumors of the periampullary area and the pancreas 
that extend and invade the duodenum rarely cause 
complete obstruction, preventing the bile flow through 
the duodenum. Gastrointestinal bypass to prevent fu¬ 
ture obstruction secondary to duodenal invasion in 
patients with unresectable disease is justified in those 
patients who have no liver metastases as they may have 
slightly longer survival (than those with liver metasta¬ 
sis). However, it has been estimated that 1 out of 6 
patients may require reexploration for a gastrojejunos¬ 
tomy. In addition, performing an early gastrojejunos¬ 
tomy, that is, prior to clinical evidence of duodenal 
obstruction, may not stay patent until it is needed, and 
may predispose to peptic ulceration. However, such 
patients have short survival. 

Intraoperative as well as postoperative irradiation, 
with or without 5-Fluorouracil, gave equivocal results 
in patients with unresectable disease. Chemotherapy 
alone for those with metastases remains experimental. 
Percutaneous celiac + splanchnic blocks alleviate pain, 
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Medical Miscellany 


which is important in the management of these pa¬ 
tients. 

Tumor Conferences are held weekly on Tuesday between 8-9 AM in 
Room N13E28 at the University of Maryland Medical Systems. This 
is an open meeting and physicians are welcome to attend. Physicians 
can present cases, but please call 328-5224 by noon Monday to obtain 
time on the schedule for your case(s) and bring the pathological slides 
with you. 

E. GEORGE ELIAS MD 
Professor of Surgery and Oncology 
Director, Surgical Oncology Program 
University of Maryland Medical Systems 
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Payment Problems? 

The Coordinating Council on Alzheimer’s Disease 
and Related Disorders, a body created by the Maryland 
General Assembly, is interested in knowing whether 
physicians treating victims of Alzheimer’s disease, 
multi-infarct dementia, or similar disorders have diffi¬ 
culty obtaining payment for their services from third- 
party payers (including Medicare and Medicaid). In the 
past, some physicans have stated that they have had 
these difficulties, especially in offering psychiatric serv¬ 
ices. 

Physicians who have had such difficulties should 
contact Michael S. Franch PhD, Staff Coordinator, 
Coordinating Council on Alzheimer’s Disease and Re¬ 
lated Disorders, Services to the Aging, Department of 
Health and Mental Hygiene, 201 W. Preston St., Bal¬ 
timore, MD 21201 (301-225-6770) to report their expe¬ 
rience. Such reports may be helpful to the Coordinating 
Council in making recommendations to the Governor 
and General Assembly. 



Roland Park North is a step above ordinary townhome living. In its final phase, with 4 levels of luxurious 
living space, two-car garages, over-sized decks, fully-equipped custom kitchens by Stuart, seven skylights, fireplaces 
and luxurious master bath suites, it’s everything you’ve come to expect in a Roland Park home. .. and more. 
Visit our furnished model today or call Esther Fitez at 323-9494, open daily 12-5 or by appointment; closed 
Wednesday. 5700 block of Roland Avenue, South of Lake Avenue. Priced from $344,500. 
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TELLYOUR 
PATIENTS THEIR 
CHOLESTEROL NUMBER... 
BEFORE THEY ASK. 


Reducing high blood cholesterol reduces the risk of heart disease. That's why we're telling Americans— 
through a national public service advertising campaign—to know their cholesterol number. Your patients 
may soon be asking you for their number and what it means. 

And when they do, we can help. The National Cholesterol Education Program, administered by the 
National Heart, Lung, and Blood Institute, has developed adult treatment guidelines to help you identify 
high-risk patients and use the appropriate diet and/or drug therapy for those with elevated cholesterol levels. 

Help your patients reduce their risk of heart disease. For a free copy of the Report of the Expert Panel 
on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults, complete the form below. 
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National Cholesterol Education Program 
National Heart, Lung, and Blood Institute 
C-200-GA 

Bethesda, MD 20892 
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NATIONAL HEART, LUNG, AND BLOOD INSTITUTE 
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Maryland’s EMS System 


The opening of the R Adams Cowley Shock Trauma Center, slated for patient occupancy in 
January 1989, leads one to reflect on Maryland’s emergency medical services (EMS) system. 
This system, which is the model for systems in the United States and abroad, had its humble 
beginnings in 1961 under the leadership of R Adams Cowley, a University of Maryland cardi- 
othoracic surgeon. An Army grant was obtained to support a special two-bed shock research unit 
on what is now the “4E” wing of the University Hospital. 

Two years later, a grant from the National Research Center was awarded to Dr. Cowley and 
his colleagues to build a five-story facility to treat severely injured or critically ill patients. That 
building, the current Shock Trauma Center, was completed in 1969. The new facility will 
supersede the parent building as the only free-standing trauma center in the United States and 
serve as the hub of Maryland’s system of trauma and other emergency care, the Maryland 
Institute for Emergency Medical Services Systems (MIEMSS). 

MIEMSS evolved to allow for the provision of emergency care in Maryland. Currently under 
its purview are 10 areawide trauma centers, 20 specialty referral centers, the Maryland State 
Police Med-Evac Helicopter program with seven bases, a statewide emergency medical commu¬ 
nications system, and programs to train and certify prehospital care providers. 

Ground breaking for the R Adams Cowley Shock Trauma Center took place on December 20, 
1985. The eight-story building will house 72 patient beds that when added to 66 step-down patient 
beds in the current facility will create a 138-bed unit. The new center will have an 11-bay 
admitting area, 5 surgery suites, an organ-procurement and instant-autopsy suite, and a radiology 
suite for CT scanning and angiography. In addition, the Center will house a pharmacy, a “stat” 
lab, a family services department, a computer center, offices, and a 190-seat auditorium. A rooftop 
heliport will facilitate patient transport to the admitting area. 

Over the past 27 years, admissions to the Shock Trauma Center have continued to increase; 
2,800 patients now are treated at the Center annually. Before the end of 1988, the 27,000th 
patient admission will have taken place. During the almost three decades of growth, development, 
and delivery of patient care, the systems approach to trauma and the care of the injured and 
critically ill continues to be upgraded. This issue of MMJ celebrates MIEMSS and the new R 
Adams Cowley Shock Trauma Center. The following ten articles can give only a sample of the 
organization of and care delivered by Maryland’s premier EMS system and Shock Trauma 
Center. 

CARL A. SODERSTROM MD 
Issue Editor 
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ARMY RESERVE OFFERS 
NEW FINANCIAL INCENTIVES 
FOR RESIDENTS IN ANESTHESIOLOGY 
AND SURGICAL SPECIALTIES 


If you are a resident in Anesthesi¬ 
ology, Orthopaedic Surgery, or 
General Surgery including 
Neurosurgery, Colon/Rectal, 
Cardiac/Thoracic, Pediatric, 
Peripheral/Vascular and Plastic 
Surgery, the Army Reserve has a 
new and exciting opportunity for 
you. The New Specialized Train- 
ing Assistance Program will pro¬ 
vide you with financial incentives 
while you’re training in one of 
these specialties. 

Here’s how the program can 
work for you. If you qualify, you 
may be selected to participate in 
the Specialized Training Assist¬ 
ance Program. You’ll serve in a 


local Army Reserve medical unit 
with flexible scheduling so it 
won’t interfere with your resi¬ 
dency training, and in addition 
to your regular monthly Reserve 
pay, you’ll receive a stipend of 
$664 a month. 

You’ll also have the opportu¬ 
nity to practice your specialty for 
two weeks a year at one of the 
Army’s prestigious Medical Centers. 

Find out more about the Army 
Reserve’s new Specialized Train¬ 
ing Assistance Program. Call (col¬ 
lect) your U.S. Army Medical 
Department Reserve Personnel 
Counselor: ( 301 ) 997 - 3526/4204 


ARMY MEDICINE* BE ALL YOU CAN BE* 
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The Maryland Emergency Medical Services System: 

An Update 

AMEEN I. RAMZY MD 

Comprehensive emergency medical care is no longer a goal; it is a public expectation. 

In Maryland, the goal and the expectation have been achieved with the evolution of a 
comprehensive emergency medical services (EMS) system. 


The blueprint for the Maryland EMS system was 
described in the Maryland State Medical Journal in 
July 1975 1 in terms of goals and objectives as well as 
plans for the components to reach those goals. Now, 13 
years later, we report the evolution of the system as 
well as its current components and future plans. 

The Maryland EMS system dates back to the initial 
two-bed clinical Shock Trauma Unit set up in 1961 in 
Baltimore. This developed into the Center for the Study 
of Trauma, which eventually evolved into the statewide 
EMS system. In 1973, then Governor Marvin Mandel 
issued an Executive Order that established the first 
statewide EMS system in the country: the Division of 
Emergency Medical Services (DEMS) within the Mary¬ 
land Department of Health and Mental Hygiene and 
the Maryland Institute for Emergency Medicine 
(MIEM) within the University of Maryland. In 1977, 
the Division of Emergency Medical Services and the 
Maryland Institute for Emergency Medicine were amal¬ 
gamated into the Maryland Institute for Emergency 
Medical Services by action of the Maryland General 
Assembly. This fusion of the Shock Trauma Center, 
the highest level of trauma care available in the state, 
with the statewide EMS system was a fundamental 
aspect of the ongoing Maryland EMS system. Through 
this fusion, observations of both prehospital care and 
inhospital care as critical elements in a continuous 
spectrum can be assessed and analyzed to lead to im¬ 
proved outcomes. 

One of the landmark documents in EMS in the 
United States was the 1966 report by the American 
Academy of Sciences, “Accidental Death and Disability: 
The Neglected Disease of Modern Society.” 2 Dr. R 
Adams Cowley, the founder and Director of MIEMSS, 
participated in the development of that document, 
which placed on the national agenda the importance of 
developing comprehensive emergency medical services 
for every community. Within Maryland, the objectives 
have been achieved through the concerted efforts of all 
who have a stake in the system: health care providers, 
patients, and the public. 

As the EMS lead agency in Maryland, MIEMSS is 
responsible for coordinating emergency medical serv¬ 
ices in the state. This system has numerous compo- 


Dr. Ramzy has been the state EMS Director for Maryland and 
Deputy Director of MIEMSS. Reprints: Ameen Ramzy MD, 
MIEMSS, 22 S. Greene St., Baltimore, MD 21201. 


nents: training of prehospital EMS providers, transpor¬ 
tation with appropriate care, a statewide communica¬ 
tions system, designated trauma centers, and specialty 
referral centers. In recent years, the system has matured 
to recognize the importance of rehabilitation as another 
component in the spectrum of emergency medical serv¬ 
ices and to see the essential role that an EMS system 
has in evaluating itself as well as in providing public 
education and leadership in injury prevention. 

Prehospital Training 

The Office of Prehospital Training and Certification 
within MIEMSS coordinates the training of prehospital 
providers in the state. Prehospital care levels are cate¬ 
gorized as Basic Life Support (BLS) and Advanced Life 
Support (ALS). Of the more than 20,000 BLS and ALS 
providers in the state, a number are volunteers; many 
employed prehospital EMS providers also volunteer 
their time in their local communities. 

Basic Life Support The first responder is an individual 
who has undertaken 40 hours of training to provide 
initial care at the scene of a vehicular crash or other 
emergency. They are often law enforcement officers 
who, in some areas, may be the first to arrive at a scene. 
Emergency Medical Technicians (EMT-As) are trained 
to provide BLS through a 110-hour process that in¬ 
cludes 95 hours of didactic and practical instruction, 5 
hours of testing, and 10 hours of instruction by the 
local program. Initial EMT-A training is through the 
Maryland Fire and Rescue Institute, a component of 
the University of Maryland. Continuing education for 
EMT-As is given through the Office of Training and 
Certification of MIEMSS and requires 24 hours’ train¬ 
ing (12 hours each of skills refresher and didactic in¬ 
struction) within a 3-year period. EMT-As are certified 
by MIEMSS. 

Advanced Life Support ALS providers in Maryland 
are designated Cardiac Rescue Technicians (CRTs), 
Aviation Trauma Technicians (ATTs), and Emergency 
Medical Technician/Paramedics (EMT-Ps). CRTs are 
trained for 160 hours above the basic EMT level. In 
addition to providing BLS, these individuals can ad¬ 
minister intravenous therapy and cardiac defibrillation. 
ATTs complete comparable training and are members 
of the Maryland State Police Aviation Division. The 
ATTs are Maryland State Police men and women who 
furnish care on board the Maryland State Police heli¬ 
copters, which are a public service for both from-the- 
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scene (for example, from vehicular crash sites) and 
critical interhospital transfers. EMT-Ps are trained 
according to a national standard curriculum, which in 
Maryland is a minimum of 300 hours of training above 
the EMT-A level. These individuals constitute the 
highest level of prehospital care available nationally; 
they are trained in the administration of additional 
medications as well as in endotracheal intubation and 
cardioversion and, most important, in advanced patient 
assessment. Efforts are under way to complete the 
transition of all ATTs to the level of EMT-P. 

All prehospital ALS providers in Maryland function 
medically under a single set of protocols: the Maryland 
Medical Protocols for Cardiac Rescue Technicians and 
Emergency Medical Technician/Paramedics. In this 
way, there is commonality and standardization for all 
medical functions performed in the prehospital phase. 
Through the state’s communication system, ALS pro¬ 
viders can obtain direct consultation from physicians 
in emergency departments and specialty centers. This 
consultation allows for transmission of cardiac teleme¬ 
try so that abnormal rhythms can be diagnosed and 
medical care can be directed by the consulting physi¬ 
cian. 

ALS providers are certified by the Board of Medical 
Examiners, the same authority that licenses physicians 
in Maryland. 

Transportation 

Throughout the state, public service emergency am¬ 
bulance care is provided by over 450 ambulance com¬ 
panies. In most of the state’s 24 jurisdictions (the 23 
counties and Baltimore City, sometimes referred to as 
the state’s political subdivisions), ambulance service is 
a part of fire department services. 

Helicopter transportation is provided through a pub¬ 
lic service Med-Evac program operated by the Mary¬ 
land State Police Aviation Division and coordinated 
with MIEMSS. There are seven helicopter sections 
throughout the state, and an eighth section is being 
planned (Figure). For many years, Med-Evac services 
have used Bell Jet Ranger helicopters. Plans are under 
way to convert the entire fleet to twin-engine medium¬ 
sized helicopters. The goal is 24-hour-a-day service with 
EMT-P level of care at each of the eight sections. 

Communications 

The public gains initial access to the EMS system 
via the 9-1-1 system. While this is often taken for 
granted, it must be recognized that 9-1-1 is not univer¬ 
sally available throughout the United States; Maryland 
was the second state to enact a statewide 9-1-1 system. 
(It is important that this be referred to as the “nine- 
one-one system,” rather than the “nine-eleven system.” 


People sometimes panic when they use the system, and 
when the moment of crisis occurs, they may look for an 
“eleven” button to push after they dial the initial 
“nine.”) 

Calls for emergency 9-1-1 assistance typically are 
channeled into “central alarms” operated by counties/ 
jurisdictions. Through these central alarms, calls are 
distinguished as to whether the caller requires fire, 
police, or emergency medical service. Several central 
alarms in the state include “enhanced 9-1-1” service, 
which captures the number from which the individual 
is calling, so that if an individual is in a critical situation 
or if, for example, the caller is losing consciousness 
while requesting aid, the origin of the call can be tracked 
and assistance dispatched. 

Calls for emergency medical assistance result in the 
dispatching of ambulance services to the emergency 
site. Arriving at the scene, prehospital care providers 
then communicate with receiving hospitals via the EMS 
communication system. In many parts of the state, this 
linkage is accomplished through the central alarms. In 
EMS Region III (the Baltimore Metropolitan Region), 
the connection is via the Emergency Medical Resource 
Center, which links ambulances and hospitals through¬ 
out the region. The System Communication Center 
(SYSCOM) is located at MIEMSS and coordinates 
Med-Evac helicopter missions throughout the state. 

ALS providers communicate with hospitals on des¬ 
ignated medical channels specifically provided by the 
Federal Communications Commission for this exclusive 
use. These channels are in the 460-megahertz range 
(UHF). 



Figure. Maryland is divided into five EMS regions. The location of 
seven Maryland State Police Med-Evac helicopter sections through¬ 
out the state decreases travel times from the scene of injury to 
definitive medical care. An eighth helicopter section in Montgomery 
County is planned. 
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Hospitals and other medical facilities providing con¬ 
sultation to prehospital care providers are designated 
as consultation centers. Customarily, consultants are 
physicians in emergency departments, but consultation 
also is provided by other hospital facilities such as those 
specializing in trauma or burn care. 

Hospital Facilities 

There are more than 50 acute care hospitals through¬ 
out Maryland with 24-hour emergency departments, 
each linked to the statewide communication system. 
Across the state, hospitals have been designated as 
trauma centers, based on compliance with the Echelons 
of Care and the need for access to trauma care within 
geographic regions of the state. (Echelons of Care de¬ 
scribes the criteria for Maryland’s trauma centers and 
the type of patients who would benefit from such care.) 
Eleven trauma centers serve the overall population of 
4.2 million people within 10,000 square miles. In addi¬ 
tion to the 11 trauma centers (including the Shock 
Trauma Center), 20 specialty referral centers serve 
specialized needs, including pediatric trauma, burns, 
eye trauma, and other medical needs unrelated to 
trauma such as neonatal and perinatal centers. 

Regional Structure 

While the origins of the Maryland EMS system date 
back to 1961, formal and statutory development of the 
system began with the 1973 Executive Order and the 
1977 law that established MIEMSS as the state pro¬ 
gram responsible for coordination of the system. The 
strength and cohesiveness of the system rest on strong 
leadership and active participation by all the compo¬ 
nents. Within the five EMS regions of the state, an 
EMS Regional Administrator employed by MIEMSS 
facilitates both statewide and regional development. 
Each region has a Regional EMS Advisory Council 
composed of prehospital providers, hospital providers, 
and consumers, all of whom act in an advisory capacity 
to the Director of MIEMSS. Representatives of each of 
the state’s five Regional EMS Advisory Councils also 
participate in the Regional EMS Advisory Council 
(REMSAC) to provide a statewide forum for policy 
advice. Regional Medical Directors contribute their 
time and expertise in furthering the development of 
EMS prehospital protocols, quality assurance, and eval¬ 
uation of new techniques. 

Expanding the Spectrum 

The federal EMS Systems Act of 1973 3 included 15 
components considered necessary for EMS system de¬ 
velopment. One of these components was evaluation. 
Within MIEMSS and the Maryland EMS system, this 
is addressed through Operations Research and System 
Evaluation (ORSA). This component of MIEMSS is 


responsible for collecting and analyzing data necessary 
for systems evaluation and future planning; for exam¬ 
ple, the state trauma registry is administered by 
MIEMSS through the statewide Trauma Network. 
(The Trauma Network, an organization of designated 
trauma centers, focuses on ongoing development and 
improvements in areas of trauma care.) Another ex¬ 
ample of systems evaluation is the statewide use of 
ambulance runsheets, Maryland Ambulance Informa¬ 
tion System (MAIS). These optically scanned runsheets 
allow for a hard-copy record of patient care to be 
received by the hospital admitting a patient and for 
system evaluation through centralized, standardized in¬ 
formation recording. 

As the Maryland EMS system has evolved, further 
efforts have been made throughout the EMS spectrum. 
A special focus on trauma prevention has included 
successful participation in the enactment of mandatory 
safety belt use and continued efforts toward mandatory 
motorcycle helmet use. 

In the area of postacute care, it was recognized that, 
despite an excellent program for prehospital and inhos¬ 
pital care of trauma victims, there was a greater need 
for rehabilitation programs throughout the state. This 
resulted in further development of a rehabilitation pro¬ 
gram at the Montebello Rehabilitation Hospital in Bal¬ 
timore, which is clinically affiliated with the Shock 
Trauma Center. 

The maturing system has become even more sensitive 
to special situations such as the interaction between 
hospice patients and the EMS system. Recent devel¬ 
opments have included an identification process and a 
medical protocol for prehospital care providers who 
encounter hospice patients. Overall training and edu¬ 
cation have continued for prehospital care providers, 
inhospital care providers (for example, the Advanced 
Trauma Life Support Course of the American College 
of Surgeons, which is administered through the Shock 
Trauma Center), and the public through programs to 
increase understanding about injury prevention and the 
appropriate use of the EMS system. 

There has been increasing interaction between 
MIEMSS and other public agencies to provide im¬ 
proved coordination during disasters. For many years, 
a number of drills have been conducted with the central 
theme that disaster management must be an extension 
of day-to-day operations: the best response lies with an 
inherently well-functioning EMS system. 

Conclusion 

As the Shock Trauma Center and the Maryland EMS 
system look back on 25 and 15 years of history respec¬ 
tively, a number of lessons have been learned that will 
be useful in the years ahead. The primary theme of 
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N eed $1,000,000 
of life insurance? 
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Don't Be! You can own big life insurance 
for small dollars with . . . 


Tt 

Male, Non-Tobacco User* With $1,000,000 
Death Benefit 


Age 

First-Year Annual Premium 

35 

$ 670.00 

40 

$ 760.00 

45 

$1,020.00 

50 

$1,250.00 


*Based on no tobacco of any kind in last 12 months. 
**Premiums increase each year, subject to guarantees in the 
policy. 


cogent leadership and strong community participation 
still holds true. As the demand for emergency medical 
services continues to increase because of both a more 
mobile and active population and an expanding aware¬ 
ness of the impact of these services, there will be an 
increasing need for resources in this area. The Mary¬ 
land General Assembly has recognized this and taken 
positive steps. Examples include appropriations for the 
construction of the R Adams Cowley MD Shock 
Trauma Facility, upgrading the state helicopter Med- 
Evac fleet, and increased funding for prehospital train¬ 
ing and communications. 

The years ahead likely will involve an increasing 
focus on evaluation of the impact of all the components 
within the system and on the system’s goals. In the 
area of injury control, the goal of the Maryland EMS 
system will be the eradication of preventable death and 
disability due to trauma. 4 This will be achieved if all 
those who have a role to play—transportation engi¬ 
neers, prehospital care providers, inhospital care pro¬ 
viders, rehabilitation specialists, legislators, and law 
enforcement officials—work together toward this goal. 


Your premiums for TL + 500 could be lower or higher, depending 
on your age, desired death benefit, and satisfactory health. But 
with sample premiums like these, isn't it worth a minute of your 
time to find out?! 

TL + 500 (policy form series S-3203) is term life insurance to age 
90. 
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Providing Safe Med-Evac Helicopter Transport: 
Maryland’s 18-Year Experience 

R ADAMS COWLEY MD, ALEXANDER J. GRETES BA, 
and CARL A. SODERSTROM MD 


Recent crashes of aeromedical helicopters, causing loss of life and transport equip¬ 
ment, have increased public attention on the operation, structure, and safety of medical 
evacuation (Med-Evac) services. 1-9 While neither hospital-based nor public service 
systems have been spared these tragedies, characteristics of a public service system 
contribute to a lower incidence of accidents and a higher degree of safety and efficiency 
for patient transport. 


Four fatal crashes of commercial EMS (hospital- 
based) helicopters resulting in 12 deaths occurred in 
the first half of 1987, but there were none during the 
rest of that year in those operations. 9 Analysis reveals 
that characteristics of a public service system contrib¬ 
ute to a lower incidence of rotocraft accidents and 
therefore to a higher degree of safety and efficiency for 
patient transport. These attributes include reduction of 
stress on flight crew members, elimination of hospital 
competition for patients, and cost-effectiveness from 
the sharing of resources by various agencies. 

System Development and Structure 

The Maryland State Police (MSP) Med-Evac pro¬ 
gram, a component of Maryland’s statewide emergency 
medical services program, was developed in 1967. In 
March 1970, formal operations were initiated by Dr. 
Cowley in cooperation with the MSP as a public service 
to the citizens of the state. 10 This arrangement provides 
unique life-saving services economically through the 
regionalized critical care system that is coordinated by 
the Maryland Institute for Emergency Medical Services 
Systems (MIEMSS). 11 The resources of designated 
areawide trauma centers and specialty referral centers 
throughout Maryland are matched with patient needs, 
using rapid-transport helicopters staffed by trained and 
certified aviation trauma technicians (ATTs). 

Med-Evac helicopters are based at seven strategic 
locations in the state (Martin’s State Airport in Balti¬ 
more County, Andrews Air Force Base in Prince 
George’s County, Frederick Airport, Salisbury Airport, 
Cumberland Airport, Centreville MSP Barracks, and 
Patuxent River Naval Air Station in St. Mary’s 
County). This dispersion of resources decreases 
aeromedical response times and thereby improves pa¬ 
tient outcomes. It is anticipated that an additional base 
will be in operation by the end of 1988, fulfilling the 
original deployment plan of eight sections. 


Dr. Cowley, Professor of Thoracic and Cardiovascular Surgery, is 
the Director of the Maryland Institute for Emergency Medical Serv¬ 
ices Systems, Baltimore, MD. Mr. Gretes is the former Executive 
Associate Director of the MIEMSS. Dr. Soderstrom is an Assistant 
Professor of Surgery at the University of Maryland Department of 
Surgery/Traumatology. Reprints: R Adams Cowley MD, Director, 
MIEMSS, 22 S. Greene St., Baltimore, MD 21201-1595. 


A summary of the number of Med-Evac flights during 
the program’s first 18 years of operation is presented 
in the Table. During the first 5 years (1970-1974), 45.0 
percent of the 3,195 patient transports were “from the 
scene” in contrast to interhospital transports, while 
almost three quarters (73.4 percent) of the 15,174 pa¬ 
tient transports carried out during the 5 years 1983 
through 1987 were “from the scene.” 

The helicopter crew consists of a state trooper pilot 
and a state trooper medical observer, designated as an 
ATT. New pilots must possess a commercial helicopter 
license and an instrument rating and have completed 
2,000 helicopter flight hours. Upon employment by the 
MSP Aviation Division, pilots must undergo 500 addi¬ 
tional hours of flight training. 

Previously, an ATT had to complete 318 hours of 
advanced prehospital care training established by 
MIEMSS. On April 7, 1987, a program was instituted 
to upgrade the training of an ATT to National Registry 
Emergency Medical Technician-Paramedic (EMT-P) 
level. To complete that requirement, flight medical 
personnel must undergo 410 additional hours of clinical 
and didactic training. After that training, to qualify as 
a paramedic they must pass both national and Mary¬ 
land tests (developed by MIEMSS). It is anticipated 
that by the end of 1988 all medical flight personnel will 
have achieved EMT-P certification. 

In addition to routine Med-Evac and law enforcement 
missions, the helicopters in Maryland’s program pro¬ 
vide special capabilities in unusual situations. Exam¬ 
ples are 

• Transport of physician/nurse “Go Teams” to an 
accident scene for special procedures such as 
amputation and for response to mass casualty 
incidents 

• Transport of harvested human organs and of 
medical supplies such as plasma and platelets 

• Rappelling of tactical assault team members 

• Hoisting of trapped victims 

• Deployment of special fire-fighting teams for 
high-rise building rescue 

• Slingload delivery of specialized equipment to 
contain oil spills 

• Forest fire control 

A Med-Evac mission takes priority over all other mis- 
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sions scheduled or in progress. The total flight hours 
for these multipurpose helicopters is indicated in the 
Table. 

Safety Record 

Since the creation of the MSP Aviation Division, 
flight crews have logged more than 87,000 hours of 
flight time. More than 32,000 patients have been trans¬ 
ported in the Maryland system (through 1987). (Since 
1972, over 400,000 patients have been transported in 
hospital-based systems nationwide, most of them inter¬ 
hospital transfers. 12 ) Since most fatal accidents occur 
on landing or take-off, the number of flight missions is 
actually a more accurate record of safety than the 
number of flight hours. Each Med-Evac mission usually 
involves at least two take-offs and two landings. 

Four helicopter accidents occurred during the first 16 
years of the system’s operation. In 1971, a Med-Evac 
helicopter responding to a highway crash was damaged 
when it collided with an overhead wire; there were no 
fatalities. In the following year, while on a mission to 
save a victim of an overdose, a helicopter went down in 
fog over the Chesapeake Bay, killing the two crew 
members. Another helicopter and its crew of two were 
lost in 1973 while hovering at low altitude on a routine 
law enforcement mission. The cause of all three inci¬ 
dents was pilot error. 

These events led to the establishment of a training/ 
safety section and a maintenance section within the 
MSP Aviation Division. 13 No helicopter accidents oc¬ 


curred in the subsequent 13 years. During this period 
(1973 to 1985) MSP flight crews completed over 25,400 
flights to medical facilities and more than 124,000 total 
missions. 

In January 1986, Maryland’s fourth helicopter crash 
occurred, killing the two members of the flight crew. 
They were returning to their home base in Frederick 
after delivering a gunshot victim to the MIEMSS Shock 
Trauma Center. Rain, fog, and poor visibility created 
very poor flying conditions. The National Transporta¬ 
tion Safety Board cited weather and pilot error as 
causes of this crash. No evidence of mechanical or 
technical failure was found. 14,15 

While these losses were certainly tragic events in our 
state’s aeromedical history, the overall safety record of 
the Maryland system is exemplary. Between 1975 and 
1985, the national fatal accident rates for aeromedical 
flights and commercial helicopters were 6.5 and 2.2, 
respectively, per 100,000 flying hours. 4 During the re¬ 
cent period from 1980 through 1985, the fatal accident 
rate (involving one or more deaths) for commercial 
EMS helicopters was 5.40 per 100,000 flying hours. 
This was almost 3.5 times higher than the 1.60 rate for 
non-EMS commercial flights operating under the same 
flying regulations and using the same general types of 
helicopters. 16 

According to the National Transportation Safety 
Board, between 1977 and 1979, the mean rate of occur¬ 
rence of rotocraft accidents was 13.4 per 100,000 flying 
hours. 17 From 1980 through 1985, the commercial EMS 


Table. Summary of Helicopter Missions and Flight Times in Maryland 


Number of Patients 




Transported 


Number of 

Flight Time 

Flight Time 





Other 

(hrs) for 
Med-Evacs 

(hrs) for Other 
Missions 

Total Flight 
Time (hrs) 

Year 

Scene 

Hospital 

Total 

Missions 

1970 

98 

99 

197 

2,340 

130.3 

1,824.1 

1,954.4 

1971 

155 

236 

391 

6,409 

362.2 

3,220.3 

3,582.6 

1972 

307 

409 

716 

8,166 

724.1 

3,764.0 

4,488.1 

1973 

389 

451 

840 

7,220 

754.9 

2,703.2 

3,458.1 

1974 

488 

563 

1,051 

6,948 

1,070.6 

2,724.0 

3,794.6 

1975 

545 

553 

1,098 

6,492 

1,114.4 

2,428.2 

3,542.6 

1976 

751 

681 

1,432 

8,016 

1,360.2 

2,581.5 

3,941.7 

1977 

715 

579 

1,294 

6,151 

1,309.3 

2,645.7 

3,955.0 

1978 

849 

669 

1,518 

7,964 

1,565.1 

3,332.9 

4,898.0 

1979 

1,112 

680 

1,792 

8,067 

1,664.4 

3,142.0 

4,806.4 

1980 

1,474 

804 

2,278 

8,131 

2,044.0 

2,871.4 

4,915.4 

1981 

1,653 

803 

2,456 

7,692 

2,159.7 

2,792.9 

4,952.6 

1982 

1,710 

825 

2,535 

7,452 

2,215.5 

2,858.9 

5,074.4 

1983 

1,925 

932 

2,857 

8,371 

2,486.2 

3,414.1 

5,900.3 

1984 

2,100 

858 

2,958 

8,924 

2,995.2 

3,273.6 

6,268.8 

1985 

2,475 

876 

3,351 

7,379 

2,839.0 

3,835.3 

6,674.3 

1986 

2,316 

709 

3,025 

4,362 

3,648.4 

3,149.5 

6,797.9 

1987 

2,315 

668 

2,983 

5,634 

3,940.4 

3,864.3 

7,804.7 

Totals 

21,377 

11,395 

32,772 

125,718 

32,383.9 

54,425.9 

86,809.9 


Source: Data from Maryland State Police Aviation Division 
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helicopter industry had an accident rate almost twice 
that of non-EMS missions, being 12.34 and 6.69, re¬ 
spectively. 16 

Maryland’s accident and fatal crash rates were 0 
during the 10 years from 1975 through 1985. In the 13 
years after the establishment of the safety program in 
1973, there were no helicopter accidents or fatalities 
during 25,397 Med-Evac missions (23,578.5 flying 
hours) in the state (Table). 

Factors Contributing to Maryland’s 
Record of Safety 

Crews MSP helicopter flight crews work regular duty 
hours divided into 8-hour shifts. Due to leave, training, 
and sick time, over five crews per helicopter are required 
for each section that operates 24 hours per day. To 
avoid fatigue, sections operating 24 hours per day are 
assigned six pilots and six medical personnel for each 
helicopter. These staff ratios contrast to those of hos¬ 
pital-based systems, which often employ fewer flight 
members, who must work long hours under very stress¬ 
ful conditions. 4,5,8,18-21 

In its report of 59 commercial EMS helicopter crashes 
that occurred between May 11, 1978, and December 3, 
1986, the National Transportation Safety Board noted: 
“While it is difficult to substantiate, it is reasonable to 
believe that many of these accidents could have in¬ 
volved pilot fatigue as a contributing factor.” 16 Other 
than the Maryland State Police operation, before 1987 
no EMS helicopter program used more than three crews 
to staff 24-hour-per-day operations. At the end of that 
year, over 50 percent of such operations had staffing 
patterns of four or more crews for each aircraft. 22 

The strategic location of helicopter bases throughout 
Maryland provides backup services as needed. The mul¬ 
tiple uses of Med-Evac helicopters, as described earlier, 
provide variety in the responsibilities of flight crew 
members. These factors reduce the stress and fatigue 
that have been reported by crews in hospital-dedicated 
single-mission systems. 

Competition Competition among hospitals for pa¬ 
tients transported by air is eliminated in Maryland by 
categorization. Med-Evac missions are dispatched by 
the Systems Communications Center (SYSCOM) ac¬ 
cording to the echelons-of-care concept and established 
specialty consultation protocols. The public service sys¬ 
tem is therefore oriented to patient transport from the 
scene of accident to the most appropriate definitive care 
center. 21 

The first hospital-based helicopter program in the 
United States started in 1972. 24 By 1985, over 100 such 
programs had been established. 25 The number increased 


by 10 percent during 1987. During that year, 18 new 
programs began while 4 ceased to operate. The net gain 
of 14 brought the total number of hospital-based pro¬ 
grams to 149. 26 This growth has fostered competition, 
which is fierce at times, for patients and the revenue 
that their care generates. 6,19,27,28 

Costs Because the MSP Aviation Division fulfills a 
variety of responsibilities, resources are shared among 
various agencies, and expensive equipment, services, 
and personnel are not duplicated. 

The cost of one Med-Evac mission in Maryland in 
1985 was $603.50; the national average for a hospital- 
based mission was $1,000. 28,29 The annual cost of oper¬ 
ating a hospital-based helicopter is estimated to be 
$ 1 , 000 , 000 . 3 ° 

In Maryland, a Med-Evac mission averages 51 min¬ 
utes, within the “Golden Hour.” 31 The location of heli¬ 
copters near population centers throughout the state is 
a major contributing factor to the achievement of this 
rapid transport time. 

A hospital-based helicopter flies an average of two or 
three missions per day, 7,19 with an average flight time 
of less than two hours per mission. 29 Therefore, these 
vehicles are used only about six hours per day, or at 25 
percent of capacity. This correlates with the recovery 
of only 25.7 percent of annual direct operating costs of 
these systems from patient transport charges. 

Insurance premium costs for the Maryland Med-Evac 
system are comparatively lower because the service is 
provided by a highly disciplined police organization. 

Conclusion 

The regionalized Med-Evac helicopter program in 
Maryland provides life-saving transportation to criti¬ 
cally ill and injured people in the state. The Maryland 
emergency medical services system is designed to min¬ 
imize transport time and to deliver patients to the 
medical facility most appropriately staffed and 
equipped to meet their treatment needs. A review of the 
helicopter program during its first 18 years of operation 
demonstrates that this public service is being provided 
in a safe and efficient manner. 

References 

1. “Weather Cited in Copter Crash.” Washington Post, Jan 21, 
1986. 

2. “Editorial: Foul-Weather Crash.” Baltimore Sun, Jan 22, 1986. 

3. “Pilots Question Safety for State Medevac.” Baltimore Sun, 
Feb 5, 1986. 

4. “Hospital Copter Crashes Worry Officials.” Am Med News, 
Apr 18, 1986. 

5. Oliver, M. “Hospital Helicopter Service Benefits Alabama.” 
Durham Herald, Chapel Hill Newspaper, Oct 1, 1986 (reprinted from 


Vol 37, No 7 MMJ 523 



What 

will you tell her 
about 
screening 
mammography? 

Many of your patients will hear about 
screening mammography through a program 
launched by the American Cancer Society and 
the American College of Radiology and they 
may come to you with questions. What will 
you tell them? 

We hope you'll encourage them to have a 
screening mammogram, because that, along 
with your regular breast examinations and 
their monthly self examinations, offers the 
best chance of early detection of breast cancer, 
a disease which will strike one woman in 10. 

If you have questions about breast cancer 
detection for asymptomatic women, please 
contact us. 
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Acute Management of Cervical Spinal Cord Injury 

FRED H. GEISLER MD, PhD 


Treatment of cervical spinal cord injury is controversial in terms of the type and 
timing of medical and surgical therapy. Attention to initial resuscitation, the use of 
vasopressor agents during the first 72 hours following injury, and critical care man¬ 
agement to prevent complications that contribute to morbidity form the fundamental 
care plan for the victim of spinal cord injury. The focus now is on improving neurologic 
outcome. 


Approximately 200,000 people in the United States 
have spinal cord injuries (SCI), and approximately 
20,000 new injuries occur annually; most of the new 
victims are between 18 and 30 years old. The lifetime 
cost of paraplegia for such a patient can exceed a million 
dollars in medical support and lost wages. The mecha¬ 
nism of injury, mechanical damage, and clinical spec¬ 
trum of SCI vary greatly. Some injuries involve massive 
transverse mechanical disruption of all neurologic tis¬ 
sue in the spinal cord; it is unlikely that any medical, 
surgical, or pharmacologic intervention can improve 
neurologic recovery and prevent lifelong disability in 
these instances. However, in most cases, the mechanical 
injury to the spinal cord is more limited, and a portion 
of the nervous tissue damage appears to result from 
secondary processes, for example, the local biochemical 
derangements or the systemic hemodynamic conse¬ 
quences of the injury. These secondary processes can 
be alleviated by medical or surgical therapy. Antago¬ 
nists of the endogenous opioid peptides (such as nal¬ 
oxone and thyrotropin-releasing hormone [TRH]) are 
promising new agents for the pharmacologic resuscita¬ 
tion of the injured spinal cord and ultimately may be 
shown to improve the neurologic outcome following 
SCI. 1 

Although treatment of spinal cord injury varies from 
the North American preference for early stabilization 
to the European preference for a nonsurgical approach, 
neither approach has been proved scientifically better. 
Despite differences in the specific medical and reha¬ 
bilitative protocols used, superior results seem to occur 
at high-volume, specialized centers that have multidis¬ 
ciplinary teams consisting of experienced physicians, 
nurses, and paraprofessionals managing the care phases 
from initial diagnosis and acute treatment through 
rehabilitation and long-term follow-up of complications 
secondary to the injury and/or pathologic processes at 
the injury site. 

As the statewide referral center for SCI, the Shock 
Trauma Center of the Maryland Institute for Emer¬ 
gency Medical Services Systems (MIEMSS) admitted 


Dr. Geisler is a former Assistant Professor, Division of Neurosur¬ 
gery, University of Maryland, and Clinical Director, Division of 
Neurosurgery, Shock Trauma Center, MIEMSS. He is currently Chief 
of Neurosurgery, Patuxent Medical Group, Columbia, MD. Reprints: 
Fred H. Geisler MD, 7106 Long View Rd., Columbia, MD 21044. 


230 spinal-cord-injured patients during the 1986 fiscal 
year; of these, 149 had cervical spinal injuries. Of the 
230 patients, 113 patients had a neurologic deficit: 49 
being neurologically complete and 64 with one of the 
incomplete spinal cord syndromes. One hundred ten 
surgical procedures were performed on these patients 
for decompression and stabilization. The acute physio¬ 
logic management and rapid reduction of cervical frac¬ 
tures follows established, but continuously evolving, 
protocols that have not yet undergone the scrutiny of 
randomized prospective studies. However, MIEMSS 
clinicians believe the protocols used at our institution 
not only provide the best initial physiologic manage¬ 
ment but also may improve the patient’s neurologic 
outcome if initiated within 6 to 8 hours postinjury. 

Care Phases 

The diagnosis and acute management of SCI can be 
divided into six separate phases: initial assessment and 
immobilization, medical management, anatomic align¬ 
ment, radiologic diagnostics, surgical decompression, 
and stabilization. 2-6 

Initial Assessment and Immobilization The first care 
phase begins in the field. Prehospital personnel identify 
patients with possible SCI by utilizing a high index of 
suspicion and an initial field screening and neurologic 
examination for motor and sensory deficits in all four 
extremities. Following a protocol-based procedure for 
splinting and immobilizing the spine they then place 
the patient on a backboard with his/her head and neck 
immobilized in a neutral position with appropriate de¬ 
vices such as a cervical collar and tape. The major goal 
during this field management is to reduce the risk of 
neurologic deterioration from repeated mechanical in¬ 
sults to the spinal cord; flexion of the neck offers the 
greatest potential for additional damage. 

However, maintenance of an airway and adequate 
ventilation during assessment and transport must su¬ 
percede the goal of total neck immobilization; reluc¬ 
tance to move the neck of a patient with an identified 
or possible SCI with respiratory embarrassment may 
result in inadequate ventilation and eventual respira¬ 
tory arrest. In response to this apparent dilemma, many 
emergency medical service protocols include field or 
immediate emergency room intubation of a patient with 
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identified airway compromise. When the patient re¬ 
quires intubation, in-line manual traction often facili¬ 
tates rapid placement of the endotracheal tube without 
overly compromising the spinal cord’s immobility. 

Medical Management The second care phase involves 
the medical support necessary to reverse the physiologic 
changes that occur acutely as a consequence of cervical 
spinal cord injury. A severe cervical spinal cord injury, 
as evidenced by a major motor and sensory deficit below 
the level of the injury, physiologically interrupts the 
outflow of the entire sympathetic nervous system as it 
passes through the cervical spinal cord before it exits 
in the thoracic region. This interruption causes loss of 
vascular tone and of the body’s ability to accelerate the 
heart rate, which in turn results in the body’s inability 
to maintain normal blood pressure. Patients in neuro¬ 
genic shock typically present with hypotension and 
bradycardia, a state differing from that of hypovolemic 
hypotension associated with blood loss from other in¬ 
juries because of the absence of tachycardia. The hy¬ 
potension associated with the neurogenic shock of SCI 
usually can be reversed with a small dose of dopamine 
(3 to 5 /Ltg/kg/min), which can be adjusted to maintain 
a mean blood pressure of 80 to 90 torr in a previously 
normal, young, healthy individual. (See details of this 
care phase below.) 

Anatomic Alignment The third phase involves rees¬ 
tablishing bony alignment of the spinal column to re¬ 
move any direct mechanical compressive forces on the 
spinal cord or roots that could increase pressure in the 
local neurologic tissues; in almost all cases, this goal 
can be accomplished with Gardner-Wells cervical trac¬ 
tion or Halo vest immobilization. MIEMSS neurosur¬ 
geons believe that relieving this pathologically in¬ 
creased tissue pressure within hours of injury, along 
with the treatment of neurogenic shock, enhances tissue 
perfusion at the site of spinal cord damage and may 
well improve ultimate neurologic outcome. 

Radiologic Diagnostics The fourth care phase involves 
detailed, diagnostic radiologic procedures to define the 
bony damage and to verify decompression of the spinal 
cord and all nerve roots. Most patients at our institution 
undergo cervical myelogram via a C1-C2 puncture with 
a water-soluble contrast agent, followed by a high- 
resolution computerized tomography (CT) scan that 
includes sagittal reconstructions. Occasionally, mag¬ 
netic resonance imaging (MRI) is used to supplement 
the initial radiologic evaluation. The CT-myelogram 
provides superb bone detail of the fracture site and the 
anatomic relation of fractured or dislocated fragments 
to the spinal cord, whereas MRI occasionally provides 


better images of anterior disc, posterior ligamentum 
flava, or spinal cord contusion.' 

Surgical Decompression The fifth phase comprises an 
emergency surgical decompression of any mechanically 
compressed neurologic elements disclosed by the radio- 
logic studies that were not decompressed by the ana¬ 
tomic bony alignment procedure of phase 3. The major¬ 
ity of the cases are bilateral locked facets that cannot 
be reduced with traction. 

Stabilization The sixth and final care phase relates to 
mechanical stabilization of the spinal column to obtain 
vertical stability and to prevent reinjury of the spinal 
cord from repeated movement of the unstable bony 
elements. The stabilization technique is individualized 
for each fracture and its expected instability. The tech¬ 
niques include internal stabilization, external splinting, 
and prolonged cervical traction. 

These six steps strive to accomplish the following in 
the acute management of a patient with cervical spinal 
cord injury: 

• provide initial cardiopulmonary management, im¬ 
mobilization, and careful transportation in order 
to deliver the patient with the least possible SCI 

• enhance blood flow to the injured spinal cord both 
by reversing initial systemic hypotension and by 
decreasing any increase in spinal cord tissue pres¬ 
sure secondary to mechanical compression by dis¬ 
placed bone or tissue 

• prevent reinjury to the already injured spinal cord 
by mechanically stabilizing the unstable fracture/ 
dislocation, allowing routine nursing care of the 
other injuries. 

Initial Neurologic Assessment 

Motor and sensory functions in all four extremities 
need to be clearly documented at the time of injury as 
well as on admission to the medical facility to provide 
a baseline for determining subsequent neurologic dete¬ 
rioration or improvement. Any complaint of neck pain, 
back pain, or muscle spasm may indicate a spinal col¬ 
umn injury without neurologic deficit. Patients with 
these conditions require serial radiologic and neurologic 
evaluations. If the cervical muscle spasm is severe and 
the neutral position radiologic studies demonstrate an¬ 
atomic alignment, then flexion-extension lateral cervi¬ 
cal radiographs are required several days postinjury to 
uncover any potential posterior ligamentous injury that 
can leave an unstable cervical spine when the muscle 
spasm subsides. 

The neurologic assessment in SCI is derived from a 
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detailed motor and sensory examination. Of particular 
note are the pin sensations in the sacral dermatomes 
around the rectum and voluntary rectal tone. Their 
presence is synonymous with the presence of sacral 
sparing, which may be the only remaining neurologic 
function in an incomplete cervical spinal cord lesion. 
Its presence changes the patient category from complete 
to incomplete neurologic injury, an essential diagnostic 
distinction since many patients with incomplete lesions 
tend to have at least partial recovery of neurologic 
function, whereas those with complete spinal cord le¬ 
sions, as a general rule, do not have significant neuro¬ 
logic recovery. 

Consistency of spinal cord assessment is important, 
particularly in noting subtle changes in sensation and 
motor function. The American Spinal Injury Associa¬ 
tion (ASIA) has developed a motor assessment system 
that provides a numerical grading system to document 
improvement or deterioration in function. 8 It tests five 
key muscles in each limb and grades the motor re¬ 
sponses on a scale of 0 to 5 (0 representing total 
paralysis and 5 representing normal function). The 
motor score is the sum of the strengths of all muscles 
(0 representing complete quadriplegia and 100 repre¬ 
senting normal muscle function). Using this type of 
indexing, all patient care providers (including physical 
therapists and nurses) can accurately and consistently 
document patients’ status. 

Initial Medical Management 
at MIEMSS Shock Trauma Center 

Although treatment priorities for the multitrauma 
patient mandate management of life-threatening inju¬ 
ries as the first priority, the displaced spinal column 
often can be reduced rapidly with cervical traction and 
stabilized while any required multisystem work-up and 
surgery/treatment are ongoing. 

Goals The initial management goals in SCI are to 
preserve the neurologic function present on arrival and 
to reverse the presenting neurologic deficits. All pa¬ 
tients, despite the severity of the initial injuries, are 
presumed to have incomplete spinal cord injuries with 
a potential for recovery until serial neurologic exami¬ 
nations over 72 hours document irrecoverable motor 
and/or sensory loss. 

The initial medical management goals include main¬ 
taining arterial blood gases and vital signs in the normal 
range. A patient presenting clinically with C5 quadri¬ 
plegia requires close respiratory status monitoring 
(tidal volume, vital capacity, and/or negative inspira¬ 
tory force). Such a patient often has adequate sponta¬ 
neous breathing immediately after the injury but will 


then tire or undergo a change in neurologic level within 
4 to 12 hours, requiring intubation and mechanical 
assistance for adequate ventilation. Serial monitoring 
of respiratory parameters provides early identification 
of these impending problems for appropriate interven¬ 
tion before a major respiratory crisis occurs. 

Patient and Incident History A detailed history (from 
prehospital personnel and family members) is obtained 
both as a indication of mechanism of injury and for 
medicolegal implications. Knowledge of the type of 
traumatic incident (motor vehicle, motorcycle, diving, 
gunshot wound, or fall), thereby identifying the proba¬ 
ble mechanism of injury, often assists in determining 
the type of injury. The most common mechanisms of 
injury that result in SCI include forced flexion (motor 
vehicle crashes or posterior blows), flexion with rotation 
(motor vehicle incidents), hyperextension (falls), and 
vertical compression (axial loading, diving accidents); 
these mechanisms can occur singly or in combination. 
Penetrating wounds from gunshots or stabbings can 
pierce the spinal cord, causing mechanical disruption 
of the spinal cord tracts; a bullet passing near the spinal 
cord can cause cord concussion, producing a transient 
or permanent neurologic deficit. 

Immediate Interventions On arrival at the Shock 
Trauma Center, patients with cervical spinal cord in¬ 
jury are managed initially by a traumatology/anesthe- 
siology team, which performs the initial resuscitation 
and multitrauma evaluation; this protocol-based system 
of medical management includes a lateral cervical spine 
radiograph (Figure 1) with at least one view showing 
inferior to C7. 5 (After a diagnosis of cervical fracture or 
SCI, the patient is typically maintained in cervical 
traction during the entire admission phase, including 
all radiologic studies.) Concurrently, consultations from 
the neurosurgery, orthopedic, and critical care teams 
are obtained. If a cervical fracture/dislocation or spinal 
cord injury is identified, a complete radiologic investi¬ 
gation of the entire spinal column is performed in 
addition to the lateral cervical spinal x-ray. 

Two large-bore intravenous catheters, a Foley cath¬ 
eter, and a nasal gastric tube are inserted in each SCI 
patient for evaluation and management; a Swan-Ganz 
catheter is also inserted in a SCI patient with neurologic 
deficit. Baseline laboratory work-up includes a com¬ 
plete blood count, electrolytes, amylase, clotting profile, 
type and cross, urinalysis, arterial blood gas, and elec¬ 
trocardiogram. 

In addition to diagnosing spine and/or cord injury, 
the goal of the initial diagnostic work-up of the patient 
with multiple trauma is to identify other life-threaten¬ 
ing injuries, including those involving the brain, the 
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chest, and the abdomen. Such injuries, which are often 
occult, 9 can be identified rapidly using a few diagnostic 
maneuvers. In addition to a physical examination and 
a lateral c-spine roentgenogram, chest and pelvis roent¬ 
genograms are obtained. A head CT scan and a diag¬ 
nostic peritoneal lavage or CT scan of the abdomen 
complete the initial diagnostic assessment of the pa¬ 
tient sustaining blunt trauma insults. 5,10 Usually, pa¬ 
tients with cervical spinal cord injuries as a result of 
motor vehicle or industrial incidents have multisystem 
injuries, whereas victims of diving injuries do not. 5 

If a cervical fracture/dislocation is identified and is 
potentially reducible with traction (as the majority are), 
Gardner-Wells or Halo traction is applied and a rapid 
bony reduction/realignment with progressively increas¬ 
ing weights under radiographic control is performed. 



Figure 1. Initial lateral cervical radiograph demonstrating a C6-C7 
fracture-dislocation with the body of C6 displaced anterior and then 
inferior to the body of C7. Also evident are extensive fractures of the 
posterior element of C6. 


After obtaining optimal closed reduction of the cervical 
fracture/dislocation, as determined by x-ray film, a Cl- 
C2 Iohexol myelogram is performed (Figure 2), followed 
by a CT-myelogram. The initial reduction is performed 
on a Stryker frame, and the patient undergoes CT 
scanning on a Sukhoff transportation device, thus min¬ 
imizing the likelihood of additional mechanical damage 
to the spinal cord during the diagnostic-resuscitation 
phase of the care and ultimately improving neurologic 
outcome. Bone and soft tissue compressing the spinal 
cord or roots, as determined by the CT-myelogram, are 
surgically removed on an emergent basis, at which time 
internal stabilization and fusion are also performed. 

Secondary Interventions Patients without mechanical 
compression of nervous tissue on the CT-myelogram 



Figure 2. After reduction with cervical traction, the CT-myelogram 
demonstrates free flow of the water-soluble intrathecal dye (intro¬ 
duced by C1-C2 puncture) past the fracture-dislocation site. 
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are maintained with external stabilization until internal 
stabilization (Figure 3) is performed or definitive exter¬ 
nal stabilization (for example, Halo vest or Yale brace) 
is applied, typically one to two days postinjury unless 
other injuries preclude cervical surgery. Since rapid 
stabilization of unstable cervical spine fractures allows 
safe, early mobilization, it also decreases medical com¬ 
plications secondary to immobilization. 

During the first 72 hours following SCI, the patients 
receive a “hemodynamic push,” in which the mean 
arterial blood pressure is maintained between 80 and 
90 torr with the cardiac output maintained in a normal 
to high-normal (1.5 times the normal output) range. 
Inotropic support with dopamine or dobutamine is usu¬ 
ally necessary to attain these physiologic goals of med¬ 
ical support. The hemodynamic push is believed to 



Figure 3. Anterior internal stabilization with the Casper screw and 
plate technique. Note the iliac crest bone plug between C6 and C7 to 
obtain lifelong bony fusion at the fracture-dislocation site. 


enhance spinal cord perfusion during the neurogenic 
shock state, which begins at the time of the injury. The 
cardiovascular parameters are carefully monitored and 
maintained throughout induction of anesthesia and 
during surgery in those patients requiring early spinal 
decompression or stabilization or during any emergency 
surgery necessary within the first 72 hours following 
injury. Each SCI patient receives a short course of 
steroid therapy (a 250-mg IV bolus of methylpredniso- 
lone followed by 125 mg of methylprednisolone every 6 
hours for 72 hours). Although there is controversy as 
to the role of steroids in decreasing spinal cord edema, 
they may be helpful in treating the secondary ischemic 
events immediately following the initial injury. 11 

Clinicians must temper their expected ultimate out¬ 
come goals from spinal cord resuscitation and rapid 
spinal cord alignment with the realities of neurologic 
injury. Spinal cord injury, like head injury, can be 
divided into primary and secondary damage. The pri¬ 
mary neurologic damage is destruction of tissue from 
either mechanical or ischemic insult between the time 
of the injury and initial medical care; it results in a 
permanent neurologic deficit. Although there is cur¬ 
rently no way to alter this damage, nerve grafting in 
the future may be able to bridge the damaged spinal 
cord segment. Secondary damage to the spinal cord 
occurs after the insult and is caused by a combination 
of delayed swelling, continuous mechanical reinjury to 
the injured spinal cord segment, anoxia, low perfusion 
to the injured spinal cord segment, and/or release of 
endogenous factors (for example, free radicals, cate¬ 
cholamines, arachnoidal acid metabolites, changes in 
glucose utilization, oxygen utilization, and calcium flux) 
during the first hours after the insult. 11 

Antagonism of these factors could limit the extent of 
the secondary injury and improve the ultimate neuro¬ 
logic outcome—ideas currently under investigation. For 
example, a randomized, prospective, double-blind study 
to test the efficacy of GM-1 ganglioside (an important 
neuronal component) in ameliorating secondary injury 
and improving ultimate outcome is nearing completion 
at our institute. Elsewhere, multiple animal experi¬ 
ments on SCI have demonstrated that endogenous 
opioids are released following trauma to the spinal cord, 
contributing to delayed injury of the damaged spinal 
cord tissue by reducing microcirculatory blood flow, 
among other effects. If this theory is correct and can be 
extrapolated to clinical situations of traumatic SCI in 
humans, then endogenous opioids contribute to the 
posttraumatic ischemia and tissue damage character¬ 
istic of traumatic spinal cord injury. Promising results 
have been achieved with the use of naloxone, an endog¬ 
enous opioid antagonist, in animal studies involving 
spinal cord injury. TRH acts in vivo as a partial physi- 
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ologic antagonist of endogenous opioids, appears to 
block the secondary damage to the tissues following 
spinal cord injury, and is currently the most promising 
new agent in the attempt to improve ultimate neuro¬ 
logic outcome. 1,11 

Pathophysiologically, when the spinal cord is injured 
by either mechanical or ischemic insult, the damaged 
area begins centrally in the gray matter and spreads 
centrifugally outward as the force of the impact in¬ 
creases. Within the first 15 to 30 minutes, the central 
gray matter is disrupted and small hemorrhages appear. 
This damage appears to be primary and thus irreversi¬ 
ble. However, the peripheral white matter tracts are a 
low metabolic demand region and their ultimate demise 
may take hours to a few days. Animal experiments of 
SCI indicate that spinal cord blood flow is a predictor 
of viability in that the subjects with increased blood 
flow in the white matter tended to recover, whereas 
those with decreased blood flow in the white matter go 
on to physiologic transection of the spinal cord. 4 The 
pathophysiologic spinal cord changes located centrally 
in the animal experiments have been verified by the 
imaging techniques of CT scan, MRI, and interopera¬ 
tive ultrasound at our institution. 12 

Conclusion 

The treatment of cervical spinal cord injury remains 
controversial in terms of the type and timing of medical 
and surgical therapy. Basic physiologic support com¬ 
bines mechanical reduction/stabilization of the bony 
instability. This appears to allow the greatest chance 
for maximal recovery of neurologic function. Attention 
to initial resuscitation, the use of vasopressor agents 
during the first 72 hours following injury, and critical 
care management to prevent complications that con¬ 
tribute to morbidity form the fundamental care plan 


for the victim of SCI. Research has now turned its focus 
to improving neurologic outcome. Pharmacologically 
active agents such as GM-1 ganglioside and opiate 
antagonists may be demonstrated in clinical studies to 
yield superior neurologic outcome following spinal cord 
injury. 
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The Trauma Anesthesiologist 

CHRISTOPHER M. GRANDE MD, JOHN K. STENE MD, PhD, 
and CHARLES R. BARTON CRNA 


An anesthesiologist with supplemental knowledge and skills in traumatology, emer¬ 
gency medicine, and critical care is a concept whose time has come. At a trauma center, 
the Trauma Anesthesia/Critical Care Specialist (TA/CCS) performs unique functions 
compared with other medical specialists and anesthesia subspecialists. Analysis of the 
significant differences between the trauma patient population and other groups of 
patients indicates the need for a dedicated anesthesiologist, specializing in traumatic 
disease, to be a member of the trauma team. 


It is only recently that trauma, as a specific disease 
entity, has received the attention it deserves. Traumatic 
injury accounts for the greatest proportion of deaths 
between the ages of 1 and 38 years. 1 Trauma ranks 
fourth as the cause of death in all age groups, surpassed 
only by malignancy, cardiovascular disease, and stroke. 
Recognition of the these facts by the medical commu¬ 
nity, governments, and the general public has caused 
trauma to become associated with such terms as “the 
disease of the twentieth century,” “therapeutic vac¬ 
uum,” and the “neglected disease of modern society.” 2,3 
In fact, now trauma may be correctly classified as 
epidemic. 4 Trauma has become a “hot ticket” for all 
health care delivery industries (medicine, nursing, 
emergency services) as the finding that dedicated 
trauma care lowers the morbidity and mortality due to 
injury has been well established. ’ Because our modern 
lifestyle seems to promote violence and injury, the need 
for high quality trauma care is projected to increase. 
Civil violence (such as terrorist acts) and injury (related 
to increased numbers of handguns and higher speed 
limits) surely will continue to increase the incidence of 
trauma. 4 

Anesthesiologist’s Role 

An emerging concept in dedicated trauma care deliv¬ 
ery is that of a physician whose basic postgraduate 
training is in anesthesiology and who devotes a majority 
of his or her professional efforts to the care of trauma 
victims. Since such care does not begin or end in the 
operating room (OR), specialization in critical care is 
also part of the required expertise. This has led to the 
development of the terms “Trauma Anesthesia/Critical 
Care Specialist” (TA/CCS) and “Trauma Anesthesiol¬ 
ogist.” 

Although early TA/CCSs learned by doing, special¬ 
ized fellowships in trauma anesthesiology and critical 
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care are now offered at a few select centers. The first 
was offered at the specialized Shock Trauma Center of 
the Maryland Institute for Emergency Medical Services 
Systems (MIEMSS). Specific responsibilities of an 
anesthesiologist with the appropriately supplemented 
training are being delineated within trauma centers 
(TCs). For example, at the MIEMSS Shock Trauma 
Center it is protocol that a TA/CCS attached to the 
trauma team is the first person to receive the trauma 
patient being delivered by helicopter or land ambulance. 
Elsewhere in the United States, the abilities of the TA/ 
CCS are used to transport the seriously ill from the 
field to the TC or from one center to another aboard 
specially equipped aircraft. 6 

Guidelines developed by the Joint Commission on 
Accreditation of Hospitals require that for a hospital to 
be designated a level 1 TC (the highest level of care) 
24-hour in-house coverage by anesthesiologists trained 
specifically in trauma must be provided. 7,8 A small cadre 
of TA/CCSs exists in the United States. These special¬ 
ists are involved in the education of dedicated trauma 
care providers. 

In May 1988 the MIEMSS Anesthesia Department 
sponsored the First Annual Trauma Anesthesia and 
Critical Care Symposium, a significant milestone in the 
development of professional recognition of TA/CCSs. 
Inevitably, a formal society of dedicated TA/CCSs will 
form. Thus, within the United States, the anesthesiol¬ 
ogist, as the TA/CCS, has begun to assume a rightful 
role alongside the traumatology surgeon to combat trau¬ 
matic disease. 

Retrospectively, these developments are only logical. 
Cardiac patients are treated by a group of medical 
specialists who devote most of their time to the man¬ 
agement of those diseases: cardiologists, cardiac sur¬ 
geons, and cardiac anesthesiologists. Similarly, there 
are neuroanesthesiologists, pediatric anesthesiologists, 
obstetric anesthesiologists, and anesthesiologists who 
devote most of their time to critical care medicine. 

Perhaps part of the reason for the delayed develop¬ 
ment of the TA/CCS within the United States is that 
trauma traditionally has been considered a surgical 
disease. In stark contrast, European care of the trauma 
patient is directed in all stages by an anesthesiologist 
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or a specialist whose basic postgraduate training is in 
anesthesiology. The so-called Anesthesia and Resusci¬ 
tation, Anesthesia and Critical Care, and Anesthesia 
and Reanimation Departments supervise the adminis¬ 
tration of emergency medical services (EMS) both in¬ 
side and outside the hospital and are responsible for 
the education ofparaprofessionals. 9 11 In 1962, the chief 
of anesthesia at the Birmingham Accident Hospital in 
England wrote 

It is contended that the anaesthetist can usefully become a fully 
integrated member of the team treating injured patients, not 
only in the operating theatres, but in the management of respi¬ 
ratory and circulatory problems; in resuscitation; in the relief of 
pain; and in a number of diagnostic and therapeutic procedures 
in which the techniques of anaesthesia can be helpful. 12 

The TA/CCS often directs the perioperative care of 
the critically injured, because this specialist is the only 
person qualified to perform this combined anesthesia/ 
critical care function both in and out of the operating 
room. This is reasonable, since anesthesiology is the 
perioperative medical management of the surgical pa¬ 
tient. If one considers that as many as 90 percent of 
trauma patients initially do not require a surgeon, then 
the anesthesiologist who has received specialized train¬ 
ing in intensive care medicine, trauma management, 
and field medicine is a key “Life Support Physician.” 13,14 
As stated by R Adams Cowley MD, a pioneer in trau¬ 
matology and Director of MIEMSS, 

hypoxia, the destroyer of all life, insidiously tears down the 
biochemical energy-transducings systems so necessary for sur¬ 
vival. Therefore, the message is to prevent hypoxia; maintain 
ventilation, control the hemorrhage, and maintain optimal tissue 
perfusion. 15 

The anesthesiologist has an intimate, ongoing interest 
in preventing hypoxia and providing optimal tissue 
oxygenation. 

Formalized Training for TA/CCS 

What sort of training, education, and experience 
must the TA/CCS possess to perform optimally? The 
same basics required of other physician anesthesia prac¬ 
titioners are needed: a clinical base year (internal med¬ 
icine, surgery, pediatrics, obstetrics/gynecology, or flex¬ 
ible internship), followed by two to three years of clin¬ 
ical anesthesia training with exposure to a wide range 
of patient populations and techniques. This should 
include adequate experience with neurological, cardi- 
othoracic, pediatric, and general surgery cases under 
controlled, elective conditions. There also should be 
exposure to the trauma surgeries admitted to the par¬ 
ticular teaching hospital. A significant proportion of 
the time must be spent in intensive care settings, where 
valuable experience with the various aspects of critical 


care medicine can be acquired. Coronary care, medical, 
surgical, neurosurgical, cardiothoracic, pediatric, and 
neonatal intensive care units (ICUs) are excellent train¬ 
ing grounds. 

At the end of this basic training, candidates inter¬ 
ested in pursuing a career as a TA/CCS should be 
comfortable with giving a general or regional anesthetic, 
should be proficient in the placement and interpreta¬ 
tion of various invasive hemodynamic monitoring sys¬ 
tems, and should possess a solid foundation in advanced 
techniques of airway management and the principles of 
cardiopulmonary-cerebral physiology. At this point, the 
trainee should seek a fellowship in trauma anesthesia 
and critical care at a major trauma center. Only at a 
TC will the TA/CCS trainee find the volume of expe¬ 
rience required to become proficient. Factors influenc¬ 
ing this choice should include (1) the political climate 
for anesthesiologists at the TC (for example, relations 
with surgeons), (2) the functions and responsibilities 
the TA/CCS will assume, and (3) the quality and so¬ 
phistication of both the EMS associated with the center 
and the facilities within it (admitting area, operating 
suites, and critical care areas). 

During the fellowship, the novice TA/CCS will be¬ 
come comfortable with advanced resuscitation/stabili¬ 
zation techniques and more expert in airway manage¬ 
ment and critical care of the trauma patient. Important 
therapeutic skills include the use of vasoactive infu¬ 
sions, invasive cardiac monitoring, state-of-the-art res¬ 
piratory therapy modes (for example, high frequency 
and independent lung ventilation), and nutritional sup¬ 
port. The fellow must gain conceptual knowledge of 
traumatology and emergency medicine, including cer¬ 
tification in advanced trauma life support (ATLS) by 
the American College of Surgeons, Committee on 
Trauma, and involvement with the EMS or field pro¬ 
grams. 16,1 ' Additional training might include elective 
time spent in hyperbaric medicine, infectious disease 
consultation, or research. At the end of the fellowship, 
the TA/CCS should be capable of performing all the 
basic and advanced functions listed in Table 1. 

In this country, there has been recent speculation 
among the well-established TA/CCSs and other trau¬ 
matologists (particularly emergency medicine physi¬ 
cians) regarding the future training programs of both 
specialties. From an anesthesiologist’s perspective (es¬ 
pecially compared to European preparation), TA/CCS 
trainees lack formalized, high-quality, large-volume ex¬ 
posure to particular aspects of a large part of emergency 
medicine practice. Specific examples include perform¬ 
ing diagnostic peritoneal lavage, emergency thoracot¬ 
omy for open cardiac massage, and field experience. 18,19 
On the other hand, most emergency medicine specialists 
recognize their training programs lack sufficient expo- 
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sure to sophisticated airway management (including 
the use of various techniques, equipment, and phar¬ 
macological adjuncts), intraoperative management, and 
postoperative critical care training. 

Thus, it has been proposed that after completing 
required training in their specialty, trainees undertake 
further training in the other track, possibly becoming 
board certified in both specialties. For example, the 
TA/CCS, after completing his or her fellowship, would 
begin training in an emergency medicine program; con¬ 
versely, an emergency medicine specialist would 
undergo anesthesia training. Because both types of 
participants have completed internships and have sev¬ 
eral years’ clinical experience to gain factual knowledge 
and manual dexterity, additional training time could be 
abbreviated. Physicians completing such extensive, rig¬ 
orous training are prepared for the extreme. This is 
especially true considering that, although the emer¬ 
gency room of one TC evaluated over 60,000 patients 
one year, fewer than 1 percent of those patients required 
OR resuscitation. 20 

TA/CCS vs. Other Subspecialty 
Anesthesiologists 

Because of the pathophysiological and epidemiologi¬ 
cal peculiarities of different patient populations and the 
specialized equipment and techniques necessary to op¬ 
timize their management, there are various subspecial¬ 
ties of anesthesiology (for example, cardiac anesthesia). 
The newcomer to this collection is trauma anesthesia. 
Table 2 shows the characteristics of the trauma patient 
population and its management. 

Traumatic disease from motor vehicular incidents, 
which accounts for the largest portion of traumatic 
deaths, has a characteristic occurrence pattern. The 
number of vehicular incidents peaks in July and August 
and remains at an elevated rate until January and 
February, when they occur at the lowest rate. Serious 
motor vehicle crashes occur with greater frequency on 
weekends and at nights. The greatest rate of admissions 
from motor vehicle incidents occurs between midnight 
and 1 a.m. on Sunday. Although data from vehicular 
incidents are more complete than for other types of 
trauma, the MIEMSS experience suggests that all 
trauma peaks on weekend nights in the summer. 

“Trauma anesthesia” and “emergency anesthesia” 
can be mutually exclusive terms. All emergency anes¬ 
thetics performed do not involve trauma, and all trau¬ 
matic injuries do not have to be handled emergently, 
but there is some overlap. At the MIEMSS Shock 
Trauma Center, we have found that trauma is a disease 
that usually requires anesthesia as part of its treatment. 

Trauma patients frequently have multiple system 
injuries, including brain injury causing coma. In fact, 


Table 1. Characteristics of the Trauma 
Anesthesia/Critical Care Specialist 

Mandatory 

• Experienced with a large repertoire of general and regional anes¬ 
thesia techniques for emergency and elective trauma cases 

• Expert in all forms of airway management, especially in emer¬ 
gency situations 

• Expert in resuscitation procedures (peripheral and central venous 
line placement, fluid management) 

• Able to perform functions under adverse conditions and diverse 
locations (for example, in transport vehicles, on helipads) 

• Expert in diagnosis of crucial traumatic conditions (cervical spine 
fractures, pneumothorax) 

• Able to perform simple surgical procedures (cricothyroidotomy, 
intercostal thoracostomy) 

• Familiar with a wide range of specialized trauma care equipment 
(for example, Rapid Infusion System) 

• Comfortable with the range of critical care medicine doctrine and 
management 

• Involved in providing postoperative analgesia (continuous epi¬ 
dural catheters) in various hospital environments (ICU) 

• Background in the theory of traumatology and emergency medi¬ 
cine 

• Knowledgable in use of methodologies to assess clinical trends 
(Glascow Coma Scale, Trauma Score) 

Desirable 

• Able to perform more advanced surgical procedures (for example, 
diagnostic peritoneal lavage, emergency thoracotomy) 

• Experience in hyperbaric oxygen therapy 

• Involved directly with emergency medical services 

• Active in trauma prevention programs 


Table 2. Trauma Patient Population 
Characteristics and Perioperative Management 

• Peak incidence: summer (July), weekend (Saturday), night 

• Often presents with a disease constellation (for example, uncon¬ 
sciousness, increased intracranial pressure, hypoxia, and hypercar- 
bia) 

• Patient identification/history often unknown 

• Large involvement of ethanol and/or other intoxicants 

• “Full stomach” airway considerations 

• Lengthy OR procedures: multiple/serial/simultaneous, diagnostic/ 
therapeutic 

• Frequent development of iatrogenic side effects (for example, com¬ 
plications of massive transfusion) 

• Intraoperative anesthetic management often only “supportive” 
(that is, administration of oxygen and muscle relaxant) 

• Wide range of advanced intraoperative management techniques 
often necessary (for example, independent lung ventilation) 

• “Critical care” performed in the OR 

• High level of medicolegal problems 
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the pathophysiological response to a specific injury is 
often more extensive than the anatomical injury. For 
example, unconsciousness due to a head injury may 
signify the presence of raised intracranial pressure, 
metabolic abnormalities like hypoxia and hypercarbia, 
or other disease entities like aspiration or toxicological 
overdose. Penetrating thoracic injury can represent an 
intracardiac defect, but it also may be associated with 
prolonged shock, which ultimately may have greater 
associated consequences. The patient’s medical, sur¬ 
gical, anesthetic, and social histories; previous use of 
medications; and allergies often are unknown: an ap¬ 
propriate work-up usually is not feasible. In most other 
anesthesia subspecialties, the patient has been “opti¬ 
mized” prior to the procedure; in trauma, the exact 
opposite often is true. The TA/CCS often does not have 
the option to postpone surgery. Additionally, perhaps 
more than 50 percent of trauma admissions involve the 
use of ethanol and/or some other intoxicant, which may 
alter the patient’s response to the trauma itself or to 
the anesthetic. 

Also unique is the way trauma management pro¬ 
ceeds. 21 In other subspecialties, the patient is first in¬ 
terviewed (or at least the patient has been identified 
and the history has been documented), findings as¬ 
sessed, and then a plan formulated. In trauma, all this 
must be performed simultaneously and continuously 
updated “on the run.” Thus, strict protocols have been 
constructed to ensure adherence. Trauma evaluation 
tools such as the Glasgow Coma Scale and Trauma 
Score are greatly relied on; thus, the TA/CCS must be 
familiar with them and facile in their use. 

In terms of airway problems (including facial and 
cervical trauma), the “full stomach” is always an un¬ 
derlying consideration. There is usually no time for 
“fancy” airway management maneuvers such as the use 
of a fiberoptic bronchoscope for awake-sedated intu¬ 
bation. 

The TA/CCS may be called on to begin intravenous 
lines, to perform cricothyroidotomies and vascular cut- 
downs for line placement, or to insert chest tubes or 
other invasive modalities for rapid fluid infusion or 
monitoring under very stressful circumstances. 21 

A study of the natural history of most severe trauma 
reveals that patients are in their best overall condition 
when they first enter the system and will proceed to 
“get worse before they get better” over the ensuing 
weeks and months. This is often due to the subtle 
metabolic consequences of associated conditions of 
trauma such as traumatic shock, adult respiratory dis¬ 
tress syndrome, and sepsis. Thus, because of the early 
“therapeutic window,” the approach at the MIEMSS 
Shock Trauma Center is to perform all possible surgical 
procedures at the time of initial surgery. 


Performing procedures early also contributes to the 
long-term well-being of the trauma patient. For exam¬ 
ple, early fixation of a fracture will provide greater 
comfort and permit earlier mobilization of the patient. 
Therefore, the TA/CCS frequently may provide exten¬ 
sive, intraoperative critical care during a very long OR 
course (sometimes in excess of 24 hours) during which 
multiple/serial/simultaneous surgical procedures are 
being performed on a relatively “unstable” patient, with 
no opportunity to cancel the case. The complex calcu¬ 
lations that make up, for instance, the oxygen con¬ 
sumption index (V0 2 I) are used as guidelines for ther¬ 
apeutic goals. 

Trauma surgery may involve complicated intracra¬ 
nial surgery, intrathoracic/cardiac surgery (with the use 
of double-lumen endotracheal tubes, independent lung 
ventilation, or complete/partial cardiac bypass), recon¬ 
structive/plastic surgery, multiple-site orthopedic sur¬ 
gery, or the more routine intra-abdominal or general 
surgeries. All the anesthetic problems associated with 
these types of surgeries must be routinely handled: 
massive transfusions and their consequences, hypo¬ 
thermia, and so on. 

Because of the tenuous state of the trauma patient, 
the intraoperative “anesthetic” management often does 
not involve agents that provide anesthesia specifically 
(that is, narcotics, inhalation agents) but instead only 
oxygen and muscle relaxants. Therefore, the incidence 
of intraoperative recall may be unusually high (perhaps 
greater than 40 percent). 22 While the TA/CCS is strug¬ 
gling with all the other presenting problems, he or she 
also is attempting to provide a safe level of amnesia to 
the patient. Additionally, the array of specialized 
trauma equipment with which the TA/CCS must be 
familiar, such as the Rapid Infusion System (Haemo- 
netics Corp., Boston, MA), continues to grow. 

It is common for the TA/CCS to provide mobile 
coverage for the patient within the hospital, for exam¬ 
ple, during trips to diagnostic areas such as the com¬ 
puted tomography and angiography suites. To be ex¬ 
pected at these times are problems related to monitor¬ 
ing and the stability of the critically ill patient being 
moved (ventilatory and hemodynamic support). 23 For 
extremely unstable trauma patients, anesthetic cover¬ 
age may have to be provided at remote areas (like the 
trauma ICU), because the patient absolutely cannot be 
moved. 

Postoperatively, the TA/CCS may be found working 
in the trauma ICU or routinely providing postoperative 
analgesia in the form of regional techniques (epidural 
and intrapleural catheters). Another example is the 
serial intravenous sedation/dissociative (ketamine) 
technique given for dressing changes of burn victims. 

Medicolegal problems concern the TA/CCS since 
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trauma patients present several risk factors: no patient 
choice for a physician, poor prognosis for trauma, no 
time to develop patient-physician rapport, and in¬ 
creased risk of anesthetic complications. As a by-prod¬ 
uct of the way trauma presents as a disease and the 
way it must be dealt with, there is great reliance on the 
entity of the trauma team. Because of the benefits the 
trauma patient can derive by having a TA/CCS in early 
attendance, an anesthesiologist must meet the field 
transport vehicle (helicopter or ambulance) when it 
first arrives to assess the patient as soon as possible 
and render definitive airway/resuscitative manage¬ 
ment. Due to the complexity of treating trauma patients 
and because anesthesia personnel are so desperately 
needed throughout the entire trauma system, the TA/ 
CCS works closely with the other members of the 
trauma anesthesia team, consisting of a certified regis¬ 
tered nurse anesthetist (CRNA) and the fellow. 24,25 
Qualified CRNAs selected to work at the MIEMSS 
Shock Trauma Center undergo a special period of ori¬ 
entation as part of a preceptorship program. This pro¬ 
gram introduces the CRNA to the special knowledge 
and skills vital to the trauma anesthesia team members. 

There is no room for “turf wars”: the TA/CCS works 
beside the trauma surgeon for the ultimate benefit of 
the patient. Like the trauma surgeon, the TA/CCS must 
be familiar with the pathophysiology and subsequent 
management of a large range of traumatically induced 
diseases. These include penetrating and blunt trauma 
of the thorax, abdomen, extremities, and head; burns 
and inhalation injuries; hypothermia due to exposure 
and drowning; and fat embolism and the fat embolism 
syndrome. It is probably more important for the TA/ 
CCS to have a thorough knowledge of traumatic surgical 
disease than other anesthesia subspecialists have of 
their respective disease repertoire because time con¬ 
straints limit the amount of verbal communication that 
can take place. The TA/CCS must anticipate problems 
before they occur, for example, the development of a 
tension pneumothorax. 

Goals 

The TA/CCS has begun to play a prominent role in 
the day-to-day care of trauma patients. In several areas, 
the TA/CCS either can enlarge the contributions being 
made or can start having an impact in both civilian and 
military spheres. 

The first and most important contribution of the 
TA/CCS always must be in the clinical sphere as a 
member of the trauma team. As the scope and complex¬ 
ity of surgical procedures involved in trauma care in¬ 
crease, the anesthesiologist must be able to cope with 
the new demands for expertise in assisting with the 


diagnosis and treatment of many aspects of trauma. 
This expertise will continue to be needed in the OR 
and, probably to an increasing extent, out of the oper¬ 
ating suites. 

Second, as the TA/CCS continues to move out of the 
OR and into other areas of the hospital, duties outside 
the hospital also must be assumed. For example, the 
TA/CCS should lend support to the development and 
management of EMS. 17,26 Although in Europe the anes¬ 
thesiologist commonly is found in the field, a recent 
study showed a low representation of anesthesiologists 
in EMS in this country. 2 ' The TA/CCS has much to 
offer the trauma patient who has not yet reached the 
trauma center; these services can be provided either 
personally or through agents in this area, emergency 
medical technicians and paramedics (physician-exten¬ 
ders). 28 !I One example includes the evaluation and safe 
use of analgesics in trauma care in the field, such as 
nitrous oxide/oxygen mixtures (Nitronox) or nalbu¬ 
phine. Prominent specialists in regional anesthesia are 
advocating the administration of peripheral nerve 
blocks in the field and the training of paraprofessionals 
in the simpler of these techniques. 32 

In the role of teachers, the TA/CCS and anesthesiol¬ 
ogists in general are performing poorly. There is still 
too much “hiding” in the OR behind a mask. One 
example is the training of paraprofessionals to intubate. 
In the past, paramedics would rotate through the anes¬ 
thesia service of teaching hospitals to learn airway 
management. Because of the current medicolegal cli¬ 
mate, many anesthesiologists are unwilling to teach 
these people. 33 If these individuals cannot learn neces¬ 
sary techniques from the experts under controlled con¬ 
ditions, where then should they learn? More anesthe¬ 
siologists should become certified in Advanced Trauma 
Life Support and then go on to the instructor level. 

A quick review of the research literature dealing with 
trauma reveals a paucity of material when compared 
with the amounts generated about other diseases. 
Within the medical profession, anesthesiologists have 
a great deal to make up for when one considers the 
amount of investigative work in trauma that has been 
done by surgeons. 
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Attention: Member Photographers 

The Maryland Medical Journal is building a file of Maryland pictures to use on 
our covers. Please submit your best shots of scenes around the state. If there can 
be a medical connection, so much the better. We can use 

black and white 

color 

verticals 

glossy prints (not slides or negatives) 

We will either reduce or enlarge your prints to MMJ cover size (approximately 
8 1/2 x 11). Send your nonreturnable photos to MMJ, 1211 Cathedral Street, 
Baltimore, MD 21201. 
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:elve your full range o 


mbers 
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tion designed to enhance 
your practice, profession, 
and the public health. 

Representation concen¬ 
trated specifically on eco¬ 
nomic concerns, such as 
professional liability and 
third party reimbursement. 

Representation on a broad 
range of issues, including 
not only economic con¬ 
cerns, but also quality of 
care, ethical issues, public health, and scientific issues. 


t* make the change to the 


p benefits, you MUST 


In addition to my usual benefits. I prefer a specially designed package of publications, topic 
conferences, participatory panels, foc used issue updates which focus on the following 
(Check only one) 

O Medical and Scientific Information and Education which will enhance my practio 
"" profession, and the health of the public 

Representation Concentrated Specifically on Economic Concerns facing my 
practice and profession, such xs professional liability and third party reimbursement 
□ Representation on a Broad Range of Issues facing my practice and profession, 
including not only professional liability and third-party reimbursement hut also quality 
of care, ethical issues, public health, scientific- issues, etc 


Look for this card in your 
AMA Membership Kit. 


To receive your full range of benefits, select one and only one of 
these free packages by filling out the business reply card in your 
AMA Membership Kit. 

Please look for the card in your AMA Membership Kit and 
return it promptly. Your new benefit package is one more way 
the AMA supports you as a physician. 



James H. Sammons, MD 
Executive Vice President 


American Medical Association 

535 North Dearborn Street 
Chicago, Illinois 60610 
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Providing 

Genetic Services 

in a Convenient, Comfortable 
and Private Setting, 

Providin g Services in: 

•Genetic Counselling 

• Prenatal Diagnosis 

• Paternity Testing 

• Preconceptual 
Sex Selection 


The Genetic Center, Inc. 

Genetic Counselling and Research, Inc. 

Naylors Court 4000 Old Court Road Baltimore, MD 21208 
(301)4864761 





X-RAY 

EXPERTS 


Duplication 

Services 


Give us a call 
1-800-782-XRAY 
539-1888 


• 24-hour expediency 

• Exact film duplication of original x-rays 

• Available for your experts review/ 

insurance/legal responses 

• Convenient downtown location 

• Competitive prices 

“Our expertise shines through everytime. 
We make no bones about it.” 



REISTERSTOWN 

_ FEDERAL 

I I I I SAVINGS 
I UP l ■ BANK 

• FROM HOMEOWNERS, TO BUILDERS, TO COMMERCIAL 
DEVELOPERS —WE DO IT ALL! 

CALL THE LOAN TEAM 

833-2226 


o.-e 




SPECIALIZING IN 

CONSTRUCTION 

LOANS 

“WE DO IT ALL” 


COMMERCIAL 


RESIDENTIAL 


DEVELOPMENT 


BALTIMORE COUNTY: 11817 Reisterstown Road • Reisterstown, Maryland 21136 • ( 301 ) 833-2226 
CARROLL COUNTY: 6415 Ridge Road • Eldersburg, Maryland 21784 • ( 301 ) 795-5000 
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ARMY RESERVE 


MEDICAL PROFILE NO.7 



Soldier being examined for effects of high-altitude cerebral edema. 


ALLAN J. HAMILTON, M.D. 

Neurosurgical Resident and Research Fellow, 

Massachusetts General Hospital, Boston, Massachusetts. 
Captain, U.S. Army Reserve. 

EDUCATION Ithaca College, B.A. (Magna Cum Laude); 
Hamilton College (Pre-med); Harvard Medical School. 

RESIDENCY General Surgical Internship. Neurosurgical 
Residency, Massachusetts General Hospital. 

CONTINUING EDUCATION Neurology and Neuro¬ 
surgery Research Fellowship Training, National Institutes 
of Health. 

OUTSTANDING ACHIEVEMENTS Olsen Memorial 

Fellowship, National Masonic Medical Research Foundation; 
Albert Schweitzer Fellowship, International Albert Schweitzer 
Foundation; Harvard Medical School Cabot Prize for Best 
Senior Thesis; recently published article, “Who Shall Live 
and Who Shall Die” in Newsweek Magazine. 


%%The work I m doing in the Army Reserve fits 
perfectly with my academic research interests in civilian 
life. The Army is very concerned with the effects of 
high-altitude cerebral edema, which is a mirror model 
of cerebral hypoxia, something I deal with every day 
in our neurosurgical intensive care unit. I couldn’t ask 
for a smoother transition. And that’s true for a lot of 
Reserve physicians. All we really do is change our clothes, 
not our mindset. 

“Some of the projects the Army is undertaking 
are on the cutting edge of research. For example, I’m 
currently involved in developing for the Army a proto¬ 
type of a non-invasive intracranial pressure-monitoring 
device that we hope will allow us to measure pressure 
changes as the brain swells—without drilling holes 
in the skull. If we can get our design to work, such a 
device could revolutionize high-altitude medicine as well 
as civilian neurosurgical care. 

“The quality of medicine and the caliber of people 
I’ve been associated with in the Army Reserve are, 
without question, equal to civilian hospitals. In fact, I’m 
giving serious consideration to applying for an active 
duty academic position in Army Medicine when my 
residency ends at Massachusetts General, 

Find out more about the medical opportunities 
in the Army Reserve. Call toll free 1-800'USA-ARMY. 


ARMY RESERVE MEDICINE. 
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nizatidine capsules 

Brlel Summary. Consult the package insert lor prescribing Information. 
Indications and Usage: Axid is indicated for up to eight weeks lor the treatment 
of active duodenal ulcer. In most patients, the ulcer will heal within four weeks 

Axid is indicated for maintenance therapy for duodenal ulcer patients, at 
a reduced dosage of 150 mg h.s. after healing of an active duodenal ulcer 
The consequences of continuous therapy with Axid for longer than one year 
are not known. 

Contraindication: Axid is contraindicated in patients with known hypersensitivity 
to the drug and should be used with caution in patients with hypersensitivity to 
other H 2 -receptor antagonists. 

Precautions: General- 1. Symptomatic response to nizatidine therapy does not 
preclude the presence of gastric malignancy. 

2. Because nizatidine is excreted primarily by the kidney, dosage should be 
reduced in patients with moderate to severe renal insufficiency. 

3. Pharmacokinetic studies in patients with hepatorenal syndrome have not 
been done. Part of the dose of nizatidine is metabolized in the liver. In patients 
with normal renal function and uncomplicated hepatic dysfunction, the 
disposition of nizatidine is similar to that in normal subjects. 

Laboratory Tests — False-positive tests for urobilinogen with Multlstix* may 
occur during therapy with nizatidine. 

Drug Interactions— No interactions have been observed between Axid and 
theophylline, chlordiazepoxide. lorazepam. lidocaine. phenytoin. and warfarin 
Axid does not inhibit the cytochrome P-450-linked drug-metabolizing enzyme 
system; therefore, drug interactions mediated by inhibition of hepatic 
metabolism are not expected to occur. In patients given very high doses (3,900 
mg) of aspirin daily, increases in serum salicylate levels were seen when 
nizatidine. 150 mg b i d., was administered concurrently. 

Carcinogenesis, Mutagenesis, Impairment of Fertitity-N two-year oral 
carcinogenicity study in rats with doses as high as 500 mg/kg/day (about 80 
times the recommended daily therapeutic dose) showed no evidence of a 
carcinogenic effect. There was a dose related increase in the density of 
enterochromaffin-like (ECL) cells in the gastric oxyntic mucosa. In a two-year 
study in mice, there was no evidence of a carcinogenic effect in male mice; 
although hyperplastic nodules of the liver were increased in the high dose males 
compared to placebo Female mice given the high dose of Axid (2.000 mg/kg/day. 
about 330 times the human dose) showed marginally statistically significant 
increases in hepatic carcinoma and hepatic nodular hyperplasia with no 
numerical increase seen in any of the other dose groups. The rate of hepatic 
carcinoma in the high dose animals was within the historical control limits seen 
tor the strain of mice used The female mice were given a dose larger than the 
maximum tolerated dose, as indicated by excessive (30%) weight decrement 


compared to concurrent controls, and evidence of mild liver injury (transaminase 
elevations). The occurrence of a marginal finding at high dose only in animals 
given an excessive, and somewhat hepatotoxic dose, with no evidence of a 
carcinogenic effect in rats, male mice, and female mice (given up fo 360 mg/kg/ 
day. about 60 times the human dose), and a negative mutagenicity battery is not 
considered evidence of a carcinogenic potential for Axid 
Axid was not mutagenic in a battery of tests performed to evaluate its potential 
genetic toxicity, including bacterial mutation tests, unscheduled DNA synthesis, 
sister chromatid exchange, and the mouse lymphoma assay. 

In a two-generation, perinatal and postnatal, fertility study in rats, doses of 
nizatidine up to 650 mg/kg/day produced no adverse effects on the reproductive 
performance of parental animals or their progeny. 

Pregnancy-Teratogenic Eftects-Pregnancy Category C-Oral reproduction 
studies in rats at doses up to 300 times the human dose, and in Dutch Belted 
rabbits at doses up to 55 times the human dose, revealed no evidence of impaired 
fertility or teratogenic effect; but. at a dose equivalent to 300 times the human 
dose, treated rabbits had abortions, decreased number of live fetuses, and 
depressed fetal weights. On intravenous administration to pregnant New Zealand 
White rabbits, nizatidine at 20 mg/kg produced cardiac enlargement, coarctation 
of the aortic arch, and cutaneous edema in one fetus and at 50 mg/kg it produced 
ventricular anomaly, distended abdomen, spina bifida, hydrocephaly, and 
enlarged heart in one fetus There are, however, no adequate and well-controlled 
studies in pregnant women It is also not known whether nizatidine can cause 
fetal harm when administered to a pregnant woman or can affect reproduction 
capacity Nizatidine should be used during pregnancy only if the potential benefit 
justifies the potential risk to the fetus. 

Nursing Mothers-Nizatidine is secreted and concentrated in the milk of 
lactating rats. Pups reared by treated lactating rats had depressed growth rates. 
Although no studies have been conducted in lactating women, nizatidine is 
assumed to be secreted in human milk, and caution should be exercised when 
nizatidine is administered to nursing mothers 
Pediatric l/se-Safety and effectiveness in children have not been established 
Use in Elderly Patients— Ulcer healing rates in elderly patients are similar to 
those in younger age groups. The incidence rates of adverse events and 
laboratory test abnormalities are also similar to those seen in other age groups 
Age alone may not be an important factor in the disposition of nizatidine Elderly 
patients may have reduced renal function. 

Adverse Reactions: Clinical trials of nizatidine included almost 5.000 patients 
given nizatidine in studies of varying durations Domestic placebo-controlled 
trials included over 1,900 patients given nizatidine and over 1.300 given placebo 
Among the more common adverse events in the domestic placebo-controlled 
trials, sweating (1% vs 0.2%), urticaria (0.5% vs <0.01%), and somnolence 
(2 4% vs 13%) were significantly more common in the nizatidine group A 
variety of less common events was also reported: it was not possible to 
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determine whether these were caused by nizatidine. 

Hepatic- Hepatocellular injury, evidenced by elevated liver enzyme tests 
(SGOT [AST], SGPT (ALT], or alkaline phosphatase), occurred in some patients 
possibly or probably related to nizatidine. In some cases, there was marked 
elevation of SGOT. SGPT enzymes (greater than 500 IU/L). and in a single 
instance. SGPT was greater than 2.000 IU/L, The overall rate of occurrences of 
elevated liver enzymes and elevations to three times the upper limit of normal, 
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Update: Alcohol and Other Drug Use 
Among Vehicular Crash Victims 

CARL A. SODERSTROM MD and SUZANNE L. CARSON MBA 


Alcohol abuse is a major factor in causes of vehicular crashes resulting in injury and 
death. At the Shock Trauma Center of MIEMSS, blood alcohol levels are obtained 
routinely from all trauma patients. In addition, tests are made for licit and illicit 
drugs. We found that alcohol use among all vehicular crash victims has decreased 
between 1980 and 1987. 


17 killed in 13 days on state roads. 1 


Alcohol abuse is associated with all types of trauma, 
particularly injury from vehicular crashes. 2,3 Zuska 
notes that the first traffic death occurred in 1898. Six 
years later the link between drunk driving and injury 
and death was documented in the Quarterly Journal of 
Inebriety by an anonymous author: 

We have received a communication containing the history of 
twenty-five fatal accidents occurring to automobile wagons. Fif¬ 
teen persons occupying these wagons were killed outright, five 
more died two days later, and three died a few weeks after the 
accident, making twenty-three persons killed. Fourteen persons 
were injured, some seriously.... In nineteen of these accidents, 
the drivers had used spirits within an hour or more of the disaster. 
The other six drivers were all moderate drinkers... . 2 

The problem of injury and death resulting from al¬ 
cohol consumption and the operation of motor vehicles 
has yet to be resolved. A report by the National Com¬ 
mission Against Drunk Driving indicates that 46,056 
people died in vehicular crashes in 1986. 4 Alcohol was 
a factor in 52 percent of those crashes. For the years 
1980 through 1986, alcohol consumption was involved 
in 54 percent of the 321,043 deaths resulting from 
vehicular crashes. 4,5 Whitfield and colleagues 6 predict 
that “If exposure to existing injury sources is unchanged 
and unless more effective prevention countermeasures 
are employed,” eight million Americans who were alive 
in 1980 eventually will die as the result of traumatic 
insults. Two million of these deaths will be caused by 
injuries sustained in vehicular crashes. 

Each year, the majority of patients admitted to the 
Shock Trauma Center of the Maryland Institute for 
Emergency Medical Services Systems (MIEMSS) in 
Baltimore are vehicular crash victims. An admitting 
blood alcohol level (BAL) is routinely obtained at the 
time of admission. In addition, a battery of tests is 
performed for other licit and illicit drugs, including 
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cocaine, methadone, methaqualone, and phencyclidine 
(PCP). Previous reports indicated the use of alcohol 
among trauma victims admitted to the MIEMSS Shock 
Trauma Center during the 1970s. Of all 565 trauma 
patients admitted in 1974, 236 (41.8 percent) tested 
positive for alcohol. 7 A BAL of 100 mg% or greater was 
noted in 26.7 percent or almost two-thirds (64.0 per¬ 
cent), of those with a positive BAL. A subsequent 
report 8 indicated the incidence of alcohol use specifi¬ 
cally among vehicular crash victims treated during the 
years 1975 through 1977. Among 995 victims tested 
during that period, 480 (48.2 percent) had evidence of 
alcohol ingestion. In this group of patients, 37.5 percent, 
or more than three-quarters (77.7 percent) of those 
positive for alcohol, had a BAL of 100 mg% or greater. 

This article is an update on alcohol and other drug 
use among vehicular crash victims admitted to the 
Shock Trauma Center. 

Testing Results 

• Alcohol BALs were determined for 6,833 (93.3 per¬ 
cent) of the 7,326 vehicular crash victims admitted to 
the MIEMSS Shock Trauma Center during calendar 
years 1981 through 1987. The overall results from those 
tests for each year are presented in Table 1. One notes 
that 2,700 patients (39.5 percent) tested positive for 
alcohol. Almost three-quarters (74.0 percent) of those 
positive for alcohol had a BAL > 100 mg%. 

Alcohol consumption by age group and year of ad¬ 
mission are shown in Figure 1. Linear regression anal¬ 
yses of alcohol consumption by age groups (<18 years, 
18 to 20 years, 21 to 40 years, and >41 years) and 
according to year of admission were performed. From 
1981 through 1987 there was a significant decrease (p 
<0.02) in alcohol consumption for all the patients stud¬ 
ied. For those 18 to 20 years old, there was no change 
in alcohol consumption. There were marginally signif¬ 
icant decreases for those 21 to 40 years of age (p = 
0.069) and those >41 years old (p <0.53). A very signif¬ 
icant decrease in the alcohol use rate was noted for 
those less than 18 years old (p <0.004). 

On July 1, 1982, a new law went into effect in Mary¬ 
land, which raised the alcohol purchase age from 18 to 
21 years. A “grandfather” clause allowed those who 
were 18 years old when the new law went into effect to 
continue to buy and consume alcoholic beverages ( An¬ 
notated Code of Maryland, Article 27: Section 400A). 
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Table 1. Alcohol Consumption among Vehicular Crash Victims Admitted to the 

Shock Trauma Center, 1981—1987 


Blood Alcohol Level 



Number of 

0 


1- 

99 mg% 

>100 mg% 

Year 

Patients 

Number 

Percent 

Number 

Percent 

Number 

Percent 

1981 

686 

355 

52 

78 

11 

253 

37 

1982 

827 

492 

59 

95 

12 

240 

29 

1983 

858 

492 

57 

100 

12 

266 

31 

1984 

915 

529 

58 

83 

9 

303 

33 

1985 

1,107 

721 

65 

104 

9 

282 

26 

1986 

1,152 

711 

62 

126 

11 

315 

27 

1987 

1,288 

833 

65 

116 

9 

339 

26 

Totals 

6,833* 

4,133 

60 

702 

10 

1,998 

29 


* 6,833 of 7,326 patients tested = 93.3 percent. 


ALCOHOL AND VEHICULAR TRAUMA: 
SHOCK TRAUMA CENTER PATIENTS (1981-87) 



Figure 1 . Percentage of vehicular crash victims for each of four age 
groups (< 17, 18-21, 21-40, > 41) with positive blood alcohol levels 
(BALs) for the years 1981 through 1987. Those younger than 18 years 
demonstrated a significant decrease in alcohol use during the period 
(p <0.004). The arrow indicates the year (1982) when the alcohol 
purchasing age was raised from 18 to 21 years of age. 


Patient age groups were combined into two groups 
for study. Analysis revealed that those 18 to 40 years 
old demonstrated a significantly higher rate of alcohol 
consumption compared with younger and older patients 
throughout the study period (t = 4.89, p <0.001). The 
drinking pattern of the two groups is depicted in Figure 
2. Linear regression analyses indicated that alcohol 
consumption significantly decreased from 1981 through 
1987 for both groups of patients, that is, those 18 to 40 
years old and the group consisting of younger and older 
patients (p <0.03 and p <0.02, respectively). 

• Marijuana Tests for marijuana are not routinely per¬ 
formed at the MIEMSS Shock Trauma Center or in 
other trauma centers and emergency departments. 
From July 29, 1985 to May 6, 1986, a prospective study 
of marijuana use among patients admitted to the Shock 
Trauma Center was conducted. 9 Marijuana use proxi¬ 
mal to the time of injury was determined using a ra- 
dioimmune test. This serum test, which measures delta- 
9-tetrahydrocannabinoid activity (the psychoactive in¬ 
gredient in marijuana) is not positive four hours after 
marijuana use is discontinued. In contrast, urine tests 
can detect cannabinoid metabolites weeks after cessa¬ 
tion of use (depending on user patterns). 

The total study population consisted of 1,023 patients 
who were victims of both vehicular and nonvehicular 
trauma. Of the 692 patients who were victims of vehic¬ 
ular trauma, 398 were automobile drivers. Almost one- 
third (31.7 percent) of the drivers had used marijuana. 
Although there was no significant difference in use 
among male and female drivers, almost twice as many 
drivers < 30 used marijuana compared with those older 
than 30 (p <0.001). 

A total of 1,008 patients were tested for marijuana 
and alcohol. Results for the 677 vehicular crash victims 
who were tested for both drugs are presented in Table 
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Table 2. Marijuana and Alcohol Use among Vehicular Crash Victims Admitted to the 
Shock Trauma Center, July 29, 1985-May 8, 1986 


Marijuana + Marijuana + Marijuana — 

Alcohol — Alcohol + Alcohol + 


Type of Victim 

Number 

Number 

Percent 

Number 

Percent 

Number 

Percent 

Automobile 

Drivers 

393 

61 

16 

64 

16 

72 

18 

Passengers 

139 

24 

17 

28 

20 

19 

14 

Motorcyclists 

74* 

11 

15 

17 

23 

18 

24 

Pedestrians 

71 

10 

14 

14 

20 

17 

24 

Totals 

677t 

106 

16 

123 

18 

126 

19 


Source: Soderstrom, C.A.; Trifillis, A.L.; Shankar, B.S. et al. “Marijuana and Alcohol Use Among 1,023 Trauma Patients: A Prospective 
Study.” Arch Surg (in press). 

*70 drivers; 4 passengers 

11,008 of 1,023 vehicular and nonvehicular trauma victims in study tested = 98.5 percent. 


2. Overall, 229 patients (33.8 percent) used marijuana 
with or without alcohol; alcohol was detected alone or 
in combination with marijuana in 249 (36.8 percent) of 
the victims. 9 For the entire 1,008 patients studied, the 
use of alcohol and marijuana together was significantly 
higher than expected (p <0.001) if the use of both drugs 
was unassociated. 

• Other Drugs Besides a BAL, urine and blood speci¬ 
mens are tested for other drugs in patients admitted to 
the Shock Trauma Center. A clinical trauma registry 
developed at the center includes admitting toxicology 
data for alcohol, cocaine, PCP, methaqualone, and 
methadone. Table 3 shows an analysis of data for the 
period July 1, 1983 through June 30, 1986. Overall, 2.4 
percent of vehicular crash victims tested positive for 
cocaine, phencyclidine, methaqualone, or methadone 
alone or in combination with another drug. Alcohol was 
used with one or more of those drugs 51.2 percent of 
the time. 

The BAL in Perspective 

The Committee on Trauma of the American College 
of Surgeons publishes a document indicating the “re¬ 
sources” a hospital should provide in order to be cate¬ 
gorized as a Level I, II, or III trauma center. The first 
(1976) and subsequent three versions of that document 
indicate it is “essential” that Level I and II centers 
provide for “drug and alcohol screening.” 10 The stand¬ 
ard of practice at the Shock Trauma Center had been 
to test for alcohol and other drugs even before the 
committee’s recommendations were promulgated. 

A national survey of trauma centers conducted in 
1985 indicated that only 55.2 percent of 143 Level I and 
II centers routinely obtained admitting BALs. 11 The 
major reason given by respondents for not testing for 


ALCOHOL AND VEHICULAR TRAUMA: 



Figure 2. Percentage of vehicular crash victims with positive blood 
alcohol levels (BALs) for the age groups 18-40 and < 17 and > 41 for 
the years 1981 through 1987. The persistent difference between the 
groups is significant (t = 4.89, p <0.001). 
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Table 3. Alcohol and Other Drug Use among 
Vehicular Crash Victims Admitted to the Shock 
Trauma Center, 1983—1985 


Alcohol Only 


Other Drugs* * Other Drugs* 
without Alcohol with Alcohol 


Number_ 

Tested Number Percent Number Percent Number Percent 


2,557t 914 36 30 1 32 1 

Total with Other Drugs = 62 (2.4%) 

Source: Data provided by David R. Gens MD and C. Michael Dunham 
MD, MIEMSS Clinical Trauma Registry. 

* Cocaine, methadone, phencyclidine, methaqualone; each drug de¬ 
tected alone or in combination with other drugs in group 
t 2,557 of 2,650 patients tested = 96.5 percent. 


alcohol was that a BAL was “not clinically important.” 
The second most common reason for not testing in¬ 
volved fears of litigation or legal restrictions. Is the 
BAL a valuable clinical test? Is it a legal test? 

Knowledge of an elevated BAL will not significantly 
affect the early management of a trauma patient. A 
patient with an altered sensorium with a possible head 
injury should be managed as a head injury patient even 
if he or she appears to be drunk. 12 Intoxication as the 
cause of an altered sensorium is diagnosed by obtaining 
a computed tomography (CT) scan of the head to rule 
out brain injury and by following the clinical course of 
the patient. Other life-threatening injuries can be as¬ 
certained in the head-injured/intoxicated patient by 
using a few appropriate diagnostic studies. 

The clinical importance of the admitting BAL is 
apparent after resuscitation and early acute care phases 
of treatment have ended. Knowledge of an elevated 
BAL coupled with a history of withdrawal syndromes 
and frequent intoxication will alert the care team to 
provide prophylaxis against delerium tremens or a less 
florid manifestation of withdrawal from alcohol. 11 

Alcoholism is associated with frequent and prolonged 
periods of psychomotor impairment that lead to being 
injured. The association of injury and alcohol abuse is 
stated concisely in the title of an editorial by Clark and 
colleagues, 14 “Trauma as a Symptom of Alcoholism.” 
Reyna and colleagues 15 note that twice as many alco¬ 
holics die annually from injuries as from the pathologic 
processes produced by their disease. They agree with 
Zuska 2 that the trauma “crisis that brings the alcoholic 
to the surgeon is an opportunity for intervention in a 
progressive, often fatal disease.” 

The admitting BAL is a simple screening test for 
occult alcoholism. Diagnosis should then lead to inter¬ 
vention for this eminently treatable disease. The na¬ 
tional alcohol and trauma center survey revealed that 
less than one-third (32.8 percent) of responding Level 


I and II centers employed alcoholism counselors. 11 At 
the MIEMSS Shock Trauma Center, an alcoholism 
counselor evaluates patients who have admitting BALs 
of > 80 mg% for an ongoing alcohol abuse problem. 
Patients with such a problem are given information 
concerning available community treatment services. 

Can one argue that the BAL is “not clinically impor¬ 
tant” in the management of trauma patients? For those 
providing care, the admitting BAL should be regarded 
as a clinical test, not a legal test. 

Alcohol Consumption: 

The New Law and Traffic Deaths 

The overall progressive decrease in alcohol detection 
among patients at the Shock Trauma Center mirrors a 
national trend. The per capita national consumption of 
alcohol has dropped progressively from 2.76 gallons of 
alcohol per year for those 14 years of age or greater in 
1980 to 2.62 gallons in 1985. 16 

The highly significant decrease in alcohol use among 
those younger than 18 years old treated at the MIEMSS 
Shock Trauma Center probably reflects compliance 
with the 1982 law prohibiting the sale of alcohol to that 
group. That compliance is made manifest by analysis 
of State Police data for those younger than 18 killed in 
vehicular crashes from 1982 through 1987. (Data were 
obtained from the Central Accident Records Division, 
Maryland State Police Headquarters, Pikesville, MD.) 
In 1982, 48.9 percent of all those killed in that group 
had used alcohol, compared with 26.1 percent in 1987. 
Regression analysis of all those who died indicates the 
trend illustrated by those figures was marginally signif¬ 
icant (p = 0.053). In 1982, 48.4 percent of drivers 
younger than 18 had been drinking, compared with 25.9 
percent in 1987. Regression analysis for all drivers 
killed during the period indicates a significant decrease 
in the consumption of alcohol (p <0.002). The benefits 
of raising the drinking age were demonstrated by 
DuMouchel and colleagues. 17 In a study of 26 states 
(including Maryland) in which drinking ages were in¬ 
creased, they noted a significant 13 percent reduction 
in fatal nighttime driver crashes. 

Marijuana 

Prior to the Shock Trauma Center study, 9 the largest 
studies of marijuana use in vehicular crashes involved 
mostly fatally injured drivers. They revealed use rates 
of 3.3 percent 18 and 7.8 percent. 19 The Maryland study 
demonstrated an overall marijuana use of 33.8 percent 
among all vehicular crash victims and a rate of 31.8 
percent among automobile drivers tested for both al¬ 
cohol and marijuana. Results that are more consistent 
with those in the MIEMSS study were noted in a select 
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group of young male drivers killed in California. In that 
study of 440 drivers, Williams and colleagues 20 noted 
use rates of 32 to 39 percent among age groups ranging 
from 15 to 34 years. In the Maryland study, 71.8 percent 
of the patients were men, and 58.4 percent were 30 
years old or younger. 

Other Drugs 

Much attention has been given by the media to 
“hard” drugs, particularly cocaine, crack, and “de¬ 
signer” drugs. Considerable television time and press 
coverage have been devoted to the epidemics of violent 
crime associated with the trafficking of such drugs and 
to deaths of entertainers and athletes from overdoses 
of them. While this extensive coverage has made the 
public aware of the dangers of using these other drugs, 
it has deemphasized our country’s major drug problem, 
alcoholism. A 1986 national household drug survey 21 
indicated that 118 million Americans drank alcohol 
during the month prior to the survey, while 5.8 million 
used cocaine: a 20 to 1 ratio. Data from the Shock 
Trauma Clinical Trauma Registry indicate alcohol is 
detected almost 30 times more frequently than cocaine 
in vehicular trauma patients and almost 25 times more 
frequently for all trauma patients. While the dangers 
of “other drugs” should not be ignored, neither should 
the drug problem that causes the majority of trauma: 
alcohol abuse. 

Summary 

Alcohol use among all vehicular crash victims admit¬ 
ted to the MIEMSS Shock Trauma Center has de¬ 
creased between 1980 and 1987 (p <0.02). A very sig¬ 
nificant decrease has been noted in those younger than 
18 years old (p <0.004). In that age group, a significant 
decrease in alcohol use among fatally injured drivers 
has been noted from 1982 through 1986 in Maryland (p 
<0.002). Marginally significant declines in alcohol use 
have been seen in crash victims 20 to 40 years old and 
those 41 years of age or older. 

About one-third of vehicular crash victims used mar¬ 
ijuana prior to the time of injury. A significant associ¬ 
ation was noted concerning the use of alcohol and 
marijuana in combination. 

Cocaine, PCP, methaqualone, and methadone alone 
or in combination were detected in 2.4 percent of ve¬ 
hicular crash victims. 

Acknowledgments 

The authors acknowledge the assistance of David R. Gens MD and 
C. Michael Dunham MD for drug data from the MIEMSS Clinical 
Trauma Registry; Lt. Thomas Bailey, Data Processing Coordinator, 
for alcohol and crash data from the Central Accident Records Divi¬ 
sion, Maryland State Police Headquarters, Pikesville, MD; and Be- 


lavadi S. Shankar DSc, Director, Operations Research and Systems 
Analysis, MIEMSS, for statistical analysis of data. 

References 

1. Karp, A. “When Alcohol Rides Roads.” Baltimore Sun 
88(February 21, 1988):1A, 12A-13A. 

2. Zuska, J.J. “Alcohol and Trauma: Wounds Without Cause.” 
Bull Am Coll Surg 66(1981):5-10. 

3. Lowenfels, A.B. “Alcohol and Trauma.” Ann Emerg Med 
13(1984):1056-60. 

4. National Commission Against Drunk Driving. Progress Report 
on Recommendations Proposed by the Presidential Commission 
Against Drunk Driving. Washington, DC: U.S. Department of Trans¬ 
portation/National Highway Traffic Safety Administration, DOT HS 
807 043, December 1987. 

5. National Commission Against Drunk Driving. A Progress Re¬ 
port on the Implementation of Recommendations by the Presidential 
Commission on Drunk Driving. Washington, DC: U.S. Department 
of Transportation/National Highway Traffic Safety Administration, 
DOT HS 805 885, December 1985. 

6. Whitfield, R.A.; Zador, P.; Fife, D. “Projected Mortality from 
Injuries.” Accid Anal Prev 17(1985):367-71. 

7. Champion, H.R.; Baker, S.P.; Benner, C. et al. “Alcohol Intox¬ 
ication and Serum Osmolality.” Lancet 1(1975):1402-1404. 

8. Soderstrom, C.A.; DuPriest, R.W., Jr.; Benner, C.B. et al. 
“Alcohol and Roadway Trauma: Problems of Diagnosis and Manage¬ 
ment.” Am Surg 45(1979):129-36. 

9. Soderstrom, C.A.; Trifillis, A.L.; Shankar, B. S. et al. “Mari¬ 
juana and Alcohol Use Among 1,023 Trauma Patients: A Prospective 
Study.” Arch Surg (in press, 1988). 

10. Committee on Trauma of the American College of Surgeons. 
“Caring for the Injured Patient: Hospital and Prehospital Resources 
for Optimal Care of the Injured Patient.” Bull Am Coll Surg 
71(1986):4-23. 

11. Soderstrom, C.A. and Cowley, RA. “A National Alcohol and 
Trauma Center Survey.” Arch Surg 122(1987):1067-71. 

12. Galbraith, S. “Misdiagnosis and Delayed Diagnosis in Trau¬ 
matic Intracranial Haematoma.” Br Med J l(1976):1438-39. 

13. Glickman, L. and Herbsman, H. “Delirium Tremens in Sur¬ 
gical Patients.” Surgery 64(1968):882-90. 

14. Clark, D.E.; McCarthy, E.; Robinson, E. “Trauma as a Symp¬ 
tom of Alcoholism.” Ann Emerg Med 14(1985):274. 

15. Reyna, T.M.; Hollis, H.W., Jr.; Hulsebus, R.C. “Alcohol-re¬ 
lated Trauma: The Surgeon’s Responsibility.” Ann Surg 
201(1985):194-97. 

16. Laforge, R.; Stinson, F.S.; Freel, C.G. et al. (Alcohol Epide¬ 
miologic Data System). Surveillance Report #7: Apparent Per Capita 
Consumption: National, State, and Regional Trends. Rockville, MD: 
National Institute on Alcohol Abuse and Alcoholism, Division of 
Biometry and Epidemiology, September 1987. 

17. DuMouchel, W.; Williams, A.F.; Zador, P. “Raising the Alcohol 
Purchase Age: Its Effect on Fatal Vehicle Crashes in 26 States.” J 
Legal Studies 17(1987):249-66. 

18. Cimbura, G.; Lucas, D.M.; Bennett R.C. et al. “Incidence and 
Toxicologic Aspects of Drugs Detected in 484 Fatally Injured Drivers 
and Pedestrians in Ontario.” J Forensic Sci 27(1982):855-67. 

19. Mason, A.P. and McBay, A.J. “Ethanol, Marijuana, and Other 
Drug Use in 600 Drivers Killed in Single-vehicle Crashes in North 
Carolina.” J Forensic Sci 29(1984):987-1026. 

20. Williams, A.G.; Peat, M.A.; Crouch, D.J. et al. “Drugs in 
Fatally Injured Young Male Drivers.” Public Health Rep 
100(1985):19-25. 

21. National Institute on Drug Abuse. National Household Survey 
on Drug Abuse: 1985. Rockville, MD: Department of Health and 
Human Services, 1986. 


Vol 37, No 7 MMJ 545 


Dow Jones Industrial Average 



BLACK MONDAY 

PUT YOU IN THE 
RED? 

Control your financial future and realize a return 
on your investment of 23% or more!* 

SAFELY!!! 


Realize all of the positive aspects of real estate investment, 
while you eliminate all of the negatives. 


NO NEGATIVE CASH FLOW NO TENANT HASSLES 
NO CLOSING COSTS NO MAINTENANCE WORRIES 

NO QUALIFYING PROBLEMS NO PROPERTY MANAGEMENT FEES 

AND ALL WITH ONLY 10% DOWN! 


offered exclusively by 



Columbia Lakefront Office • The Ryland Bldg. • Columbia. MO 21044 

"“sffi!: office: 730-7400 Res.: 796-2090 

•jIWucr _ 

ttwni Ram * Return on investment is based on an annual appreciation of 8%. 


tgrra 


When vour patients need your best 
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ad dict \ 3-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 
——— excessively 2 : to cause (a person) to —— 
become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
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■ Within our treatment community, the patient is immediately 
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the individual to treatment. 
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Trauma Nursing: Past, Present, and Future 

PEGGY TRIMBLE MA, RN and CONNIE WALLECK MS, RN 


Trauma nursing grew from care of war casualties to its present form as a nursing 
specialty addressing clinical, education, research, and administrative aspects of pa¬ 
tient care, trauma centers, and systems. The practice encompasses many nursing 
specialties—aeromedical, emergency, critical care, operating room, medical-surgical, 
pediatric, rehabilitation, and others. 

MIEMSS was the pioneer for trauma nursing from its beginning as a recognized 
specialty in the early 1960s and continues as a leader by developing methods of patient 
care delivery, designation criteria, protocols for nursing care during interhospital 
transport, environmental designs for patient care, and professional practice models in 
a trauma setting. 


Although generic trauma nursing goes back even 
farther than Florence Nightingale’s activities at Scutare 
in 1854, when she organized the Barrack Hospital to 
provide better nursing care to wounded and ill soldiers, 
she is generally credited with organizing this nursing 
specialty. Ms. Nightingale had to educate her nurses on 
their roles and functions in this hospital setting. She 
also had to overcome prejudice and resentment from 
physicians and military officers and establish coopera¬ 
tive working relationships with the medical officers. In 
Notes on Matters Affecting the Health, Efficiency, and 
Hospital Administration of the British Army, Ms. Night¬ 
ingale educated the British government regarding 
health problems, including the filthy conditions of the 
Barrack Hospital and the ineffectiveness of the British 
Army in providing supplies for the hospital. 1 She ad¬ 
dressed the total needs of the wounded soldiers by 
providing shelter, clothing, warmth, appropriate diet, 
and improved hygiene. Florence Nightingale was the 
first nurse to keep thorough records of inventory, ad¬ 
missions, and deaths. 

The heritage of trauma nursing during times of war 
continued in the United States through the distin¬ 
guished service of Army contract nurses during and 
following the Spanish-American War of 1898 and the 
permanent nurse corps that served in Chateau Thierry, 
Bataan, Corregidor, Anzio, Bastogne, Pusan, Pleiku, 
and Chu Lai. 2 Although these nurses were not officially 
designated as trauma nurse specialists, in fact, they 
were. Principles learned through treating devastating 
traumatic injuries during wartime carried over into the 
civilian arena and continue to be practiced today in 
triage methods, rapid evacuation of the sick and injured, 
blood replacement therapy, and rehabilitation tech¬ 
niques. 

In 1961, a two-bed shock/trauma research center was 
funded by the Department of the Army at the Univer- 
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sity of Maryland Hospital in Baltimore. R Adams Cow¬ 
ley MD directed this first shock/trauma unit 3 with his 
nurse colleague, Elizabeth H. Scanlan MS, RN. Nurse 
supervisor Scanlan, Jane Tarrant RN, and others staff¬ 
ing this research unit probably were the first “shock 
trauma nurses” in the United States. In 1963, the 
National Research Center awarded a first-of-a-kind 
grant to establish a center for the study of trauma, the 
facility that has evolved into the 107-bed Shock Trauma 
Center of the Maryland Institute for Emergency Med¬ 
ical Services Systems (MIEMSS). 

In March 1966, a trauma center opened in Cook 
County Hospital in Chicago. Robert Freeark MD and 
Norma Shoemaker RN were the clinical leaders of that 
center, the cornerstone of the Illinois statewide plan 
for trauma care directed by David Boyd MD. 4 In 1971, 
Dr. Boyd hired Terry Romano RN to direct trauma 
education and training of nurses. Ms. Romano devel¬ 
oped a trauma nurse course based on the concepts 
promulgated by Norma Shoemaker. 

In 1975, Maryland implemented the first (and still 
only) statewide nursing program devoted to trauma/ 
EMS nursing continuing education, consultation, eval¬ 
uation/designation, and service through the MIEMSS 
field nursing program. Today the program provides 
hundreds of courses a year (including an in-depth 
trauma nurse course) to thousands of nurses, evaluates 
the nursing components of trauma and other specialty 
centers, and provides many hours of free consultation 
to nurses caring for trauma/EMS patients in Maryland. 
Additionally, nurses from other countries travel to Bal¬ 
timore to learn trauma/EMS nursing under this nurs¬ 
ing program. National/international leadership is dem¬ 
onstrated by the many MIEMSS nurses who serve as 
faculty for national/international programs, as authors 
and editors of publications, and as preceptors for nurses 
in developing trauma centers/systems in this country 
and abroad. 

Since 1983 the Trauma Nurse Network (TNN), a 
national network with more than 1,500 members, has 
provided the forum for communication among nurses 
practicing in this specialty. TNN holds annual meet¬ 
ings, publishes a quarterly newsletter, and developed 
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recommendations for the trauma nurse coordinator role 
and education for trauma nurses. TNN is now part of 
the Mathias National Study Center for Trauma and 
Emergency Medical Systems. 

The role of the trauma nurse evolved over the years 
as a recognized specialty within the profession of nurs¬ 
ing. The objective of trauma nursing is to ensure that 
state-of-the-art nursing practice is delivered and meets 
the urgent, complex needs of the injured patient popu¬ 
lation and family members in a continuum of services 
from injury through rehabilitation. 

Today, thousands of trauma nurses practice across 
the United States. Maryland, a state with a complete 
emergency medical services system, includes a trauma 
nurse coordinator (TNC) on its state-level staff and 
TNCs at each of the state’s regional centers. A TNC, 
an individual with expert knowledge and skills in the 
practice of trauma nursing, is responsible and account¬ 
able for the development and implementation of nurs¬ 
ing standards of care for trauma patients and their 
families, collaborates with the trauma director to de¬ 
velop and implement trauma care protocols and to 
continuously monitor the effectiveness of these stand¬ 
ards, and effects timely corrections of problems. The 
TNC promotes the harmonious and efficient functions 
of the trauma team. The TNC in most centers is the 
person responsible for the trauma registry management, 
an important database for evaluating the statewide 
trauma system. 

In addition to the trauma nurses practicing in each 
of the areawide trauma centers, trauma nursing and 
nurses continue to flourish in the MIEMSS Shock 
Trauma Center, where more than 280 nurses work in 
special care areas. 

MIEMSS Clinical Center 

The method of nursing management at the Shock 
Trauma Center is that of collaborative practice. All 
units are managed in a collaborative style with a clinical 
nurse supervisor and a medical director for each of ten 
patient-care units. There is joint decision making re¬ 
garding unit goals, problem solving, and patient needs. 
Collaborative practice enables joint physician and nurse 
participation regarding management of the units. Col¬ 
laborative practice is carried to the bedside care of the 
patient, where the primary physician and the primary 
nurse use a mutual decision-making approach to care 
planning for the trauma patient. 

Nursing Responsibilities 

Nursing care delivery at the Shock Trauma Center 
since 1974 has been based on primary nursing. The 
primary nurse assumes the responsibility for planning 
and delivering nursing care to a caseload of patients on 
a 24-hour basis during their stay in a particular unit. 


Patient assessment, care planning, implementation of 
the plan, and evaluation of the care delivered are all 
responsibilities of the primary nurse. As patients move 
“through the trauma system,” they are assigned a pri¬ 
mary nurse on each unit to ensure the continuity of 
care needed. 

Trauma has a great impact on the patient’s loved 
ones, so their care is as important as that of the patient. 
In addition to being care planner and patient advocate, 
the primary nurse interacts with the family to provide 
information and arrange family conferences with the 
care team. 

Discharge planning is an integral part of the trauma 
care plan. Preparation for discharge begins when sta¬ 
bilization is achieved. Whether the patient is a candi¬ 
date for rehabilitation or is able to go home, he/she 
requires preparation for the transition from the acute 
care center. The discharge plan incorporates the family 
and patient to assist them in their adaptation to the 
patient’s disabilities. 

Specialty Care Units 

Specialty care units in the Shock Trauma Center 
include resuscitation, operating room, recovery room, 
critical care recovery unit, intensive care, intermediate 
care, neurotrauma, hyperbaric medicine, rehabilitation, 
home health care, follow-up, outpatient clinic, and 
Same-Day Surgery clinic. From the time a patient is 
off-loaded from the helicopter or ambulance to the time 
of discharge, and follow-up, a nurse is by his/her side. 

Acute Resuscitation Area The acute resuscitation area, 
the admitting area, is staffed by nurses who deliver 
rapid care to the critically ill or multiply injured trauma 
patient. The nurse begins the assessment at the heliport 
and continues en route to the admitting area. In the 
admitting area, the nurse shares the assessment find¬ 
ings with the trauma team. The focus is on rapid 
diagnosis and treatment. The nurse must use rapid, 
expert judgment to make decisions and initiate stand¬ 
ardized medical orders and nursing therapies. 

Operating Room If after resuscitation and assessment 
surgery is required, the trauma operating room (OR) 
nurse is ready. OR nurses in the Shock Trauma Center 
must be ready for major surgical cases at all times. One 
scrub nurse may work with two or three specialty sur¬ 
geons during one case. Flexibility and stamina are es¬ 
sential for these nurses. In addition to emergency 
trauma surgeries, same-day surgeries and other de- 
layed-scheduled surgical procedures are performed 
daily. Preoperative assessments are made on the eve¬ 
ning before surgery by the OR nurses. 


548 MMJ July 1988 


Recovery Room The recovery room nurse provides 
postanesthesia recovery care to patients in the Center 
who are not in critical care units. These nurses do the 
preoperative preparation for patients coming in for 
same-day surgery. During busy times at the Center, 
recovery room nurses provide backup care to the ad¬ 
mitting area for critically ill patients awaiting beds in 
the clinical units. 

Hyperbaric Medicine Hyperbaric oxygen therapy is a 
unique subspecialty offered at the Shock Trauma Cen¬ 
ter. Patients with diving injuries, smoke inhalation, and 
necrotizing infections make up the major population 
treated with hyperbaric oxygen. Nurses provide care 
during dives in the multiplace chamber. Treatment is 
provided to outpatients as well as to critically ill pa¬ 
tients, which necessitates flexibility and competence in 
caring for all levels of patient acuity. 

Critical Care Recovery Unit Following stabilization 
and surgery, the patient is admitted to one of the six 
clinical units. The most critically ill patients are ad¬ 
mitted to the critical care recovery unit (CCRU). This 
high technology, high acuity unit is staffed by specially 
trained critical care nurses. As in all Shock Trauma 
Center clinical units, the nurses practice primary nurs¬ 
ing. 

Intensive Care Unit The intensive care unit (ICU) 
receives direct admissions with single-system injury or 
less acute multiple-system injuries. This fully moni¬ 
tored unit, the crossroads of the Center, has the greatest 
turnover of patients per day. A stabilized CCRU patient 
is usually transferred to the ICU. The care plan devel¬ 
oped to meet the individual needs of each patient goes 
with the patient from unit to unit and is updated as the 
patient progresses. 

Neurotrauma Units The neurotrauma acute unit is 
designed to care for victims with central nervous system 
trauma. This patient population with brain and spinal 
cord injuries places great demands on the nursing staff. 
An understanding of nervous system pathophysiology 
is required to deliver care to these patients. 

Intermediate Care Areas As the patient’s condition 
improves, he/she progresses to the intermediate care 
units (IMCU). While the actual acuity of the illness 
may be diminished, the demands on the nursing staff 
are often the same. Pain management, psychological 
adjustment to the trauma, and active rehabilitation are 
the priorities of nursing care on these units. Discharge 
planning and teaching, begun early in the hospitaliza¬ 
tion, are carried to completion in the IMCUs. 


Rehabilitation Patients requiring rehabilitation ser¬ 
vices may be referred to Montebello Rehabilitation 
Hospital, which has head, spinal cord, and multiple 
trauma rehabilitation units. The nursing staff is a major 
component of the interdisciplinary team that provides 
for both the acute rehabilitation of these patients post¬ 
injury and for their reintegration into society. 

Clinic An outpatient clinic provides follow-up care for 
the trauma patients. Clinic nurses often perform pre¬ 
discharge assessments and telephone follow-ups. Pa¬ 
tients discharged to their homes are provided trauma 
nursing expertise through the Shock Trauma Home 
Care Program. This service rendered by nurses from 
the Center provides continuity of care for the patients. 

Research 

In addition to caring for trauma victims, MIEMSS 
nurses are involved in projects to improve the quality 
of care. The Nursing Research Committee fosters re¬ 
search into aspects of patient care. One project assessed 
the effects of suctioning on cardiac output, blood pres¬ 
sure, and intracranial pressure. Other studies examined 
the effects of immobility on various hemodynamic pa¬ 
rameters and other body systems, the need for “hope” 
in trauma patients’ families, and the amount of sleep 
needed by trauma patients. All of these projects affect 
the care of trauma patients and/or their families. 
Nurses also collaborate with physicians in research 
studies involving therapeutic drug interventions and 
new therapeutic techniques, such as independent lung 
ventilation. 

Quality Assurance 

Quality assurance (QA) is an integral component of 
care. The nursing QA committee identifies actual or 
potential problems in care delivery and determines ways 
to improve the quality of the care. Unit-based, insti¬ 
tutewide QA projects are in place. 

Nursing is represented on all of the MIEMSS inter¬ 
disciplinary committees, ensuring collaboration on all 
aspects of the Center’s functioning. On these commit¬ 
tees, such as Infection Control, Pharmacy and Thera¬ 
peutics, Medical Records, Utilization Review, and Clin¬ 
ical Support Services, nurses carry an equal vote. 

New Initiatives 

Shock Trauma, in common with other health care 
delivery systems, is facing a nursing shortage. Compet¬ 
ing with other agencies for qualified nurses is difficult. 
In 1988, a new program was started to attract student 
nurses to the Center. The program, called the Student 
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Nurse in Trauma (SNIT), is designed to teach students 
trauma concepts and to have them begin to use basic 
nursing skills in the trauma setting. Students sign an 
18-month commitment to work at the Center as clinical 
nurses after graduation. 

Retention of the qualified, dedicated nursing staff 
already working at the trauma center is important in 
guaranteeing quality care to all the trauma patients. 
Seniority benefits to reward time worked at the Center, 
as well as other contributions to the professional devel¬ 
opment of the staff, have been implemented. Another 
retention plan incentive being developed is called the 
Professional Practice System model. This system em¬ 
powers staff nurses in a decentralized structure of de¬ 
cision making to manage their units. 

Creating the environment in which professional prac¬ 
tice can flourish has been promoted by the nursing 
administration. Nurses are totally involved in the im¬ 
plementation process. Self-scheduling, peer review, 
quality assurance, education, budget, and incentives are 
all components of the system being implemented at the 
Shock Trauma Center. The future of the Professional 
Practice System model in trauma care seems promising. 

Nurses will continue to work on the cutting edge of 
trauma care delivery, deliver the high quality of care 
demanded by the patients, and prepare for tomorrow’s 
professional challenges. 
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Infection Control and Emergency Medical Services: 

Facts and Myths 

NANCY J. HOYT MA, CIC 


The primary goal in controlling infection is to prevent the acquisition of infectious 
diseases by both patients and medical personnel. Application of infection control 
recommendations requires careful consideration and implementation to ensure the 
achievement of this goal. 


As the acquired immune deficiency syndrome (AIDS) 
epidemic has emerged, concern regarding the occupa¬ 
tional acquisition of an infectious disease while per¬ 
forming emergency medical services (EMS) has inten¬ 
sified. This is true not only for prehospital and inhos¬ 
pital EMS providers but also for the entire health care 
community. In fact, the Department of Labor’s Occu¬ 
pational Safety and Health Administration (OSHA) 
has issued an advisory notice 1 and advanced notice of 
proposed rulemaking 2 for the prevention of acquisition 
of human immunodeficiency virus (HIV) and hepatitis 
B virus (HBV) in the health care setting. 

Many infection control guidelines addressing the oc¬ 
cupational infection risks related to the performance of 
EMS and the environmental control of these viruses in 
such settings have recently been published. 1 ’ It is im¬ 
portant to note that many aspects of infection control 
practice have changed in recent years. Factors influ¬ 
encing these changes include the development of anti¬ 
microbial agents and vaccines, a deemphasis of educa¬ 
tion in infection control principles in the curricula of 
health care professional schools, the divergence of the 
medical and nursing professions into specialties of 
health care practice, the federal deregulation of disin¬ 
fectants, the development of sophisticated invasive 
medical technologies, and the advances in the fields of 
immunobiology, cellular biology, and molecular biology. 

Occupational Risks 

Although a variety of infectious diseases may be 
acquired by susceptible health care providers in the 
workplace, the primary personal health threats are di¬ 
rect percutaneous or mucocutaneous exposures to a 
patient’s blood or body fluids. These are the mecha¬ 
nisms of transmission of serious viral disease, for ex¬ 
ample, hepatitis B; hepatiti non-A, non-B; AIDS; her¬ 
petic whitlow; and epidemic keratoconjunctivitis 
(EKC). The mechanisms of transmission are listed in 
the Table. 

For health care workers, the most serious of these 
diseases is hepatitis B. The Centers for Disease Control 
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(CDC) in Atlanta, Georgia, has estimated that 500 to 
600 health care workers whose jobs involve direct ex¬ 
posure to blood are hospitalized annually in the United 
States as a result of illness related to hepatitis B. 1 Of 
these, they estimated that over 200 eventually will die 
from the lethal sequelae of this disease (12 to 15 expir¬ 
ing from acute fulminant disease, 170 to 200 from 
cirrhosis, and 50 from hepatocellular carcinoma). In 
comparison with AIDS, 6 to 30 percent of those not 
vaccinated or receiving prophylaxis who incur blood/ 
body fluid misadventures involving patients with hep¬ 
atitis B will develop disease, 6 ’' but fewer than 1 percent 
of those incurring similiar misadventures involving peo- 


Table. Occupationally Acquired Viral Diseases 

Hepatitis B 

Modes of transmission 

By percutaneous and mucocutaneous exposures to infected 
blood 

By blood contamination of open wounds and broken or 

abnormal skin 

Possibly by saliva in the eye 

Possibly by human bites 

Both passive and active immunizations against infection are 
available. 

Hepatitis non-A, non-B 

Transmitted by percutaneous exposure to infected blood 

AIDS 

Modes of transmission 

By percutaneous exposure to blood 
Possibly by blood on broken or abnormal skin 
Possibly by blood in the mouth 

No reports have been issued of HIV antibody seroconversion from 
mucocutaneous exposures to the eye. 

Besides blood, the only other body fluids identified as infectious 
are semen, vaginal secretions, and breast milk. 

Herpetic whitlow 

A herpetic paronychia from saliva and respiratory secretions of 
infected persons accumulating in broken cuticles 
These infections can superinfect with the bacteria of the skin and 
cause deeper infections of the muscle and bone. 

Patients with or without oral lesions can pose an infection risk. 
Those most susceptible to infection are ICU nurses and 
anesthesiologists. 

Adenoviral conjunctivitis 

Mucocutaneous inoculation of saliva or respiratory secretions into 
the eye 

May result from an overt exposure or from inoculation of 
secretions into the eye by unconscious wiping or rubbing of the 
eye 

Infections can be serious and may cause corneal infiltrates 
Outbreaks of epidemic keratoconjunctivitis are highly contagious 
and can affect both patients and medical personnel 
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pie with AIDS will become HIV antibody positive. 8 To 
date, no health care worker has died as the result of 
acquiring AIDS in the workplace. 

Despite these statistics and the CDC’s recom¬ 
mendation 9,10 that health care workers in high-risk 
settings should be vaccinated with a hepatitis B vaccine, 
vaccination programs have not met with much suc¬ 
cess. 11 Concern over safety and efficacy, lack of educa¬ 
tion regarding the vaccine, employees’ unwillingness to 
share or assume the expense, and fear of needles have 
been identified as factors related to vaccine nonaccept¬ 
ance. 

Active and long-lasting immunization can be 
achieved with either one of the hepatitis B vaccines 
(plasma-derived and yeast-derived) presently being 
marketed. Both vaccines can elicit antibody response 
against determinants of the hepatitis B surface antigen 
(HBsAg), the stimulator of HBV-neutralizing antibod¬ 
ies. For both vaccines, the binding of the HBsAg and 
the vaccine-induced antibodies is equal to the antibody 
responses elicited by HBV infection. 12 

The plasma-derived variety consists of highly puri¬ 
fied, formalin-inactivated HBsAg particles from 
chronic carriers of HBsAg. This vaccine has been ex¬ 
tensively evaluated for immunogenicity, safety, and 
efficacy. 9,12-14 Both local (soreness, pain, and tender¬ 
ness) and systemic (headaches, fatigue/weakness, diar¬ 
rhea, irritability) reactions have been transient and 
mild. In a large randomized double-blind trial, vaccine 
was administered to one group of volunteers and a 
second group received a normal saline placebo; there 
was no difference in occurrence of adverse complaints 
between the two groups. 15 

Since the advent of the AIDS epidemic, there has 
been concern about the possibility of transmitting HIV 
to vaccine recipients since some chronic carriers of 
HBsAg may participate in the high-risk behaviors that 
facilitate acquisition of AIDS. This is extraordinarily 
unlikely. The final vaccine is highly purified: only the 
noninfectious HBsAg protein is detectable. It is inac¬ 
tivated in three steps: treatment with pepsin at pH 2, 
treatment with 8 M urea, and treatment with formalin. 
These steps inactivate the HBV as well as all other 
known families of viruses (including slow viruses caus¬ 
ing such diseases as Creutzfeldt-Jakob disease and 
kuru) that can infect humans. 13 

The yeast-derived vaccine is genetically engineered 
via recombinant DNA techniques using the yeast Sac- 
charomyces cerevisiae. This technique involves cloning 
the HBV DNA into Escherichia coli and isolating the 
portion of the DNA coding for the HBsAg from restric¬ 
tion nuclease digests. This DNA is then transformed 
into the yeast by a plasmid expression vector, which 
gives rise to the HBsAg-producing yeast strain. The 


HBsAg is released from the disrupted yeast and then 
purified by chromatographic procedures. The purified 
HBsAg is essentially free of contaminating yeast pro¬ 
teins and DNA, which, if present, would cause allergic 
reactions in some people. 10 The genetically engineered 
HBsAg is similiar in appearance and chemical structure 
to that extracted from human plasma. Efficacy has been 
demonstrated in clinical trials, and adverse reactions 
(local and systemic) have been mild and transient. 16 

The best means of overcoming the anxieties and 
issues regarding the hepatitis B vaccines is through 
education emphasizing the benefits of safety and job 
security. Job security may be threatened if a physician, 
dentist, or nurse is known to be HBsAg positive. Al¬ 
though a rare event, HBV can be transmitted to pa¬ 
tients from HBV-infected health care workers who 
perform invasive procedures. Therefore, many hospitals 
and state health departments have policies to restrict 
the clinical activities or revoke privileges and licenses 
of HBsAg carriers. In addition, precedent for malprac¬ 
tice by an antigen-positive surgeon was established in 
Washington state. 17 In that case, neither the surgeon 
nor the hospital had knowledge of the surgeon’s HBsAg 
positivity. However, HBV infection from the surgeon 
to the patient was established. The court ruled that, 
even though it is not standard practice to screen profes¬ 
sionals for HBsAg positivity, it is the onus of profes¬ 
sionals practicing invasive care to investigate whether 
they pose such risk to their patients. The decision was 
for the plantiff and was subsequently upheld in an 
appellate court. 

Precautions 

The need to guard against the acquisition of viral 
diseases is very real. At the time of initial resuscitation 
of a trauma patient or when providing emergent medical 
care, the presence of these viruses is generally unknown. 
Emergency care providers usually do not have knowl¬ 
edge of the patient’s medical history or lifestyle; this 
information may never be obtainable if the patient 
expires at the scene of injury or shortly after admission 
or if he or she sustained an injury or complication of 
disease that results in permanent cognitive impairment. 
In addition, prehospital providers can be in situations 
where the blood of more than one patient contaminates 
the environment, and it may be difficult or impossible 
to determine which blood came from which patient. 

Of the viral diseases previously mentioned, only pa¬ 
tients with a chronic carrier state or active state of 
hepatitis B viral infection can be easily and reliably 
identified by blood testing. However, this is not rou¬ 
tinely performed by the majority of health care facili¬ 
ties. There are several reasons for this: 
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• the prevalence of HBsAg carriers among the gen¬ 
eral United States population is approximately 0.5 
to 2 percent 10 and the routine screening of all 
hospitalized patients may be prohibitively expen¬ 
sive for many hospitals 

• performance of an HBsAg test may be irrelevant 
to the underlying reason for the patient’s admission 
to the hospital 

• many hospitals are not equipped to perform these 
tests on site 

• employees can be vaccinated against HBV 

• prophylactic treatment can be given for occupa¬ 
tional misadventures such as needlestick injuries 

Therefore, it is estimated that approximately 90 percent 
of HBsAg carriers who are hospitalized are undetected 
as carriers of the virus during admission. 6,14 Tests that 
can identify the agent or agents responsible for hepatitis 
non-A, non-B have only very recently been developed. 

Identification of HIV-infected patients who may pose 
an occupational risk to emergent health care workers 
cannot be guaranteed via the HIV antibody tests (en¬ 
zyme-linked immunosorbent assay [ELISA] and West¬ 
ern blot electrophoresis). These tests identify antibod¬ 
ies to HIV, not the virus itself, so positivity is primarily 
a demonstration of past infection. Because these are 
antibody tests, newly infected individuals may test neg¬ 
ative since their body has not had adequate time to 
mount an antibody response. These individuals may 
have viral particles in their blood that can infect a 
health care worker who sustains a percutaneous or 
mucocutaneous exposure to that blood. 

Although these tests have been widely used for the 
detection of HIV antibody, both have intrinsic flaws. 18,19 
The ELISA is a highly sensitive test for antibody re¬ 
sponse; however, it is not specific: reactivity with sim- 
iliar antibodies can give positive results. Western blot 
electrophoresis is a highly specific test for HIV antibody 
proteins, which are identified on the basis of molecular 
weight; adequate concentrations of antibody proteins 
must be present before the results are considered posi¬ 
tive. It is not a very sensitive test, and results can be 
inconclusive. Therefore, the most widely accepted cri¬ 
teria for HIV antibody positivity require that both tests 
be performed and both tests be positive. Another factor 
that may influence HIV antibody positivity is massive 
fluid replacement in trauma patients. In this situation, 
the antibodies may be diluted, and the patient’s HIV 
antibody test would be falsely negative. 20 

No one should have a cavalier attitude about touching 
a patient’s blood, body fluids, or mucous membranes 
with an ungloved hand. Everyone should wear appro¬ 
priate protective attire when the probability of being 
splashed with blood or body fluids exists. Infection 


control must include education regarding the nature of 
the diseases, the mechanisms of transmission, the po¬ 
tential for infection, and the methods of protection. 

Patient Care Practices 

The Centers for Disease Control recently issued ex¬ 
tensive guidelines outlining specific patient care pro¬ 
cedures that would minimize occupational risks for 
acquiring infectious diseases in the health care setting. 21 
Most health care facilities have moved swiftly to imple¬ 
ment these comprehensive recommendations; however, 
their application requires careful consideration. 

Gloves When the CDC recommended the implemen¬ 
tation of universal precautions for the prevention of 
occupational acquisition of blood-borne diseases, glove 
utilization both inside and outside hospitals dramati¬ 
cally increased. Consequently, there is a national short¬ 
age of gloves, in particular, sterile surgical and proce¬ 
dure gloves. While some of this shortage is attributed 
to increased demands, a major factor is inappropriate 
use of gloves. Gloves should be worn only when a task 
involves direct contact with blood or body fluids. They 
should be removed as soon as the task is completed, 
and handwashing should be performed. Wearing gloves 
should never be viewed as a substitute for handwashing. 
In addition, the failure to remove gloves promptly can 
facilitate cross-infection among hospitalized patients 
and increase nosocomial infection rates. 

Some people think that only sterile medical-grade 
gloves can provide adequate protection. So everyone— 
physicians, nurses, allied health professionals, labora¬ 
tory technicians, morticians, public service personnel, 
and ancillary and environmental services personnel— 
has been using these gloves. However, it is important 
to remember that glove strength, not sterility, is the 
key factor determining occupational protection. Ques¬ 
tions concerning the permeability of nonsterile gloves 
can be answered by evaluating the effectiveness with 
dyes such as methylene blue. 

Sterile gloves should be worn only for those proce¬ 
dures in which the patient needs protection from the 
acquisition of a nosocomial infection. These include 
invasive and operative procedures. Sized nonsterile dis¬ 
posable gloves should be used for any other procedures 
or tasks in which finger dexterity is important to the 
task and that involve the manipulation of blood sam¬ 
ples, IV monitoring lines, or the performance of a 
variety of laboratory tasks. Mid-weight plastic or rubber 
gloves should be worn for cleaning procedures, and 
heavy gloves (for example, leather gloves) should be 
worn for waste and trash removal. Therefore, glove use 
must be task-specific, ensure both the safety of patients 
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and personnel, and maximize availability. It is the 
responsibility of all to enforce compliance. 

Eye Protection Selection of proper eye protection 
must facilitate safety as well as maintain vision. Visors 
or goggles are most appropriate for procedures that 
involve cutting or drilling bone, when using pulsatile- 
jet lavage irrigation systems, when controlling hemor¬ 
rhage, and while performing vascular surgery or dental 
procedures. Plain glass or prescription eyeglasses may 
be suitable for working in areas of the hospital other 
than operative suites, emergency departments, invasive 
radiology suites, or labor and delivery suites. 

Handling of Sharps Although there is agreement that 
recapping needles is an unsafe practice, some proce¬ 
dures may require recapping a needle to remove it from 
a syringe or IV tubing. Examples include drawing a 
percutaneous arterial blood sample, exchanging needles 
when obtaining blood cultures, and connecting mini¬ 
dose intravenous medications. Therefore, all patient 
care procedures should be evaluated for safety; when 
appropriate, alternatives should be sought to minimize 
risks. In addition, technical proficiency should be mon¬ 
itored, and those procedures identified as resulting in 
consistent needlestick injury must be improved. The 
best mechanism to accomplish this is to document all 
needlestick misadventures. This allows monitoring of 
the acquisition of disease and the safety of patient care 
practices. 

Handwashing Handwashing is one of the best meth¬ 
ods of infection control in the health care environment. 
It facilitates protection of the patient from acquisition 
of nosocomial infection and of the provider from occu¬ 
pational acquisition of an infectious disease. However, 
unless there is a constant reminder, as well as an 
awareness of the importance of the procedure, hand¬ 
washing is often forgotten. The use of waterless hand- 
care products, especially in the prehospital setting, can 
be useful when there is no easy access to water sources 
and sinks; however, they should not be considered a 
substitute for handwashing. If these products are used, 
the hands should be washed thoroughly as soon as 
patient care allows. 

Failure to perform handwashing can be implicated in 
the acquisition of viral disease and may be an important 
factor in HBV transmission. While it is clear that 
transmission of HBV occurs by direct percutaneous and 
mucocutaneous exposures in the workplace, a signifi¬ 
cantly high number of those infected disclaim any 
knowledge of previous misadventure. 22 Although the 
possibility that the acquisition of infection could have 
resulted from an exposure in the community, the mode 


of transmission in most of these cases might be attrib¬ 
uted to the unconscious habits of personnel and failure 
to comply with accepted practices of infection control. 
Health care professionals may easily contaminate their 
hands with a patient’s blood or oral secretions when 
they fail to wear gloves while performing vascular punc¬ 
tures, inserting IV lines, intubating patients, and suc¬ 
tioning respiratory secretions. Blood and secretions can 
accumulate under their fingernails and around their 
cuticles. If they then fail to adequately wash their 
hands, they can subsequently inoculate themselves with 
these body substances via unconscious habits such as 
wiping their eyes, biting their fingernails and cuticles, 
using a pen and then putting it in their mouths, picking 
up a syringe and pulling the needlecap with their teeth, 
scratching insect bites, rubbing abrasions, or eating and 
drinking in a patient care area. 

Cleaning, Disinfection, and Sterilization 

No other infection control guidelines create more 
confusion than those outlining cleaning, disinfection, 
and sterilization recommendations. The major problem 
is a misconception regarding basic terminology and the 
application of decontamination, disinfection, and ster¬ 
ilization techniques. It is not uncommon for these terms 
to be misused or inappropriately interchanged by su¬ 
pervisory personnel or those viewed as an authority on 
the subject. Decontamination is a process that removes 
disease-producing microorganisms and renders the ob¬ 
ject or environment safe. It can be as simple as washing 
a surface with hot soapy water or rinsing an object 
under running water. Disinfection is a process that kills 
or destroys most disease-producing microorganisms ex¬ 
cept for the resistant bacterial endospores. The process 
can vary from low-level (which kills vegetative bacteria, 
fungi, and lipid viruses) to high-level (which kills veg¬ 
etative bacteria, tubercle bacillus, some spores, fungi, 
and lipid and nonlipid viruses). Sterilization is a chem¬ 
ical or physical process that results in the total destruc¬ 
tion of all microorganisms, including highly resistant 
bacterial spores. 

The application of these procedures is determined by 
the specific use of the equipment or instrument. 22 Ster¬ 
ilization is required for critical items, defined as those 
that are inserted into or interface with the cardiovas¬ 
cular system, are implanted into the body, or are used 
for invasive surgical procedures. Disinfection is re¬ 
quired for semicritical items, defined as those that touch 
or invade mucous membranes; high-level disinfection is 
recommended for respiratory equipment to ensure the 
eradication of mycobacteria. All other items and sur¬ 
faces are considered noncritical and require cleaning, 
sanitizing, or low-level disinfection. To be effective, 


554 MMJ July 1988 


disinfection and sterilization procedures must be per¬ 
formed on precleaned surfaces. Most disinfectants are 
inactivated in the presence of organic matter. Concen¬ 
trations of disinfectants and sterilants must be exact 
and in accordance with label instructions. Spraying 
disinfectants on surfaces is ineffective and not recom¬ 
mended since neither concentration of ingredients nor 
an even distribution of solution can be achieved. 24 Most 
disinfectants can be toxic to the personnel who use 
them: anyone performing decontamination, disinfec¬ 
tion, and sterilization procedures must wear appropri¬ 
ate protective attire. Toxicity of products can be as¬ 
sessed from a Materials Data Safety Sheet, which must 
be available from all disinfectant manufacturers. 

No single disinfectant is a panacea. Antimicrobial 
effects are variable and a wide variety of chemical- 
inanimate object incompatibilities must be considered. 
Although there is variance among products, disinfec¬ 
tants and sterilants can corrode metal, leave ionic res¬ 
idues, stiffen and crack plastic, etch glass, stain plastic, 
short-circuit electronics, and dissolve adhesives and 
lens cement. Therefore, selection of a sterilization or 
disinfection process must be in accordance with the 
equipment manufacturer’s recommendations. However, 
some manufacturers of hospital equipment may outline 
sterilization or disinfection procedures even though 
these practices may not be necessary. 

All hospital-grade disinfectants, including glutaral- 
dehydes, are solutions and 97 to 99 percent of ingredi¬ 
ents are unknown to the consumer. These are listed as 
“inert ingredients,” but they are inert only with respect 
to their germicidal capabilities and not their ability to 
react with a variety of inanimate materials. For exam¬ 
ple, a 2 percent glutaraldehyde solution may contain a 
surfactant that, over time, can dissolve the lens cement 
of a fiberoptic endoscope. This ingredient is not listed 
on the label and its presence may not be known unless 
specific inquiry is made. 

Many assume that the Environmental Protection 
Agency (EPA) regulates the efficacy of disinfectants; 
however, this is not the case. Since 1979, the federal 
government has deregulated the chemical manufactur¬ 
ing industry in regard to disinfectants and antiseptics. 
The EPA no longer conducts efficacy testing of 
disinfectants 2 ’ and the Food and Drug Administration 
has never completed its proposed guidelines for efficacy 
testing of antiseptics. 26 

Registration of a disinfectant requires the manufac¬ 
turer to present data that support the labeling claims 
of its active ingredients; however, it does not require 
disclosure of the inert ingredients or the exact formu¬ 
lation of the solution. 2 ' Therefore, when evaluating the 
efficacy of a product, consumers must rely on the integ¬ 
rity of the manufacturers and the laboratories they 


employ. It is alarming that the manufacturers may not 
have the technical data to support their claims. In a 
recent collaborative study of EPA-registered hospital 
disinfectants conducted among 18 laboratories rou¬ 
tinely involved in the efficacy testing of disinfectants, 
20 percent failed products for Salmonella choleraesuis, 
37 percent failed products for Staphylococcus aureus, 
and 62 percent failed products for Pseudomonas aeru¬ 
ginosa. 28 In addition, four laboratories unknowingly 
tested their own product, and three of the four failed 
their product with one or more of the test organisms. 
Ineffective disinfectants and antiseptics can have major 
impact on the development of nosocomial infections, 
and selection of these products mandates meticulous 
scrutiny by the medical community. There is a move 
by Congress to remedy this situation: House Bill 2355, 
the EPA Research Reauthorization Act. 26 

A major disinfectant dilemma of recent years has 
centered on the eradication of HIV and HBV in the 
environment. Early in the AIDS epidemic most infec¬ 
tion control guidelines recommended the use of house¬ 
hold bleach in 1:10 dilution for environmental cleaning. 
This recommendation was largely derived from those 
developed in the 1970s for HBV. However, as our 
knowledge of HIV has advanced, no environmental 
mechanisms of HIV infection have been documented, 21 
a variety of disinfectants have been proved to be effec¬ 
tive against this virus, 29 ’ 30 and the CDC is recommend¬ 
ing detergent disinfectants for environmental clean¬ 
ing. 21 Therefore, standard recommendations for clean¬ 
ing, disinfection, and sterilization are adequate 
measures to control this virus in the health care setting. 

HBV has often been considered as some sort of “super 
virus” because of its ability to survive under a variety 
of environmental conditions. 31 Because HBV is not 
easily adapted to tissue culture techniques in the labo¬ 
ratory, kinetic studies for its inactivation by physical 
and chemical agents were lacking and many recommen¬ 
dations were predicated upon empiric analysis of the 
known biocidal activity of a particular treatment. In 
the mid-1970s, the CDC undertook intensive studies 
using radioimmunoassay (RIA) techniques for the de¬ 
tection of HBsAg and infectivity studies with chimpan¬ 
zees to establish practical guidelines for environmental 
control of HBV in health care settings. 31 These studies 
demonstrated that undiluted serum for HBSAg carriers 
could be inactivated by a 1:10 dilution of household 
bleach in 30 minutes. Household bleach is 5.25 percent 
hypochlorite, and a 1:10 dilution gives 5000 ppm of 
active ingredients. However, even at much smaller con¬ 
centrations (500 to 1000 ppm), bleach solutions still 
can be corrosive to metals. 

During this series of studies, it also was demonstrated 
that HBsAg could be eliminated by the mechanical 
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action of cloths soaked in water or moistened with 
hemolytic detergents used on smooth, hard surfaces 
such as asbestos floor tile; coarse-textured, nonabsor¬ 
bent, rubber foam-backed upholstery material; or plas¬ 
tic instrument knobs. This was taken as reasonable 
proof of HBV eradication since the ratio of HBV to 
HBsAg in serum is 1 to greater than 2,000, and reduc¬ 
tion of HBsAg below a detectable level implies an 
equally large reduction in the infective potential of the 
contamination. Therefore, detergent disinfectants were 
recommended for environmental cleaning even when 
an area was visibly contaminated with the blood or 
feces of a patient with hepatitis. 3 " However, bleach 
solutions were still recommended for surfaces such as 
curled or grooved instrument knobs that could not be 
cleaned easily. Environmental disinfection with bleach 
solutions was recommended for hemodialysis units to 
reduce the nosocomial transmission of HBV. In this 
setting, it was theorized that critical and semicritical 
items used during dialysis could be contaminated by 
environmental HBV even if the personnel wore gloves. 33 

Since these studies, inactivation of HBV has been 
demonstrated by other intermediate- to high-level dis¬ 
infectant chemicals. 34,35 Most importantly, it has been 
shown that 70 percent isopropyl alcohol and 2 percent 
glutaraldehyde solutions can inactivate HBV in dried 
human plasma when exposed to these chemicals for 10 
minutes at 20°C. From these chimpanzee infectivity 
models, it was concluded that the resistance of HBV to 
disinfectant chemicals is not as extreme as once thought 
and that these disinfectants could possibly be used on 
HBV contamination with a margin of safety. 

Although HBV may survive in the environment, it 
does not mean that the modes of transmission are 
different. It still requires a mucocutaneous or percuta¬ 
neous exposure of the virus to cause disease. In addition, 
environmental survival does not mean the virus is any 
less susceptible to chemical or physical inactivation. 
Therefore, the best means of protection is to wear gloves 
while performing cleaning, decontamination, and dis¬ 
infection procedures and to meticulously clean the en¬ 
vironment. Bleach must be used with caution because 
of its corrosive capabilities. Alternative methods of 
disinfection should be used when bleach is incompatible 
with the material being disinfected. 
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Hyperbaric Medicine: What Is It; How Is It Used? 

ROY A. M. MYERS MD and LOUIS MARZELLA MD, PhD 


There has been steady growth in the use of hyperbaric oxygen therapy by an 
increasing number of facilities throughout the United States. The mechanisms of action 
associated with hyperbaric oxygen therapy that have proved beneficial in the treat¬ 
ment of a variety of diseases and conditions include pressure, dissolution of oxygen in 
plasma, fibroblastic proliferation, macrophage-enhanced phagocytosis, neovasculari¬ 
zation, and antitoxin and antimicrobial effects. In describing the history and practice 
of hyperbaric medicine, we focus on the program at MIEMSS. 


The Hyperbaric Medicine Department of MIEMSS 
has been in operation for nearly 20 years. It began when 
R Adams Cowley, a thoracic surgeon, explored the use 
of hyperoxygenation states achieved by breathing 100 
percent oxygen under pressure to protect the patient’s 
brain and other organs during cardiac surgery. This 
particular usage was obviated by the advent of bypass 
surgery. The field of hyperbaric medicine has had its 
“ups and downs”; a particular “down” was in the late 
1960s when it was being used indiscriminately. Patients 
with any of 350 different conditions were exposed to 
hyperbaric oxygen: the result was disillusionment of 
the medical community with hyperbaric medicine. 

The 1970s saw a cautious resurgence of interest in 
hyperbaric medicine, which has gained momentum into 
the 1980s. 1 The growth in this decade has been more 
controlled. Much of the direction has come from the 
Hyperbaric Oxygen Therapy Committee of the Under¬ 
sea and Hyperbaric Medical Society. This committee 
was created to develop clinical criteria for use of hyper¬ 
baric oxygen and to issue safety standards for the 
physical equipment used and for the dosage of oxygen 
administered to prevent toxicity. 2-4 Insurance carriers 
and Medicaid accepted the recommendations of this 
committee and are making payments for the use of 
hyperbaric oxygen in the treatment of the conditions 
listed Table 1. 

To further clarify the criteria for use of hyperbaric 
oxygen therapy, the original four categories 2 have been 
regrouped into two. 3,4 Category I (Accepted Condi¬ 
tions) includes the disorders for which hyperbaric oxy¬ 
gen therapy either is the primary mode of therapy or 
has proved to be an important adjunctive measure. In 
vitro and in vivo studies have provided sound physio¬ 
logical rationale for the use of hyperbaric oxygen in 
these conditions. Despite wide clinical experience, con¬ 
trolled human studies have not been undertaken. Cost 
effectiveness has been considered in establishing treat¬ 
ment standards for each condition. These standards are 
designed to optimize oxygen dosage through the dura¬ 
tion and frequency of oxygen exposure and the pressure 


Dr. Myers is the Director of Hyperbaric Medicine and Dr. Marzella 
is the Director of Hyperbaric Research at MIEMSS. Reprints: Dr. 
Myers, MIEMSS, 22 S. Greene St., Baltimore, MD 21201-1595. 


level used for treatment. Attention is also paid to cri¬ 
teria for selecting patients. 

Category II is Investigative Conditions. The 
committee reasoned that the rationale for treatment of 
these conditions was sufficient, but no compelling evi¬ 
dence of therapeutic benefits yet existed. Patients with 
these conditions should be treated only according to a 
research protocol. With peer review, third-party pay¬ 
ment can be sought at the discretion of the treating 
physician. 

The number of hyperbaric facilities in the country 
has risen steadily from 35 in 1977 1 to 230 in 1986. 5 
There are two types of chambers. In the multiplace 
chamber, two to eight patients and a nurse or physician 
(inside tender) are all compressed in ambient air to the 
desired treatment depth, and the patient then breathes 
100 percent oxygen. The monoplace chamber, or single¬ 
person chamber, is filled with compressed oxygen and, 
unless the patient needs ventilator assistance, it is 
unnecessary to provide any vehicles such as a mask for 
administration of the oxygen. Each chamber has advan¬ 
tages and disadvantages. In general, mainly for eco¬ 
nomic reasons, there are more monoplace than multi¬ 
place facilities throughout the nation (Table 2). 

MIEMSS Experience, 1981—1986 

In the past six years, 1,422 patients have been treated 
with hyperbaric oxygen therapy in the MIEMSS pro- 


Table 1. Accepted Conditions 

—Air or gas embolism (acute) 

—Carbon monoxide poisoning, acute smoke inhalation, and assumed 
CO/cyanide poisoning 
—Crush injury, compartment syndrome 
—Decompression sickness 

—Enhancement of healing in selected problem wounds 
—Exceptional blood loss (anemia) 

—Gas gangrene (clostridial) 

—Necrotizing soft tissue infections (subcutaneous tissue, muscle, and 
fascia) 

—Osteomyelitis (refractory) 

—Radiation necrosis: osteoradionecrosis and soft tissue radiation 
necrosis 

—Skin grafts or flaps (compromised) 

—Thermal burns (special consideration) 


Vol 37, No 7 MMJ 559 





Table 2. Summary of Patients Treated by Type 
of Chamber (1971-1987) 


Type of Number of Number of 

Chamber Chambers Patients Treated 


Monoplace 

140 

Multiplace 

85 

Both 

21 

Total 

246 


34,886 

16,327 

11,335 

62,548 


gram. All but 58 of these patients were in the accepted 
category, and payment was provided by insurance car¬ 
riers. Table 3 indicates the conditions treated, the num¬ 
bers of patients with each of those conditions, the total 
number of dives per year, and dive hours per year. 

Entities Treated 


occurs, the patient is referred to the closest, most ap¬ 
propriate chamber for treatment. This network has 
cross-covered the nation, dividing it into seven regions, 
with a central coordinator at Duke University. The 
network provides timely treatment for diving accident 
victims nationwide. 

Smoke Inhalation/Carbon Monoxide Poisoning In 
Maryland’s statewide EMS program, patients in coma 
or with altered mentation related to smoke inhalation 
or carbon monoxide poisoning are referred to the 
MIEMSS Hyperbaric Medicine Center for assessment 
and treatment. In 1987, over 100 patients were referred 
to MIEMSS with these two conditions. 5-9 Assessment 
protocols such as psychometric testing, 6 treatment rec¬ 
ommendations, and a better understanding of carbon 
monoxide poisoning and its sequelae have resulted from 
this experience with a specific patient population. 


Decompression Sickness, Air/Gas Embolism With the 
development of the National Diving Alert Network, 
nationwide coverage for diving accidents has been 
achieved. MIEMSS is the coordinator for the northeast 
sector of the country encompassing a 13-state area 
(Virginia, West Virginia, Maryland, Pennsylvania, and 
all other states up to the Canadian border). The coor¬ 
dinating center is responsible for knowing the location 
and capabilities of all chambers in the sector. A tele¬ 
phone call to either the Regional Center (MIEMSS) or 
the National Center (Duke University, Durham, North 
Carolina) by the diver, a colleague, a paramedic, or the 
initial referring hospital activates the system. When a 
diving accident (decompression sickness, air embolism) 


Gas Gangrene (Clostridial and Nonclostridial) The 
number of cases of gas gangrene has decreased over the 
past few years to fewer than five per year. The incidence 
of soft tissue infections, including necrotizing fasciitis 
and the mixed infections occurring in compromised 
hosts, such as those with diabetes, peripheral vascular 
disease, malnourishment, and obesity, has increased 
considerably. Between 25 and 30 of these patients are 
treated in the MIEMSS hyperbaric facility per year. 
Specific protocols have been developed for the manage¬ 
ment of these patients. Aggressive surgery is under¬ 
taken immediately after stabilization of the patient. 
This is followed by repeated surgery (often daily) until 
there is no further spread of the infection. Hyperbaric 


Table 3. MIEMSS: Summary of Diseases Treated in Each Year 


Disease 

1981 

1982 

1983 

1984 

1985 

1986 

Total 

Air embolism 

2 

0 

3 

3 

2 

0 

10 

Anemia (blood loss) 

0 

0 

0 

0 

0 

1 

1 

Carbon monoxide poisoning 

23 

21 

17 

12 

18 

66 

157 

Compromised skin flaps 

0 

0 

0 

0 

0 

24 

24 

Compromised skin grafts 

0 

4 

18 

6 

20 

9 

57 

Crush injury, unspecified 

0 

0 

2 

51 

19 

29 

101 

Cyanide poisoning 

0 

0 

1 

0 

0 

0 

1 

Decompression sickness 

6 

14 

7 

6 

11 

6 

50 

Gas gangrene (clostridial) 

4 

8 

10 

3 

1 

2 

28 

Ischemic condition-diabetic ulcer 

0 

0 

17 

10 

9 

0 

36 

Necrotizing fasciitis 

0 

11 

2 

0 

21 

19 

53 

Osteomyelitis, unspecified 

23 

27 

20 

27 

27 

15 

139 

Radiation necrosis, unspecified 

17 

21 

43 

23 

36 

35 

175 

Smoke inhalation 

15 

19 

18 

16 

25 

38 

131 

Soft tissue infection 

7 

10 

3 

25 

0 

11 

56 

Wound healing, unspecified 

21 

132 

68 

43 

32 

50 

346 

Totals 

118 

267 

229 

225 

221 

305 

1,365 

Total dives per year 

2,325 

3,363 

4,922 

4,922 

5,318 

5,044 

25,659 
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oxygen is also initiated soon after surgery has been 
completed and is continued through to ultimate wound 
closure. Wounds are closed early (at day four or five 
postadmission), when no further signs of progression of 
infection are seen. With this management, 70 percent 
of these severely ill patients can be saved. 

Radiation Necrosis An average of 35 patients with 
radiation necrosis are seen yearly, including those with 
dental caries in radiated mandibles or maxillas. There 
is a high incidence of subsequent osteoradionecrosis 
following the extraction of these teeth. Hyperbaric oxy¬ 
gen coverage is used routinely prior to and following 
extraction. The management of patients has been sim¬ 
plified and the costs of treatment have been reduced. 
Hyperbaric oxygen has become the prime mode of ther¬ 
apy for this condition. 10 

Wound Healing Hyperbaric oxygen is used to promote 
wound closure in nonhealing wounds in more than 50 
patients each year at the MIEMSS facility. They range 
from victims of trauma to patients with chronic, non¬ 
healing wounds in poorly vascularized tissues. Specific 
types of nonhealing wounds include ulceration or gan¬ 
grene in lower extremities of diabetic patients and 
nonhealing amputation stumps in patients with diabe¬ 
tes or peripheral vascular disease. In these conditions, 
oxygenation of the tissues is poor due to vascular dis¬ 
ease. 

Crush Injuries Mechanical trauma to major muscle 
groups can induce hemorrhage, swelling, and microvas- 
cular thrombosis. In general, the patients treated in 
MIEMSS hyperbaric chamber have grade III fractures 
such as those resulting from bumper injuries. Crush 
injuries with avulsion of tissue flaps also benefit from 
hyperbaric oxygen treatment. 

Skin Grafts and Flaps Increasing efforts are being 
made to salvage ischemic flaps. Research in animals 
indicates the effectiveness of hyperbaric oxygen treat¬ 
ment. 11, 12 

Discussion 

The total number of patients treated in the MIEMSS 
hyperbaric chamber and the hours of diving per year 
have increased dramatically. In the first 14 years of 
operation, 427 patients received 5,659 treatments. In 
the next 6 years (1981 to 1986), 1,422 patients were 
treated in 25,659 dives. 

In the Maryland-Washington-Pennsylvania area, the 
number of available facilities has increased in the past 
few years. Monoplace chambers are now available at 
Shady Grove Adventist Hospital, George Washington 


University, and Mt. Vernon Baromedical Services. In 
Philadelphia, a number of chambers have opened at the 
University of Pennsylvania, Graduate Hospital, and 
Hahnemann University. 

As physician awareness of the potential benefits of 
hyperbaric oxygen therapy increases, so does patient 
load. National statistics indicate a significant increase 
in patient treatments. In the years 1970 to 1976, ap¬ 
proximately 7,700 patients were treated for all condi¬ 
tions. 1 A survey of hyperbaric facilities was conducted 
in 1986 1 ' 1 ; 240 questionnaires were distributed, and 133 
responses were received. In a six-year period (1980 to 
1986), 35,016 patients were treated in 133 hyperbaric 
facilities in the United States. Of these patients, 21,015 
were treated in monoplace chambers, 8,941 in multi¬ 
place, and 5,060 in facilities with both types of cham¬ 
bers. 

The chamber safety record is impressive and the 
incidence of oxygen toxicity remains very low. In our 
Institute in the past 10 years of treatments, covering a 
total of 44,280 diving hours, there have been 6 cases of 
decompression sickness in the inside tender. The inci¬ 
dence of oxygen toxicity in our patients is also low, 14 as 
are the other complications of barotrauma to ears, 
lungs, and teeth. In 14,966 dives, a total of 137 (0.9 
percent) incidents of acute oxygen toxicity symptoms 
have occurred in 891 patients (Table 4). 

Mechanisms of Action of Hyperbaric Oxygen The 
mechanisms of action of hyperbaric oxygen are varied 
and include effects directly related to pressure. The 
volume of a bubble is reduced in an inversely propor¬ 
tional manner to the pressure applied (Boyle’s law). 
The interaction of a gas with a fluid phase under 
pressure results in an increase in the amount of the gas 
dissolved in the fluid. Thus, the oxygen tension in the 
alveoli, bloodstream, tissues, and cells is greatly in¬ 
creased (Henry’s law). 


Table 4. Incidence of Acute Oxygen Toxicity 
Symptoms (1978—1983) 


Symptoms 

Percent 

Nausea and vomiting 

0.37 

Seizures 

0.21 

Muscular twitching 

0.13 

Anxiety 

0.09 

Vertigo 

0.06 

Altered consciousness 

0.05 

Respiratory changes 

0.05 

Behavior changes 

0.03 

Sweating 

0.03 

Auditory changes 

0.02 

Visual changes 

0.02 
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The major use of the pressure effect of hyperbaric 
oxygen is in the treatment of dysbaric conditions such 
as air embolism and decompression sickness. The pres¬ 
sure volume changes of the gases are the vehicle of 
treatment. The greater the increase in pressure, the 
smaller the volume and diameter of the bubble in the 
bloodstream and capillaries. This allows the bubble to 
pass through the arterial system into the venous system 
and then be absorbed in the lungs. 

At greatly increased levels, oxygen can act as a drug, 
eliciting various biological responses that are directly 
related to the length of time of exposure and the pres¬ 
sure applied. A most promising area for research is 
exploitation of these effects for therapeutic purposes. 
The increased oxygen has a variety of actions on differ¬ 
ent organs and tissues in the body. Under increased 
oxygen tension, the tissue blood flow is reduced and a 
decrease of 20 percent of blood flow has been noted at 
2 atmospheres of pressure (ATA) in specific tissue 
compartments. 15 The blood flow reduction is compen¬ 
sated by the hyperoxygenation of the blood, which 
prevents the problem of hypoxia. Outflow from the 
microcirculation is maintained and tissue edema is re¬ 
duced. Repeated treatments with hyperbaric oxygen 
result in greater amounts of edema reduction; up to 50 
percent has been noted. 16,17 

Tissue Repair: Fibroblastic Proliferation and Neovas¬ 
cularization The process for tissue repair, including 
fibroblastic proliferation, neovascularization, and col¬ 
lagen formation, requires adequate tissue tensions of 
oxygen. 18-20 In injured and ischemic tissue, fluid escapes 
from the vasculature into the extravascular space. This 
fluid creates a relative diffusion barrier between the 
microvasculature and the tissue parenchyma, resulting 
in further reduction in oxygenation of cells. The addi¬ 
tion of hyperbaric oxygen overcomes this problem by 
supersaturating the tissue with higher oxygen levels 
and, at the same time, effectively reducing the amount 
of edema. 

It is essential to understand the concept of increased 
oxygen concentration as a result of increased pressure 
with increased amounts of oxygen dissolved in plasma 
in accordance with Henry’s law. An arterial P0 2 of 
approximately 2,200 mm Hg may be achieved by a 3 
ATA pressurization. At this pressure, 6.7 volumes per¬ 
cent of oxygen are thus in solution in the plasma. 21,22 

Many nonhealing wounds are hypoxic with tissue 
oxygen tensions of under 15 mm Hg. 23 Fibroblastic 
synthesis of collagen for the development of a extracel¬ 
lular matrix for capillary budding into an avascular 
area requires tissue oxygen concentrations between 20 
and 40 mm Hg. 24 

With restoration of normal tissue oxygen levels, cel¬ 


lular and capillary proliferation may be enhanced. Mi- 
croangiographic studies in burn wound revasculariza¬ 
tion and skin flaps demonstrated a major new blood 
vessel growth into wounds occurring under hyperbaric 
oxygen treatments. 11,25 

Enhanced Bacterial Killing by Neutrophils Mader et 
al , 26 showed a diminished bacterial killing by neutro¬ 
phils at tissue oxygen tensions between 5 and 10 mm 
Hg. Increasing oxygen tensions enhanced the bacteri¬ 
cidal activity in a linear fashion. After neutrophils 
ingest bacteria, molecular oxygen is required for bac¬ 
terial killing. The oxygen is reduced to superoxide free 
radical by oxidases on the phagocytic membrane. 27,28 
Superoxide is metabolized further to produce hydrogen 
peroxide and other toxic molecules that kill the bacte¬ 
ria. 29 !1 Mader et al. 26 were able to show that low oxygen 
tensions in chronic osteomyelitic bones responded dra¬ 
matically to hyperbaric oxygen therapy, with an eleva¬ 
tion in oxygen levels of bone to 150 torr, which in¬ 
creased phagocytic killing of staphylococcal organisms. 
Bacterial killing was as effective with hyperbaric oxy¬ 
gen therapy as with an appropriate antibiotic. 

Other Antimicrobial Effects of Oxygen Even low ten¬ 
sions of oxygen can kill anaerobic organisms. These 
organisms lack superoxide dismutase and catalase. The 
presence of oxygen thus results in the formation of 
superoxide radicals, which cannot be detoxified and are 
lethal to the organism. 32 High oxygen tensions can 
inactivate some toxins such as clostridial a-toxin. This 
toxin can destroy cell membranes and increase capillary 
permeability. 33 Oxygen is also required for maximal 
efficacy of some antimicrobials. In the case of amino¬ 
glycosides, oxygen is needed for the transport of the 
drug into the bacteria. In anoxic conditions, the effec¬ 
tiveness of the aminoglycosides is reduced. This well- 
known phenomenon is illustrated in Table 5. 


Table 5. Decreased Effectiveness of Gentamicin 
in Anaerobic Conditions 


E. coli strain or 

Diameters of Zones 
of Inhibition (mm) 

Ratio 

clinical isolate 

Aerobic 

Anaerobic 

Anaerobic/Aerobic 

#2 

21.4 

12.2 

0.57 

#7 

20.9 

13.1 

0.62 

#16 

23.4 

13.2 

0.56 

ATCC #25922 

22.9 

12.5 

0.55 


Note: E. coli were grown on agar plates either in room air (21% 0 2 , 
aerobic) or in 0% oxygen (anaerobic). 
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Use of Hyperbaric Oxygen in Radiation Necrosis Ra¬ 
diated tissue brings together the major problems of 
tissue hypoxia and wound breakdown. The progressive 
proliferative endarteritis in irradiated tissues results in 
tissue ischemia, which may lead to ulceration and ex¬ 
posed bone. Because reconstructive surgery of the fact 
is often disfiguring and major difficulties exist in the 
implantation of graft tissue into radiated areas, hyper¬ 
baric oxygen has become a means of promoting wound 
healing in the radiated patient. In soft tissue other than 
the face and neck area, total excision of all the involved 
radiated tissue and grafting with vessel-bearing myocu- 
taneous flaps can be undertaken. Hyperbaric oxygen 
and its resultant increased tissue oxygen tensions in 
hypoxic tissue results in the growth of functional cap¬ 
illaries. This revascularization then supports skin flaps 
and skin grafts. The impaired bacteria killing ability of 
hypoxic leukocytes is restored with the normal eleva¬ 
tion of oxygen tension. The vascular bed produced is 
not infected and allows successful reconstruction. Marx 
has led the way in defining the role of hyperbaric oxygen 
therapy in the treatment of osteoradionecrosis. 34-37 

Conclusion 

With a better rationale for action, hyperbaric oxygen 
therapy is being used on a wider basis than before. In 
today’s medical economics, where cost containment is 
becoming more important, the usefulness of hyperbaric 
oxygen is apparent. Much of the hyperbaric oxygen 
therapy undertaken at the MIEMSS facility is done on 
an outpatient basis. This reduces total costs, since the 
patient can be admitted for same-day surgery and short 
hospital stays. With the excellent safety record of hy¬ 
perbaric oxygen therapy and its potential for cost con¬ 
tainment, increasing use rates are anticipated. A wider 
dissemination of knowledge about the availability and 
efficacy of hyperbaric oxygen therapy is needed. 
Through this, physician support should increase, thus 
ensuring a promising future for hyperbaric oxygen ther¬ 
apy as an adjunctive therapy to existing surgical and 
other therapeutic approaches. 

A reawakening of interest in mechanisms of action 
of hyperbaric oxygen is leading to a better understand¬ 
ing of interactions of oxygen with toxins, antimicrobi¬ 
als, and various cellular functions and to the optimiza¬ 
tion of oxygen dosage in skin grafts and flaps and the 
crush injury syndrome. 38 40 

References 

1. Myers, R.A.M.; Baker, T.L.; Cowley, RA. “Hyperbaric Medi¬ 
cine, State-of-the-Art, 1979.” Am Surg 48(1982):487-94. 

2. Kindwall, E.P., ed. Hyperbaric Oxygen Therapy: A Committee 
Report. Bethesda, MD: Undersea Medical Society, Inc., 1979. 

3. Davis, J.C., ed. Hyperbaric Oxygen Therapy: A Committee 


Report. Bethesda, MD: Undersea Medical Society, Inc., 1983. 

4. Myers, R.A.M., ed. Hyperbaric Oxygen Therapy: A Committee 
Report. Bethesda, MD: Undersea Medical Society, Inc., 1986. 

5. Myers, R.A.M.; Jones, D.W.; Britten, J.S. “Carbon Monoxide 
Half Life.” In: Proceedings of the VIII International Congress on 
Hyperbaric Medicine, Long Beach, California, August 20-22, 1984. 
San Pedro, CA: Best Publishing, 1987:263-65. 

6. Messier, L.D. and Myers, R.A.M. “Development of a Neuro¬ 
psychological Screening Battery for Assessment of Carbon Monoxide 
Patients.” Int J Neuropsychol (in press). 

7. Myers, R.A.M. and Britten, J.S. “Do Arterial Blood Gases 
Have Value in Treatment Decisions in Carbon Monoxide Poisoning?” 
Crit Care Med (in press). 

8. Myers, R.A.M.; Snyder, S.K.; Emhoff, T.A. “Subacute Se¬ 
quelae of Carbon Monoxide Poisoning.” Ann Emerg Med 
14(1985):1163-67. 

9. Marzella, L. and Myers, R.A.M. “ Carbon Monoxide Poisoning.” 
Am Fam Phys 34(1986):186-94. 

10. “Radiation Necrosis: Osteoradionecrosis and Soft Tissue Ra¬ 
diation Necrosis, Caries in Radiated Bones.” In R.A.M. Myers, ed., 
pp. 65-70. Hyperbaric Oxygen Therapy: A Committee Report. Be¬ 
thesda, MD: Undersea Society, Inc., 1986. 

11. Manson, P.N.; Im, M.J.; Myers, R.A.M.; Hoopes, J.E. “Im¬ 
proved Capillaries by Hyperbaric Oxygen in Skin Flaps.” Surg Forum 
31(1980):564-66. 

12. “Skin Grafts or Flaps (Compromised).” In R.A.M. Myers, ed. 
Hyperbaric Oxygen Therapy: A Committee Report. Bethesda, MD: 
Undersea Medical Society, Inc., 1986, pp. 71-72. 

13. Myers, R.A.M. “Hyperbaric Medicine USA 1986.” Jpn J Hy¬ 
perbaric Med 22(1987):1-15. 

14. Rettenmaier, P.A.; Gresham, B.; Myers, R.A.M. “The Inci¬ 
dence of Acute Oxygen Toxicity in a Clinical Setting.” S Pacific 
Underwater Med Soc J 15( 1985):29—32. 

15. Bird, A.D. and Telfer, A.B.M. “Effect of Hyperbaric Oxygen 
on Limb Circulation.” Lancet l(1965):355-56. 

16. Nylander, G.; Nordstrom, H.; Eriksson, E. “Effects of Hyper¬ 
baric Oxygen on Oedema Formation after a Scald Burn.” Burns 
10(1984):193-96. 

17. Nylander, G.; Lewis, D.; Nordstrom, H.; Larsson, J. “Reduc¬ 
tion of Postischemic Edema with Hyperbaric Oxygen.” Plast Reconstr 
Surg 76(1985):596-603. 

18. Hunt, T.K. and Pai, M.P. “The Effect of Varying Ambient 
Oxygen Tensions on Wound Metabolism and Collagen Synthesis.” 
Surg Gynecol Obstet 135(1972):561-67. 

19. Hunt, T.K.; Twomey, P.; Zerderfeldt, B.H.; Dunphy, J.E. 
“Respiratory Gas Tensions and pH in Healing Wounds.” Am J Surg 
114(1967):302-307. 

20. Hunt, T.K.; Zerderfeldt, B.H.; Goldstick, T.K. “Oxygen and 
Healing.” Am J Surg 118(1969):521-26. 

21. Committee on Hyperbaric Oxygenation. “Physiological Effects 
of Oxygen Inhalation at High Partial Pressures.” In Fundamentals of 
Hyperbaric Medicine. (Publication No. 1298; Library of Congress, 
Cat. No. 65.61928.) Washington, DC: National Academy of Sciences- 
National Research Council, 1966:12-20. 

22. Committee on Hyperbaric Oxygenation. “The Physiological 
Basis of Hyperbaric Therapy.” In Fundamentals of Hyperbaric Med¬ 
icine. (Publication No. 1298; Library of Congress, Cat. No. 65.61928). 
Washington, DC: National Academy of Sciences-National Research 
Council, 1966:33-35. 

23. Sheffield, P.J. and Dunn, J.M. “Continuous Monitoring of 
Tissue Oxygen Tension During Hyperbaric Oxygen Therapy.” In G. 
Smith, ed. pp. 125-29. Proceedings of the Sixth International Congress 
on Hyperbaric Medicine. Aberdeen, Scotland: Aberdeen University 
Press, 1977. 

24. Niinikoski, J. and Hunt, T.K. “Oxygen Tension in Human 


Vol 37, No 7 MMJ 563 






Hospice Care Program 

C A R E OF TH E TERM IN ALLY ILL 

Comprehensive family 
centered Hospice care 
for residents in 

• Baltimore City 

• Baltimore County 

• Howard County 

HOSPICE 
576-8440 

MEMBER UNITED WAV 


_ W'Soa'atio/i 

525 Saint Paul PI. 
Baltimore, MD 21202 




Maryland Advertisers: 

TO ADVERTISE IN THE JOURNAL 
CALL 

Intramedia Network Corporation 
Trade Publication Division 

301-539-0123 


Doctor, Planning to Relocate? 

If you are moving or planning to, please let us 
know so that you won’t miss a single issue of the 
Journal. Just fill out the form below and mail it to: 
Doris Cicchini, Journal, 1211 Cathedral St., Balto., 
MD 21201. 

Old Address: 

Name: . 

Address: . 

City/Town: . 

State: .Zip Code: . 

New Address: 


Name: . 

Address: ... 

City/Town: . 

State:. Zip Code: . 

Telephone: . 

IMPORTANT: Date Effective: . 

Signature: . Date: 


Wounds.” J Surg Res 12(1972):77-82. 

25. Ketchum, F.A.; Thomas, A.N.; Hall, A.D. “Angiographic Stud¬ 
ies of the Effects of Hyperbaric Oxygen on Burn Wound Revascular¬ 
ization.” In J. Wada and T. Iwa, eds., pp. 383-94. Proceedings of the 
Fourth International Congress on Hyperbaric Medicine. Baltimore: 
Williams & Wilkins, 1970. 

26. Mader, J.T.; Brown, G.L.; Guckian, J.C.; Wells, C.H.; Reinarz, 
J.A. “A Mechanism for the Amelioration of Hyperbaric Oxygen of 
Experimental Staphylococcal Osteomyelitis in Rabbits.” J Infect Dis 
142(1980):915-22. 

27. Knighton, D.R.; Halliday, B.; Hunt, T.K.; Goldstick, T.K. 
“Oxygen as an Antibiotic: The Effect of Inspired Oxygen on Infec¬ 
tion.” Arch Surg 119(1984):199-204. 

28. Babior, B.M. “Oxygen-dependent Microbial Killing by Phag¬ 
ocytes.” N Engl J Med 298(1974):659-68, 721-26. 

29. Babior, B.M.; Curnutte, J.T.; McMurrich, B.J. “The Particu¬ 
late Superoxide-forming System from Human Neutrophils: Proper¬ 
ties of the System and Further Evidence Supporting its Participation 
in the Respiratory Burst.” J Clin Invest 58(1976):989-96. 

30. Stossel, T.P. “Phagocytosis.” N Engl J Med 290(1974):717-23, 
774-80, 833-39. 

31. Zygliczynski, J.M.; Stelmaszynska, T. “Chlorinating Ability of 
Human Phagocytosing Leukocytes.” Eur J Biochem 56(1975):157-62. 

32. McCord, J.M.; Keele, B.B.; Fridovich, I. “An Enzyme-based 
Theory of Obligate Anaerobiosis: The Physiological Function of 
Superoxide Dismutase.” Proc Natl Acad Sci 68(1971):1024-27. 

33. Van Unnik, A.J.M. “Inhibition of Toxin Production in Clos¬ 
tridium perfringens in vitro by Hyperbaric Oxygen.” Antonie Van 
Leeuwenhoek 31(1965):181-86. 

34. Marx, R.E. “Osteoradionecrosis: II. A New Concept in its 
Treatment.” J Oral Maxillofac Surg 41(1983):351-57. 

35. Marx, R.E. and Ames, J.R. “The Use of Hyperbaric Oxygen 
Therapy in Bony Reconstruction of the Irradiated and Tissue Defi¬ 
cient Patient.” J Oral Maxillofac Surg 40(1982):412-20. 

36. Marx, R.E. “Osteoradionecrosis: I. A New Concept in Its 
Pathophysiology.” J Oral Maxillofac Surg 41(1983):283-88. 

37. Marx, R.E.; Johnson, R.P.; Kline, S.N. “Prevention of Osteo¬ 
radionecrosis: A Randomized Prospective Clinical Trial of Hyperbaric 
Oxygen versus Penicillin.” J Am Dental Assoc lll(1985):49-53. 

38. Marzella, L.; Muhvich, K.; Myers, R.A.M. “Effects of Hyper- 
oxia on Liver Necrosis Induced by Hepatotoxins.” Virchows Arch 
[Cell Pathol] 51(1986):497-507. 

39. Muhvich, K.H.; Piano, M.R.; Piano, G.; Myers, R.A.M.; Fer¬ 
guson, J.L.; Marzella, L. “Regional Blood Flow Alterations during 
Hyperbaric (HBO) Exposure in an Early Intraabdominal Abscess 
Rat Model.” Circ Shock (in press, 1988). 

40. Park, M.K.; Muhvich, K.H.; Myers, R.A.M.; Marzella, L. “In 
Vitro Interactions Between Aminoglycosides and Oxygen.” Undersea 
Biomed Res (in press, 1988). 


Complete Information for Authors 

about submitting manuscripts 
to the Maryland Medical lournal 
will appear quarterly (SEP/DEC/MAR/JUN) 
in the meantime, please refer to 
June 1988, page 450 


564 MMJ July 1988 





















The Evolution of Injury Prevention 
and Surveillance at MIEMSS 

BELAVADI S. SHANKAR ScD, PATRICIA C. DISCHINGER PhD, 
andR ADAMS COWLEY MD 

Although medical intervention for an injury at the acute stage has a long history of 
development and success in reducing death and disability, the concept of injury 
prevention is quite recent. We believe that integrating injury control programs with 
the activities of an EMS system offers the best chance for sustained efforts toward 
injury prevention. 


It once was widely believed that injurious accidents 
occur randomly (and thus unpredictably) and that such 
events were due to bad luck, carelessness, or punish¬ 
ment by God for sins. As a result of increased research 
and accumulated information, the causes of most of 
these injuries are known; therefore, they can be pre¬ 
vented. To eliminate the old myth, the word “accident” 
is consistently being replaced by “injury.” In the case 
of motor vehicular “accidents,” the term “crashes” 
would be more appropriate. 

The magnitude of death and disability due to injury 
and its economic impact on the victims as well as on 
society has been very well established. 1 Injury is the 
leading cause of death and long-term disability among 
young Americans; between the ages of 15 and 34 years, 
almost 60 percent of all deaths are due to injury. The 
direct and indirect costs related to injury due to all 
causes total almost $100 billion annually. 2 Motor vehi¬ 
cle crashes are the leading cause of severe injury and 
death. Each year, injuries result in more than 140,000 
deaths in the United States. 

In Maryland, close to 50,000 people are admitted to 
a hospital each year with an injury, representing about 
8 percent of hospitalizations for all causes. The rate of 
hospitalization varies by age and sex (Table 1). Al¬ 
though the rate of hospitalization for all injuries re¬ 
mained constant between 1980 and 1985, there was an 
increasing trend in hospitalization for severe injuries 
(Injury Severity Score 3 13 or greater), a 28 percent 
increase during this period (Table 2). At the same time, 
the death rate due to injury showed a slight decline in 
all ages except among people 75 years old and over; that 
age-group registered an increase of about 18 percent 
(Table 3). More than half of injury deaths in the age- 
group 5 to 24 were due to vehicular crashes, and this 
has remained constant during the years studied despite 
numerous intervention strategies to reduce traffic fa¬ 
talities. 

The modern era of emergency medical services 
(EMS) and the civilian approach to improving trauma 


Dr. Shankar is Director of Operations Research and Systems 
Analysis and Dr. Dischinger is an epidemiologist at MIEMSS. Dr. 
Cowley, Professor of Thoracic and Cardiovascular Surgery, is the 
Director of MIEMSS. Reprints: Dr. Shankar, Operations Research 
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21201-1595. 


care (based on military experience) were initiated in 
the 1960s. The Maryland Institute for Emergency Med¬ 
ical Services Systems (MIEMSS) is one program that 
has pioneered the coordination of a statewide EMS/ 
trauma care system. Since an effective injury preven¬ 
tion program requires a multidisciplinary approach 
with interagency cooperation and systematic data col¬ 
lection, MIEMSS added another dimension to its EMS 
efforts by introducing a program of injury prevention 
and surveillance. 

Prevention Program 

Various injury prevention activities have been intro¬ 
duced in MIEMSS’ ongoing EMS programs. These 
include an educational program aimed at the prevention 
of the recurrence of alcohol-related automobile crashes 
among teenagers, teaching parents to prevent play¬ 
ground injuries, and teaching pregnant women about 
the proper use of seat belts. Individuals from the insti¬ 
tute systematically lobby for bills related to injury 
prevention. Successes include passage of laws mandat¬ 
ing seat belt use, raising the legal drinking age from 18 
to 21, and lowering the blood alcohol level (BAL) for 
driving while intoxicated from 0.13 mg/dl to 0.10 mg/ 
dl. 

In 1985, MIEMSS collaborated with the State De¬ 
partment of Health and Mental Hygiene to examine 
the problems of injury in Maryland. A statewide advi¬ 
sory committee was formed in September 1985, with 
Dr. R Adams Cowley as the chairperson and Professor 
Susan P. Baker as cochairperson. This committee con¬ 
sisted of representatives from the state legislature, in¬ 
jury researchers, emergency physicians, occupational 
safety leaders, police officers, and officials from the 
departments of transportation, health, and fire. The 
tasks of this committee were to 

• examine existing injury prevention efforts, which 
are scattered and uncoordinated and thus have 
little impact on the overall incidence or outcome of 
injuries 

• review existing data 

• make recommendations 

The advisory committee formed six subcommittees to 
address these areas of injury control: vehicular, domes¬ 
tic, sports/recreational, assaultive, occupational, and 
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Table 1. Number of Hospitalized Persons with an Injury, Maryland, 1980-1985 


Year 

Age 

Male 

Injury* * 

Rate 

Female 

Injury’ 

Rate 

1980 

0-21 

6,342 

8.4 

2,610 

3.6 


22-44 

6,753 

9.3 

2,655 

3.5 


45-64 

2,980 

7.3 

2,448 

5.5 


65+ 

2,237 

14.4 

5,073 

21.1 

1981 

0-21 

6,316 

8.5 

2,555 

3.5 


22-44 

7,282 

9.8 

3,007 

3.9 


45-64 

3,200 

7.8 

2,669 

6.0 


65+ 

2,436 

15.3 

5,652 

22.9 

1982 

0-21 

6,205 

8.4 

2,449 

3.4 


22-44 

7,308 

9.6 

3,199 

4.0 


45-64 

3,136 

7.7 

2,733 

6.1 


65+ 

2,529 

15.5 

6,145 

24.2 

1983 

0-21 

5,880 

8.1 

2,356 

3.4 


22-44 

7,582 

9.8 

3,191 

3.9 


45-64 

3,088 

7.5 

2,679 

6.0 


65+ 

2,575 

15.5 

6,100 

23.4 

1984 

0-21 

5,875 

8.2 

2,462 

3.6 


22-44 

8,023 

10.1 

3,544 

4.3 


45-64 

3,183 

7.8 

2,864 

6.4 


65+ 

2,830 

16.6 

6,662 

24.9 

1985 

0-21 

5,621 

7.9 

2,229 

3.3 


22-44 

8,023 

9.9 

3,250 

3.9 


45-64 

2,900 

7.1 

2,303 

5.1 


65+ 

2,527 

14.5 

6,314 

23.0 


Sources: Product of MIEMSS Injury Surveillance Program 
Data from Health Services Cost Review Commission 

Note: Patients with an ICD.9.CM between 800.00 and 959.99 given in any of the five available discharge diagnoses are included in this report. 

* Injury rate per thousand persons 


fire. Each subcommittee held numerous meetings and 
obtained input from various groups and experts in its 
area. An overwhelming enthusiasm among the partici¬ 
pants was evident. Each subcommittee came up with 
many recommendations and presented them to the 
advisory committee. Considering such factors as the 
magnitude of impact in reducing death and disability 
and the feasibility of implementation, the committee 
made the following recommendations: 

1. To reduce vehicular injuries: 

• Promote passage of a per se law setting a BAL of 
0.10 mg/dl as the legal limit consistent with driving 
while intoxicated. 

• Prohibit probation for a second or subsequent of¬ 
fense of (a) driving while intoxicated and ( b ) driv¬ 
ing under the influence of alcohol and/or drugs. 

• Amend the present seat belt law to include all front- 
seat occupants and all belt-equipped vehicles and 
make nonuse of seat belts a primary offense. 

• Require all motorcycle drivers and passengers to 
use helmets and require motorcyclists to keep their 
headlights on during the day. 

• Mandate an administrative revocation law based 


on a finding by the Motor Vehicle Administration 
that a person drove a motor vehicle while having a 
BAL of 0.10 mg/dl or greater. 

• Establish a mandatory penalty of license suspen¬ 
sion for refusal to take a breathalyzer test. 

• Amend the child safety law to extend the coverage 
to other vehicle types and out-of-state vehicles. 

• Require all new vehicles purchased by state and 
local agencies to be equipped with passive restraints 
(air bags or passive belts). 

• Incorporate pedestrian protection in all transpor¬ 
tation land use and commercial development plan¬ 
ning, with appropriate documentation. 

• Increase sobriety checkpoints and selective en¬ 
forcement programs. 

2. To prevent injuries in the domestic setting: 

• Design a model home for public display, portraying 
“The Safe Home of Today and Tomorrow.” This 
model would display state-of-the-art designs and 
equipment for safety and would provide the impe¬ 
tus for consumers to implement safety adaptations 
in their own environments. Encourage the Real 
Estate Board to develop a rating scale for safety in 
order to bring special attention to safety features 
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in the home (similar to the energy efficiency rating 
scale). 

• Require safety information and warning labels on 
products that can be associated with domestic falls, 
for example, baby walkers. 

• Provide clearly designated curbs and steps in public 
places. 

• Institute statewide public educational programs on 
safety hazards and methods of modifying the en¬ 
vironment, targeted at high-risk groups such as 
preschool children and elderly women. 

• Require manufacturers of all toxic substances for 
domestic use sold in Maryland to modify packaging 
according to “child-proof’ standards. 

• Continue to support the Maryland Poison Center 
in data collection and analysis and in public and 
professional education. 

3. To prevent sports/recreational injuries: 

• Develop a statewide agency (perhaps a joint office 
of the Departments of Health and Mental Hygiene, 
Natural Resources, and Education) to oversee data 
collection, make recommendations, and develop 
programs to decrease injuries from informal recre¬ 
ational activities and from interscholastic, inter¬ 
collegiate, and semiprofessional sports. 

• Develop and fund a bicycle helmet campaign. 

• Support the Maryland Alcohol and Water Safety 
Initiative and encourage Maryland jurisdictions to 
adopt the Consumer Product Safety Commission’s 
recent recommendations as their building plan in¬ 
spection standard for swimming pools. 

• Require that all BB guns and air rifles sold in 
Maryland display prominent warning labels em¬ 
phasizing their lethality. 

• Distribute playground design recommendations 
(similar to those of the Consumer Product Safety 
Commission) and encourage local jurisdictions to 
ensure that playgrounds meet or exceed those 
standards. 

• Support legislation requiring monetary deposits for 
glass beverage containers. 


4. To control injuries due to assault: 

• Amend the Maryland law that preempts the right 
of local jurisdictions to pass laws regulating the 
manufacture, sale, or possession of weapons, so that 
Baltimore City or other jurisdictions can pass laws 
that are more stringent than state laws. 

• Expedite research on firearm-related injuries to 
include data on the specific type of weapons in¬ 
volved in firearm deaths and injuries. 

• Ban the sale of handgun ammunition, except for 
use in target shooting establishments or on pre¬ 
scription from police. 

• Increase the mandatory penalties for possession 
and/or use of deadly weapons in a crime and for 
possession of an illegal weapon. 

5. To reduce work-related injuries: 

• Integrate a formal course on safety and injury at 
work into universities, community colleges, and 
technical schools. 

• Require the use of seat belts in all belt-equipped 
vehicles and develop company programs to increase 
employee belt use. 

• Create a statutory requirement of accountability 
for all government agencies to report occupational 
injuries to the Commissioner of Labor and Indus¬ 
try. The report should summarize the nature of 
incidents and actions taken to reduce the occur¬ 
rence of similar accidents. 

• Develop and implement continuing education in¬ 
struction for safety and health personnel, man¬ 
agers, and government employees specific to occu¬ 
pational accidents. Expand on what is presently 
being done by the Safety Council of Maryland in 
this area. Develop incentives on the state and fed¬ 
eral levels to encourage employers to participate in 
programs to reduce injuries. Such incentives could 
include tax considerations, subsidies of grants to 
educational institutions, tuition remissions, and 
insurance incentives. 

• Include volunteer fire/rescue personnel under the 
Maryland Occupational Safety and Health Act. 


Table 2. Injury Severity Scores (ISS) of Injured Persons Hospitalized, Maryland, 1980-1985 


Year 

1 < ISS <12 

13 < ISS < 24 

25 < ISS < 35 

ISS > 36 

Total 

1980 

26,827 

3,556 

690 

100 

31,173 

1981 

28,473 

3,900 

803 

106 

33,282 

1982 

28,896 

3,882 

805 

121 

33,704 

1983 

28,685 

3,806 

807 

154 

33,452 

1984 

30,150 

4,242 

884 

168 

35,444 

1985 

27,599 

4,288 

1,096 

206 

33,189 


Source: Data from Health Services Cost Review Commission 
Only mechanical injuries are included 
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Table 3. Age-Specific Death Rates (per 100,000 persons), Maryland, 1979-1985 


Age 

(Year) 

Type of Injury 
Causing Death 








1979 

1980 

1981 

1982 

1983 

1984 

1985 

<1 

All injuries 

_32.5_ _ 

— 28,4 

20.9— 

-57.4 

33.7 

23.2 

27.7 


Vehicular 

7.2 

5.3 

7.0 

5.1 

6.7 

1.7 

3.3 


Poisoning 

0.0 

0.0 

1.7 

0.0 

0.0 

0.0 

0.0 


Fall 

0.0 

0.0 

0.0 

0.0 

1.7 

0.0 

0.0 


Fire 

5.4 

7.1 

1.7 

8.6 

3.4 

6.6 

4.9 


Suicide 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 


Homicide 

5.4 

7.1 

5.2 

6.9 

5.1 

8.3 

6.5 


Drowning 

3.6 

1.8 

0.0 

3.4 

1.7 

1.7 

1.6 


Other injuries 

10.8 

7.1 

5.2 

3.4 

15.2 

5.0 

11.4 


All causes* * 

1527.4 

1495.5 

1377.7 

1313.4 

1256.4 

1197.9 

1322.2 

1-4 

All injuries 

19.8 

17.1 

22.3 

19.3 

17.2 

14.7 

17.5 


Vehicular 

5.2 

5.6 

7.7 

7.2 

2.2 

3.5 

3.0 


Poisoning 

0.0 

0.9 

0.9 

0.0 

0.0 

0.0 

0.0 


Fall 

0.0 

1.4 

0.0 

1.3 

0.9 

0.9 

0.9 


Fire 

5.2 

1.9 

5.9 

4.5 

5.7 

4.3 

7.7 


Suicide 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 


Homicide 

2.4 

1.4 

2.7 

3.1 

4.4 

0.0 

2.1 


Drowning 

4.7 

1.9 

3.6 

2.2 

1.8 

3.9 

2.1 


Other injuries 

2.4 

4.2 

1.4 

1.3 

2.2 

3.0 

1.7 


All causes* 

60.4 

49.6 

57.4 

52.8 

52.0 

44.6 

52.9 

5-14 

All injuries 

12.2 

11.2 

11.5 

17.9 

12.5 

12.0 

12.6 


Vehicular 

5.4 

5.4 

5.4 

6.0 

6.1 

5.4 

6.9 


Poisoning 

0.2 

0.2 

0.0 

0.2 

0.0 

0.0 

0.2 


Fall 

0.3 

0.0 

0.2 

0.5 

0.0 

0.3 

0.0 


Fire 

1.8 

0.9 

1.4 

3.9 

2.0 

2.0 

2.3 


Suicide 

0.6 

0.2 

0.3 

1.3 

1.0 

1.2 

0.7 


Homicide 

0.6 

1.5 

1.4 

2.1 

1.3 

1.5 

0.7 


Drowning 

1.2 

2.3 

1.7 

2.3 

1.3 

0.8 

0.4 


Other injuries 

1.4 

0.8 

1.1 

1.8 

0.8 

0.7 

1.6 


All causes* 

25.9 

24.9 

23.1 

29.8 

22.6 

24.1 

23.9 

15-24 

All injuries 

70.5 

80.8 

76.6 

74.3 

62.7 

63.5 

68.1 


Vehicular 

33.1 

40.9 

38.2 

34.6 

29.2 

29.5 

34.4 


Poisoning 

0.1 

1.0 

1.3 

0.6 

0.3 

0.7 

1.1 


Fall 

1.2 

1.1 

0.1 

1.7 

0.7 

0.4 

1.3 


Fire 

0.7 

2.0 

0.5 

1.2 

1.7 

0.9 

0.5 


Suicide 

13.2 

12.3 

11.5 

13.1 

11.9 

12.7 

11.6 


Homicide 

13.6 

16.6 

16.4 

16.2 

13.4 

15.5 

13.4 


Drowning 

4.3 

3.0 

3.3 

4.4 

2.6 

1.4 

2.9 


Other injuries 

4.1 

3.9 

5.3 

2.6 

3.0 

2.4 

2.9 


All causes* 

95.5 

108.1 

106.0 

100.0 

86.9 

89.1 

91.0 

25-34 

All injuries 

64.4 

71.0 

67.4 

62.3 

62.0 

59.7 

61.2 


Vehicular 

23.0 

25.4 

23.0 

22.0 

22.6 

19.8 

21.2 


Poisoning 

1.0 

1.8 

1.1 

1.1 

0.9 

1.3 

2.2 


Fall 

1.5 

1.1 

1.9 

1.8 

0.5 

1.1 

1.1 


Fire 

0.7 

1.2 

1.4 

1.4 

1.3 

1.2 

1.4 


Suicide 

15.2 

1.5 

16.4 

13.2 

15.9 

15.2 

13.3 


Homicide 

18.5 

18.5 

19.4 

16.7 

15.6 

16.3 

17.1 


Drowning 

1.4 

3.5 

2.1 

2.2 

2.0 

2.1 

2.1 


Other injuries 

3.1 

4.3 

2.2 

4.1 

3.1 

2.8 

2.8 


All causes* 

122.7 

132.9 

126.8 

127.2 

122.0 

124.3 

130.4 

35-44 

All injuries 

55.7 

48.4 

50.8 

50.6 

49.8 

43.1 

48.0 


Vehicular 

14.9 

16.1 

15.4 

17.0 

16.3 

13.0 

14.8 


Poisoning 

0.2 

1.0 

0.7 

0.5 

1.0 

1.4 

1.7 


Fall 

2.8 

1.7 

3.3 

1.9 

1.5 

1.4 

1.5 


Fire 

1.8 

2.3 

0.9 

3.1 

1.2 

1.6 

1.1 


Suicide 

14.5 

13.5 

15.2 

11.6 

14.2 

11.4 

14.7 


Homicide 

15.3 

9.7 

12.0 

12.2 

10.0 

10.7 

9.4 


Drowning 

1.8 

0.8 

0.9 

1.0 

1.7 

0.3 

1.7 


Other injuries 

4.4 

3.4 

2.4 

3.1 

4.0 

3.2 

3.1 


All causes* 

236.3 

208.5 

207.9 

202.0 

200.0 

198.3 

200.6 

45-54 

All injuries 

48.7 

54.2 

54.8 

50.0 

45.6 

39.4 

49.0 


Vehicular 

12.7 

13.0 

17.7 

14.9 

13.1 

12.2 

15.4 


Poisoning 

0.9 

0.7 

0.2 

0.2 

1.1 

0.2 

1.8 


Fall 

2.9 

5.4 

4.7 

4.1 

3.6 

3.4 

3.4 


Fire 

2.7 

2.7 

2.0 

2.3 

1.6 

2.0 

2.3 


Suicide 

14.1 

15.2 

14.6 

14.9 

13.1 

8.1 

12.5 


Homicide 

8.9 

11.2 

10.6 

9.2 

7.7 

6.1 

5.2 


Drowning 

1.3 

1.1 

1.1 

1.1 

0.9 

1.1 

1.1 


Other injuries 

5.1 

4.9 

3.8 

3.4 

4.5 

6.1 

7.3 


All causes* 

618.2 

593.5 

583.1 

556.8 

554.6 

518.7 

542.2 

55-64 

All injuries 

52.7 

65.8 

52.5 

53.7 

51.5 

47.8 

58.6 


Vehicular 

14.7 

19.4 

15.8 

15.9 

14.2 

13.1 

15.7 


Poisoning 

0.8 

0.5 

0.5 

0.5 

0.7 

1.5 

1.7 


Fall 

5.7 

8.4 

6.9 

4.4 

3.7 

4.6 

5.1 


Fire 

2.7 

2.0 

2.0 

3.4 

2.0 

2.4 

2.4 


Suicide 

14.2 

18.4 

15.1 

15.9 

17.6 

13.3 

15.4 


Homicide 

7.7 

7.4 

4.7 

6.4 

6.1 

3.4 

6.0 


Drowning 

3.0 

2.5 

1.2 

1.2 

1.5 

0.5 

0.7 


Other injuries 

3.7 

7.2 

6.4 

5.9 

5.9 

9.0 

11.6 


All causes* 

1436.1 

1445.7 

1416.4 

1405.9 

1380.2 

1370.7 

1407.4 

65-74 

All injuries 

72.7 

68.8 

69.0 

59.9 

55.3 

72.6 

69.1 


Vehicular 

16.5 

16.6 

19.4 

14.8 

11.8 

16.5 

17.6 


Poisoning 

0.8 

0.4 

0.8 

0.8 

0.8 

3.0 

1.5 


Fall 

14.9 

13.8 

13.9 

8.6 

6.1 

12.0 

9.9 


Fire 

4.5 

5.7 

6.3 

3.1 

6.9 

5.2 

4.0 


Suicide 

16.5 

15.0 

16.3 

20.2 

17.2 

16.1 

15.1 


Homicide 

6.6 

5.3 

3.2 

3.1 

3.8 

4.5 

2.2 


Drowning 

2.1 

0.8 

2.8 

0.4 

0.0 

0.8 

1.1 


Other injuries 

10.7 

11.3 

6.3 

8.9 

8.8 

14.6 

17.6 


All causes* 

3247.1 

3262.0 

3214.9 

3147.5 

3199.3 

3162.0 

3200.3 

75 & over 

All injuries 

172.1 

157.0 

139.1 

119.9 

139.6 

193.9 

202.1 


Vehicular 

29.4 

22.9 

21.5 

18.8 

19.4 

28.8 

27.9 


Poisoning 

3.5 

0.7 

2.6 

1.9 

1.2 

1.8 

6.3 


Fall 

70.7 

79.5 

68.3 

49.6 

49.8 

64.1 

57.5 


Fire 

14.0 

14.8 

4.6 

11.3 

11.5 

7.6 

12.0 


Suicide 

19.6 

16.2 

15.6 

15.7 

17.6 

22.9 

23.3 


Homicide 

7.0 

3.4 

5.9 

6.9 

4.3 

4.7 

5.1 


Drowning 

2.8 

2.0 

2.0 

2.5 

1.2 

1.2 

2.3 


Other injuries 

25.2 

17.5 

18.9 

13.2 

34.6 

62.9 

67.8 


All causes* 

8637.8 

9038.4 

8790.5 

9980.5 

8893.3 

8847.2 

8883.0 


Source: Product of MIEMSS Injury Surveillance Program 

* Rate of death due to all causes (injury and noninjury) 






• Encourage public and private employers to prohibit 
radar detectors in business vehicles. 

6. To reduce burn injuries: 

• State fire codes should mandate that smoke detec¬ 
tors be supplied, installed, and maintained by the 
owners of all dwellings, whether single or multiple 
units. 

• State fire codes should require that sprinkler sys¬ 
tems be installed in designated areas in all new 
homes. 

• Implement a mandatory safety lesson plan devel¬ 
oped by the National Fire Protection Agency into 
the public schools to teach appropriate behaviors 
in fire and burn situations and to reduce ignition 
sources. Implement a Fire Watch program to be 
piggybacked onto the Crime Watch program for 
adult educational purposes. The program should 
include instruction on the reduction of primary 
ignition sources, the installation and maintenance 
of smoke detectors, and escape routes. 

• Implement a Battery for Life Program to distribute 
smoke detector batteries free of charge. 

• Regulate and monitor water temperature settings 
so they do not exceed 120°F in state-regulated 
facilities (for example, hospitals, nursing homes, 
and housing for the elderly). Promote a public 
education campaign that would include a supple¬ 
mental flier in gas and electric billings that advises 
homeowners of the hazards of having water heater 
thermostats set higher than 120°F and of the sav¬ 
ings resulting from reduced temperature. 

Planning, implementation, and evaluation of any in¬ 
jury control program require adequate data. Recogniz¬ 
ing this fact, the advisory committee made the following 
recommendations: 

• The Health Services Cost Review Commission 
should mandate collection of E-code data (ICD 
codes for the cause of injury) on the etiology of 
injuries for hospitalized patients. 

• There should be a central agency in the state re¬ 
sponsible for collecting injury surveillance data on 
an ongoing basis and making them available to all 
users. 

• Special studies, evaluation, and focused data col¬ 
lection by a variety of public and private agencies 
should be instituted and expanded to achieve the 
recommendations of this report. 

• Necessary funding should be appropriated by the 
legislature for the implementation of the recom¬ 
mendations of this committee. 


Projects at MIEMSS 

With funding from the National Highway Traffic 
Safety Administration (NHTSA), the Maryland De¬ 
partment of Transportation (DOT), and the Maryland 
Department of Health and Mental Hygiene (DHMH), 
MIEMSS has been conducting a number of projects 
related to research on and surveillance of injury in the 
state. These are some of them: 

Motorcycle Injury Study A one-year study of all mo¬ 
torcycle-related injuries in the state, linking crash data 
from the State Police, prehospital EMS data, and hos¬ 
pital outpatient and inpatient data, is under way. It is 
expected that this project, funded by NHTSA, will 
provide information for injury control (for example, 
mandated helmet use), evaluation of the EMS/trauma 
care system, and research. 

Injury Surveillance Project Using routinely collected 
data within the state EMS/trauma care system as well 
as other state and national data, a systematic data 
analysis and reporting mechanism is being developed. 
The results of this project, funded by the state DHMH, 
will be available soon to researchers as well as planners 
of injury prevention programs. 

Fatal Vehicular Injuries and Alcohol/Drug Database 
In a project funded by state and federal DOTs, crash 
data, autopsy data, and clinical information from all 
trauma centers (including toxicology screening results) 
are linked for each victim to provide better information 
to plan primary, secondary, as well as tertiary preven¬ 
tion of vehicular trauma. 

Tracking Traumatic Injuries that Result in Long-Term 
Disability In 1984, the state legislators passed a law 
that requires all hospitals to provide timely information 
on all patients admitted with head and spinal cord 
injuries, traumatic amputation, and stroke so these 
victims could be informed of the availability and acces¬ 
sibility of appropriate rehabilitation services. The in¬ 
tent is to prevent further complications and to bring 
the recoverees to full functional status as soon as pos¬ 
sible. MIEMSS has been providing the services of data 
collection and analysis and has been informing the 
patients/families of the availability of rehabilitation 
services. 

Summary 

Integrating injury control programs with the activi¬ 
ties of an EMS system offers the best chance for sus¬ 
tained efforts toward injury prevention. A system such 
as MIEMSS, with central coordination, training, and 
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fessional journal. 
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data collection, will provide the ideal environment for 
surveillance, research, and evaluation. In collaboration 
with other academic institutions and governmental 
agencies, a model program for injury control can be 
developed and tested. Such a program can also be used 
as a laboratory for teaching injury control curricula. 
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Perspective 
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1-800-433-9137). 


570 MMJ July 1988 






















Physician Education in Trauma: 

A Comprehensive Program 

CHARLES E. WILES III MD and BURTON H. KAPLAN MD 


Training and research in trauma have been identified by the American College of 
Surgeons’ Committee on Trauma* as essential components of a Level I trauma center. 
At MIEMSS, education is second only to quality patient care in priority. Much staff 
time and many of the institute’s resources are committed to improving trauma care by 
educating professionals from many disciplines. 


Fellowships 

The keystone of MIEMSS physician education al¬ 
ways has been its fellowship programs. Aimed at phy¬ 
sicians who have completed training in their primary 
specialty, MIEMSS fellowships are intended to develop 
national and international leaders in the various as¬ 
pects of trauma care. Fellowships are offered in general 
surgery/traumatology, critical care, orthopedic trau¬ 
matology, neurotrauma, trauma anesthesiology, trauma 
plastic surgery and maxillofacial reconstruction, infec¬ 
tious disease medicine, hyperbaric medicine, and 
trauma research. In general, MIEMSS fellowships are 
one year in duration, but shorter and longer programs 
have been arranged. There is also the potential for 
overlapping two or more specialty interest areas in the 
course of a fellowship year. For example, an anesthe¬ 
siologist may elect to do six months of trauma anes¬ 
thesia and six months of critical care medicine. Most 
of the fellowship programs (with the exception of the 
research fellowship) are primarily clinical, although 
clinical research is strongly encouraged. 

The general surgery/traumatology fellowship is the 
oldest fellowship program of MIEMSS. Graduates have 
established themselves as regional, national, and inter¬ 
national leaders in trauma care. The program is de¬ 
signed to give board-eligible or board-certified general 
surgeons an intensive clinical exposure to critically 
injured patients. The second major goal of the fellow¬ 
ship is to expose the fellows to the intricacies of pre¬ 
hospital care, trauma center designation, trauma re¬ 
search efforts, and all the other areas a director of 
trauma must cover in a Level I or II trauma center. 
Trauma fellows are the team leaders on the trauma 
teams, which are the centerpieces of the Shock Trauma 
Center’s clinical program. 


* American College of Surgeons, Committee on Trauma. “Hospital 
and Prehospital Resources for Optimal Care of the Injured Person.” 
Bull Am Coll Surg 71(10)(1986):4-12. 


Dr. Wiles is Director of the Critical Care Recovery Unit and a 
Surgical Traumatologist/Intensivist at the Shock Trauma Center, 
MIEMSS. Dr. Kaplan is Director of Graduate Medical Education at 
MIEMSS. Reprints: Charles E. Wiles III, MD, MIEMSS, 22 S. 
Greene St., Baltimore, MD 21201-1595. 


The critical care fellowship is designed to encourage 
board-certified or board-eligible internists, anesthesiol¬ 
ogists, and surgeons to develop the special skills of 
trauma critical care. These fellows devote their time 
and energy to the minute-to-minute management of the 
sickest patients in the Shock Trauma Center. They 
work closely with the trauma teams and with the var¬ 
ious support and specialty services. It is their task to 
integrate and expedite the care of the patients in the 
critical care areas. Elective time in the critical care 
program usually is spent fulfilling certification require¬ 
ments or in exploring areas of particular interest such 
as hyperbaric medicine. 

Fellowships in orthopedic trauma and neurotrauma 
are intended for fully qualified specialists in orthopedics 
and neurosurgery who desire to become experts in 
trauma care. These fellowships, like most MIEMSS 
fellowships, concentrate on direct patient care. Fellows 
are given a concentrated exposure to very seriously 
injured patients. They become expert in the problems 
of the multiply injured patient. Fellows also are en¬ 
couraged to pursue their own research goals or to in¬ 
volve themselves in ongoing departmental efforts. 

The trauma plastic surgery and infectious disease 
medicine fellows are physicians who are pursuing a 
second area of specialization. The plastic surgeons are 
part of the Johns Hopkins program in plastic surgery. 
Their MIEMSS experience is a vital part of their su¬ 
perspecialty training. The infectious disease medicine 
fellows are internists from the University of Maryland. 
Their trauma rotation provides intensive exposure to 
the complications of major trauma. 

Physicians with a particular interest in hyperbaric 
medicine or trauma research may arrange fellowship 
time at the institute. Special relationships for research 
fellows have been developed with the Catholic Univer¬ 
sity of the Sacred Heart in Rome and the Hadassah 
University in Jerusalem. 

Residents 

MIEMSS represents a valuable educational resource 
for the residents of the University of Maryland and 
many other medical centers (Table). University of 
Maryland resident physicians from the department of 
surgery, division of general surgery, orthopedics, and 
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neurosurgery rotate on a regular basis through the 
Shock Trauma Center, as do residents from the oral- 
maxillofacial surgery program, a combined Maryland- 
Hopkins service. Other Maryland residents may see 
patients when their services are called in consultation. 
MIEMSS also is committed to being an educational 
resource to other training programs. In 1987, residents 
from 24 programs rotated through the center on various 
services. The four general surgery/trauma teams usu¬ 
ally have four residents each: two from general surgery 
programs and two from emergency medicine programs. 
The objective of this two-month rotation is to familiar¬ 
ize these residents at the second- or third-year level 
with the principles of trauma resuscitation and evalu¬ 
ation. They also follow their patients throughout the 
period of hospitalization at MIEMSS to learn compre¬ 
hensive care of the trauma patients. 

Residents from five programs rotate on a routine 
basis through the orthopedic trauma service to learn 
the special care of complicated musculoskeletal injuries. 
Residents also may rotate in the critical care units or 
the neurosurgical service on an individually arranged 
basis. 

Students 

Each of the trauma teams can accept one student per 
month as a senior-year elective. Electives on other 
services and in research have been arranged on an 
individual basis. Students may come from any ac- 


Table. Residency Programs Utilizing MIEMSS 
Resources (1987) 

Akron City Hospital, Akron, OH 
Akron General Medical Center, Akron, OH 
Conemaugh Valley Memorial Hospital, Johnstown, PA 
Department of the Army, Walter Reed Army Medical Center, 
Washington, DC 

Department of the Navy, Naval Hospital, Bethesda, MD 

Detroit Osteopathic Hospital, Highland Park, MI 

East Carolina University, School of Medicine, Greenville, NC 

Fitzsimmons Army Medical Center, Aurora, CO 

Georgetown University Hospital, Washington, DC 

George Washington University Medical Center, Washington, DC 

Good Samaritan Hospital, Cincinnati, OH 

Hospital for Joint Disease, New York, NY 

Memorial Hospital Osteopathic Medical Care, York, PA 

Milton S. Hershey Medical Center, Hershey, PA 

New England Deaconess Hospital, Boston, MA 

Royal Victoria Hospital, Montreal 

St. Agnes Hospital, Baltimore, MD 

The Johns Hopkins Hospital, Baltimore, MD 

The Mt. Sinai Medical Center, Cleveland, OH 

The Ohio State University, Columbus, OH 

The Union Memorial Hospital, Baltimore, MD 

The University of Maryland, Baltimore, MD 

University of Health Sciences, Chicago Medical School, Chicago, IL 
University of Pittsburgh School of Medicine, Pittsburgh, PA 


credited institution, but most students rotating through 
MIEMSS come from the Uniformed Services Univer¬ 
sity of the Health Sciences, University of Maryland, or 
Johns Hopkins University. Only senior students are 
encouraged to apply for MIEMSS rotations. 

Visiting Physicians 

Two programs are available for physicians interested 
in spending time at MIEMSS. The Visiting Physician 
Program is for those interested in a brief visit to the 
Shock Trauma Center. More than 70 physicians took 
advantage of this program in 1987. The Refresher Pro¬ 
gram offers a one- to six-month rotation for practicing 
physicians interested in improving their proficiency in 
trauma care. In 1987, four physicians participated in 
the Refresher Program. Arrangements for both these 
programs can be made through the office of the Director 
of Graduate Medical Education. 

Core Curriculum 

MIEMSS provides a repeating 55-hour cycle of di¬ 
dactic lectures in trauma care for all physicians rotating 
through MIEMSS. This program includes the skills 
laboratory, where essential procedures are taught to the 
resident cadre using fresh cadavers as subjects. Ad¬ 
vanced procedures are practiced with the trauma fellows 
in the cadaver lab as well. Less formal instruction is 
provided during daily rounds and in the critical care 
morning report sessions. A weekly morbidity and mor¬ 
tality conference is held; specialty problems also are 
discussed in department conferences. Grand Rounds in 
trauma are held weekly. Once a month, a notable vis¬ 
iting professor conducts Grand Rounds. Biweekly Jour¬ 
nal Club luncheons are held for the fellows, and a 
Transition to Practice Seminar is conducted each 
spring. 

External Programs 

Advanced Trauma Life Support (ATLS) programs 
are offered almost monthly at MIEMSS. Courses are 
offered at both the provider and instructor levels and 
usually are fully booked. The ATLS program provides 
a basic trauma background, which is especially valuable 
to physicians working in emergency department situa¬ 
tions. 

The National Trauma Symposium has been held 
annually for ten years. This meeting has become the 
convention for trauma systems. In 1987, more than 650 
health care professionals attended this major fall event. 

From time to time, MIEMSS, often in conjunction 
with the Charles R. McC. Mathias, Jr. National Study 
Center for Trauma and EMS, sponsors programs of 
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special interest to various segments of the trauma care 
community. Recent programs for physicians include 
seminars and courses on trauma registries, orthopedic 
reconstruction, facial reconstruction, and trauma anes¬ 
thesia. Programs have been held from Massachusetts 
to South Carolina, although most are based in Balti¬ 
more. Other external educational efforts designed for 
nurses, field providers, and administrators are part of 
the comprehensive MIEMSS educational effort. 

Within the past year, MIEMSS has contributed sig¬ 
nificant support to the American Trauma Society’s 
programs and to the Fifth World Congress on Emer¬ 
gency and Disaster Medicine held in Rio de Janeiro. 

In addition to the educational efforts described above, 
the MIEMSS faculty vigorously pursue clinical and 
basic research as part of their mission. The results of 
those efforts appear regularly in appropriate journals, 
and the MIEMSS faculty continually make presenta¬ 
tions at national and international meetings. 

Six textbooks have been edited or written recently by 
the Shock Trauma group; MIEMSS physicians and 
nurses regularly contribute to other textbooks. Many 
MIEMSS staff are popular speakers at home and on 
the road. 

Education is the keystone of excellent trauma care. 
As a major trauma center, MIEMSS attempts to pro¬ 
vide exceptional trauma training. The impact of these 
efforts is felt far beyond the Maryland state line. 
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Professional Rehabilitation: Intervention & Treatment 

Friday, September 23, 1988 
Hunt Valley Inn 8:45 a.m.-5:00 p.m. 

Keynote speaker: Dr. Vernon E. Johnson, founder and President Emeritus of the Johnson Insti¬ 
tute in Minneapolis, Minnesota. This program is sponsored by Med-Chi in cooperation with The 
Health and Education Council. 

Early registration $100, after September 2, $110 
6.5 Cat I CME credits 

Info: Don Neilenson (Health and Education Council) 301-686-3610 
JoAnn Cirillo (Med-Chi) 1-800-492-1056 or 301-539-0872 
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Doctors take Note 


Miscellaneous Meetings 

Temple University School of Medicine sponsors 
a series of weekend summer conferences to be held at 
Timberline Four Seasons Resort in Canaan Valley WV. 
9 hrs Cat I credits. Regis & info: K. Saumure 215-387- 
3685. 

Jul 22—24 Pulmonary and Thoracic Diseases 

Jul 29—31 Cardiovascular Complications in Di¬ 
abetes 

Aug 5—7 Venous Insufficiency of the Lower 
Extremity 

Aug 12-14 Physician Update on Cancer, AIDS, 
and Liver Disease 

Aug 19—21 Advances in Cardiology 

Aug 26—28 Lasers in Medical Practice 

Sep 9—11 New Antibiotics for Life-Threaten¬ 
ing Infections 

Sep 16—18 Interventional Radiology 

Jul 28 Neuropsychiatric Aspects of AIDS. 

Grand Rounds, Shady Grove Adventist Hospital. 

Sep 17—19 American Society for Reconstruc¬ 
tive Microsurgery Fourth Annual Meeting, Lord 
Baltimore Hotel, Baltimore, MD. Fees before August 1: 
active members $300, associate & corresponding mem¬ 
bers $175, nonmembers $300, residents & fellows $175; 
thereafter: active members $325, associate & corre¬ 
sponding members $175, nonmembers $325, residents 
& fellows $175. Info: ASRM, 3025 S. Parker Rd.—Ste 
65, Aurora, CO 80014. 

Sep 23 Impaired Professionals: Intervention 
and Treatment Marriott Hunt Valley Inn, Hunt Val¬ 
ley, MD. Sponsored by Med-Chi in cooperation with 
the Health Education Council. Info: Jo Ann Cerillo 
301-539-0872. 

Sep 24 Physicians’ Cholesterol Education Pro¬ 
gram, The Annapolis Ramada, 173 Jennifer Rd., An¬ 
napolis, MD. Info: 301-685-7074 or 225-5891. 

Sep 29—30 American College of Nuclear Phy¬ 
sicians & Society of Nuclear Medicine Joint Sym¬ 
posium on Biology of Radionuclide Therapy, 
Loews L’enfant Plaza Hotel, Washington, DC. Fees by 
September 6, members $195, nonmembers $215, tech¬ 
nologists (members) $75, technologists (nonmembers) 
$105; thereafter: members $215, nonmembers $235, 
technologists (members), $95, technologists (nonmem¬ 
bers) $125. Info: G.S. Dikeos, ACNP, 1101 Connecticut 
Ave. NW—Ste 700, Washington, DC 20036 (202-857- 
1135). 

Oct 3-5 NIH Consensus Development Confer¬ 
ence: Urinary Incontinence in Adults, Masur Au¬ 
ditorium, Warren Grant Magnuson Clinical Center, 
NIH, Bethesda. Info: A. Manning Prospect Assoc., Ste 
500, 1801 Rockville Pike, Rockville, MD 20852. 

Oct 22 The Second Annual John C. Dumler OB/ 
GYN Update, St. Agnes Hospital, Baltimore, MD. 
Sponsored by the Depts of OB/GYN at St. Agnes 
Hospital and University of Maryland School of Medi¬ 
cine. Info: T. Young 301-328-2399. 


Oct 26 Physicians’ Cholesterol Education Pro¬ 
gram, The Ramada Inn, 901 Dual Highway, Hagers¬ 
town, MD. Info: 301-685-7074 or 225-5891. 

Nov 9—11 First National Cholesterol Confer¬ 
ence, Hyatt Regency Crystal City, Arlington, VA. Ad¬ 
vance registration $150; conference participation lim¬ 
ited to first 1,000 registrants. Info: The National Cho¬ 
lesterol Conference, 4733 Bethesda Ave.—Ste 530, 
Bethesda, MD 20814 (301-951-3275). 

• • • 

The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium Building unless 
otherwise indicated. Sponsored Continued Education 
Activities for 1987-1988. Info: Office of Continuing 
Education, 720 Rutland Ave., Turner Auditorium, Bal¬ 
timore, MD 21205 (301-955-5880). 

Sep 8-10 Intensive Training in Spirometry 
Testing, sponsored by JHU School of Hygiene and 
Public Health. Fee: $450; AMA Cat I credits and CEUs 
available. Info: J. Corn 301-955-2609. 

Sep 15—16 Pediatrics for the Practitioner, Up¬ 
date ’88. Fees: physicians $200, nurses/practitioners 
& retired physicians $135; 14.5 AMA Cat I credits. Info: 
J. Ryan 301-955-2959. 

Ophthalmic Electrophysiology Technician 
Training Course (on-going-1-week course by appoint¬ 
ment). The Wilmer Eye Institute, Baltimore. Info: C. 
M. Kearney. 

The Department of Radiology and Radiological 
Sciences offers several courses in abdominal and ob¬ 
stetrical ultrasound: Courses scheduled 1/11/88-12/5/ 
88. Info: Celia Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer 
8/8-12, 11/14-18. Fee $460. AMA Cat I credits. 

Advanced Practicum in Ultrasound 12/5-9. Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians is offered throughout the year 
for experience in the lab and participation in read-in 
sessions; by appointment only. Fee: $460; 40 AMA Cat 
I credits. 

Johns Hopkins Medical Grand Rounds: Ac¬ 
credited audiovisual continuing education series of case 
discussion for clinicians: 30 topics/year in 5 bimonthly 
programs. Individual and group subscriptions; 40 AMA 
Cat I credits. Info: 301-955-3988. 

• • • 

University of Maryland School of Medicine 

CME Courses: For each course additional informa¬ 
tion may be obtained by contacting Program of Contin¬ 
uing Education, University of Maryland School of Med¬ 
icine, Room 300, MSTF, 10 South Pine St., Baltimore, 
MD 21201 (301-328-3956). 
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Aug 11 Focus on Infection 1988, UMBC, Medical 
School Teaching Facility Auditorium. Fee: $25; 6 AM A 
Cat I credits. 

Sep 16-17 Topics in Geriatrics, The Royce Hotel 
at BWI International Airport, Linthicum. Fee and cred¬ 
its TBA. 

Sep 22 Dean’s Conference #1: Dermatology, 
UMBC, Medical School Teaching Facility, Baltimore. 
Fee: $25; 6 AMA Cat I credits. 

Sep 23 Current Concepts in Ophthalmology: 
Eighth Annual Clinical Conference, Hyatt Regency 
Baltimore. Fee: $60; 6 AMA Cat I credits. 

Oct 14—15 Roots of Creativity: The Study of 
Creative Imagination in Infancy, Omni Interna¬ 
tional Hotel, Baltimore. Fee: TBA; 6 AMA Cat I credits. 

Oct 20 Dean’s Conference: #2: AIDS, UMBC, 
Medical School Teaching Facility Auditorium, Fee: $25; 
6 AMA Cat I credits. 

Oct 27—29 Fourth Annual University of Mary¬ 
land Contact Lens Symposium, Hyatt Regency In¬ 
ner Harbor, Baltimore. Fee: $160; 12.25 AMA Cat I 
credits. 

Visiting Professor Program Directory of speakers 
and topics available for area hospitals and other health 
care organizations. No administrative fee is charged. 
Info: 301-328-3956. 

Visiting Practitioner Preceptorships Opportu¬ 
nity for physicians to participate in clinical situations 
in the University of Maryland Medical Systems. Re¬ 
quires approval from clinical department/division 
heads. Direct inquiries to CME. AMA Cat I credits 
available. Direct all inquiries to CME (301-328-3956). 

Departmental Rounds and Conferences Weekly, 
hands-on and lecture presentations hosted by the Uni¬ 
versity’s clinical departments. Hour-for-hour AMA Cat 
I credits available. Brochure available. 

Advanced Trauma Life Support Provider/In¬ 
structor Programs, sponsored by University of Mary- 
land/MIEMSS. Fee: $350-500; 16-22 CME Cat I cred¬ 
its. Info: Melody Nelson 301-328-2919. 

Aug 18, 19-Provider 

Sep 14—16—Instructor 

Oct 13, 14—Provider 

Nov 17, 18—Provider 

Dec 15, 16—Provider 


NEUROSURGEON 

The Greater Baltimore Medical Center 

is seeking applicants to be interviewed for the 
position of Head of the Division of Neuro¬ 
surgery. 

The Greater Baltimore Medical Center 

is a 352-bed modern hospital, located in the 
Towson area, which is an attractive suburb of 
Baltimore, MD. 

The hospital is a modern, very well equipped 
medical center, which has very fine medical staff 
and covers all specialties of medicine. 

Please enclose a curriculum vitae, and other 
information regarding special capabilities, and 
matters of interest for the search committee. 

Reply to: Dr. Geary L. Stonesifer, Jr. 
Chief of Surgery 
c/o Physicians Pavilion 
6565 N. Charles Street 
Baltimore, MD 21204 


WANTED: Full time Radiologist 
position in Greater Baltimore area 
in private office. No weekends or 
evenings. Immediate opening. Good 
income. Regular radiographic pro¬ 
cedures, ultrasound and mammo. 

Call: (301) 761-0603 


We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MMJ, 1211 Cathedral St, Baltimore, MD 21201 


Maryland Advertisers: 

TO ADVERTISE IN THE JOURNAL 
CALL 

Intramedia Network Corporation 
Trade Publication Division 

301-539-0123 
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PHYSICIANS 
Full-time & Part-time 

WYMAN PARK MEDICAL ASSOCIATES, a 

Johns Hopkins Health System medical group, 
needs additional physicians in these specialties for 
full-time and part-time positions at new and 
established offices in Baltimore City, Baltimore 
County, Anne Arundel County, and other 
expansion areas. 


Addictions 

Allergy/lmmunology 

Cardiology 

Dermatology 

Endocrinology 

Family Practice 

General Surgery 

Internal Medicine 

Obstetrics and Gynecology 

Occupational Medicine 

Oral Surgery 

Orthopedics 

Pediatrics 

Physical Medicine and 

Rehabilitation 

Psychiatry 

Pulmonary Medicine 

Urology 

and others. 


Physicians must be board certified or active 
candidates, and eligible for Maryland license and 
DEA certificate. Send CV’s or contact: 


Charles R. Mock, M.D. 

Medical Director 

Office of Regional Programs 

3100 Wyman Park Drive 

Baltimore, Maryland 21211 

(301)338-3493 

An Equal Employment Opportunity Employer. 


EMERGENCY MEDICINE 

Full-time position available July, 1988, in physi¬ 
cian group staffing Emergency Service of 216-bed 
community hospital in Baltimore. Board Cer¬ 
tification in Emergency Medicine required. Com¬ 
petitive financial package and excellent modern 
facilities. 

Reply to: P.O.Box 1381 

Baltimore, MD 21203 


PHYSICIANS: M.D.’s with general medical, 
surgical, or Family Practice background to work 
as urgent care physicians in busy hospital 
Emergency Department. Part-time/Full-time 
positions available. 

For details, contact: 

Dan K. Morhaim, M.D. 

Franklin Square Hospital Center 
9000 Franklin Square Drive 
Baltimore, MD 21237 
(301) 682-7046 


Westminster (30min. NW Baltimore) 
Child/Adoles. Psychiatrists. The Carroll Co. 
MHC is seeking board eligible/certified 
adult/child psychiatrists for 6-17 hrs/wk. Du¬ 
ties incl. eval/ongoing therapy/prog, con¬ 
sults/chemotherapy. Flex. hrs. offered. Rate 
of pay is based on qualif. For more info, con¬ 
tact Dr. Bisco, Med. Dir., Carroll Co. Mental 
Health, P.O. Box 845, Westminster, MD 21157 
301-876-2152. 


HOUSE PHYSICIAN: Full-time and part- 
time positions available. Minimal re¬ 
quirements — Maryland license, 2 years 
residency, ACLS certified. Excellent 
salary. Pleasant work environment. 

Contact: Michael A. Stang, M.D. 

Carroll County Gen. Hospital 
Westminster, MD 21157 
(301) 857-6924 
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Classified Ads 


CARDIOLOGY PRACTICE AVAILABLE, subur 
ban Baltimore: well established, fully equipped, favor¬ 
able lease. Excellent opportunity. Box 6 MMJ, 1211 
Cathedral St., Baltimore, MD 21201. 


BE-BC OBSTETRICIAN/GYNECOLOGIST 
NEEDED to join 6-person OB/GYN group Chesa¬ 
peake Bay Eastern Shore. Excellent salary and benefits. 
Full OB and OB tail coverage. Solo practice option. 
Long-established, well-equipped and staffed hospital 
with 900-1,000 deliveries/year. Send CV/inquiries: Re¬ 
cruiting Chairman, Chesapeake Obstetrics, P.O. Box 
859, Easton, MD 21601. 


BUSY FAMILY PRACTICE wants to add third MD. 
Great potential: new office, beautiful setting in fast¬ 
growing Germantown. Contact Dr. Katon at 301-972- 
0400 or write 20528 Germantown Rd. Germantown, 
MD 20874. 


MARYLAND PRACTICE FOR SALE: established, 
quality IM/FP, adjacent hospital in growing community 
near Baltimore, Wilmington, Philadelphia. Country 
setting, good schools, water, beaches, and mountains. 
Evenings: 301-398-8032. 


ESTABLISHED EMERGENCY DEPARTMENT 
GROUP seeking BC or prepared full-time or part-time 
Emergency Physician. Teaching hospital with Chest 
Pain ER, fast track, excellent compensation, and ben¬ 
efits. Contact Dr. Anne Salmon Barone 301-368-2012. 


PHYSICIAN WANTED IMMEDIATELY: general 
surgery, minor trauma, or industrial medicine back¬ 
ground helpful. Write: P.O. Box 23664, Baltimore, MD 
21203. 


OBSTETRICIAN-GYNECOLOGIST. Montgom 
ery County desires associates. For details call 301-774- 
6500. 


FOR DOCTORS ONLY 

UNSECURED SIGNATURE LOANS 
FROM $5,000460,000 
UP TO 6 YEARS TO REPAY 
COMPETITIVE RATES 
NO POINTS OR FEES 

For information & application call- 

MEDIVERSAL 1 ' 8 °0-33,1-495 2 


CLASSIFIED ADVERTISING 
(for Med-Chi members only) 

$3.50 per line per insertion 

Members of the Medical and Chirurgical Faculty shall be entitled 
to one complimentary ad insertion for personal, noncommercial 
use in any consecutive 12-month period. (PAs count as one mem¬ 
ber.) Items will be related to the practice of medicine. Widows of 
members shall be entitled to two complimentary insertions for the 
disposal of the deceased physician’s practice or equipment. 

MARYLAND MEDICAL JOURNAL 
1211 Cathedral St., Baltimore, MD 21201 


NEUROLOGIST SEEKS COLLEAGUE in Wash 
ington DC area. Established practice weight toward 
peripheral NS, EMG, and occupational medicine. Need 
experienced, hard-working, BC colleague with similar 
interests. Excellent financial arrangement. Reply with 
CV to Box 26 MMJ , 1211 Cathedral St., Baltimore, 
MD 21201. 


MEDICAL OFFICE SUBLET: 1200 sq ft; 2 offices, 
4 exam rooms, lab area; in rapidly growing Pasadena 
area. Info: 301-255-2700. 


OWINGS MILLS/PIKESVILLE OFFICE to sub 

lease at Beltway Exit 20 N in Commercecenter. Fully 
furnished, private consultation room, 3 exam rooms, 
lab facilities, parking. Ideal for satellite location 301- 
486-4445. 


BUSY PEDIATRIC PRACTICE has office space to 
share in our satellite office located in Upper Marlboro. 
Newly decorated and fully equipped 301-292-2200. 


OFFICE TO SHARE, full or part time in the Profes¬ 
sional Centre, St. Joseph Hospital; 2 exam rooms, 2 
consult rooms. Reasonable rates, flexible arrangement 
301-337-1586. 


NEW MEDICAL OFFICE for rent, full or part time. 
The Professional Centre, next to St. Joseph Hospital. 
Fully equipped, free parking 301-337-6800. 

NEW MEDICAL OFFICE SPACE TO SHARE in 

Towson part-time or evenings; excellent parking. Call 
9 to 5 (301-828-5151). 


OFFICE EQUIPMENT FOR SALE: portable EKG 
machine, binocular microscope (hardly used), wooden 
examining table, tonometer, hyfricator, miscellaneous 
surgical instruments. Call days 301-760-7560. 


FOR SALE Toshiba complete electronic phone system 
including 16 phones, $4,000 (301-435-5300). 


IMPEDENCE PHLEBOGRAPH STIMTECH IPG 

200 for sale, hardly used 301-876-0705 or 857-9393. 
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Send your $100 check to: 
Harold Bob, M.D. 
Chairman MMPAC 
1211 Cathedral Street, 
Baltimore, MD 21201 


HOW ABOUT IT? 


Is it fair that only some Maryland physicians support the political activity 

that benefits all physicians? 

JOIN THE CAUSE! GET INVOLVED! GET POLITICAL! 

Join Maryland Medical Political Action Committee 
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9800 YORK ROAD 

SALES* LEASING‘SERVICE* PARTS* BODY SHOP 


A DEOGHTFUL 
DICHOTOMY 

The performance capability of the 300 E Sedan rivals 
that of the great Mercedes-Benz sports cars of all 
time. Consider zero to 55 mph in a scant 6.8 seconds 
and an exalted test-track maximum of 137 mph. Yet 
this is an automobile that provides the comfort and 
spaciousness of a four-door sedan, and the amenities 
of a fully equipped Mercedes-Benz. All wrapped in a 
superbly aerodynamic form-a shape that knifes 
through the airstream, maximizing efficiency and 
stability while minimizing wind noise. Judged a 
masterwork of automotive science by the worlds 
toughest critics, the 300 E Sedan awaits your eval¬ 
uation at our authorized Mercedes-Benz dealership. 

Valleu motor/ 

* Mercedes-Benz 
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In moderate depression and anxiety 


74% of patients experienced improved sleep 
after the first h.s. dose 1 

.<$> First-week improvement in somatic symptoms 1 

50% greater improvement with Limbitrol in 
the first week than with amitriptyline alone 2 






Protect Your Prescribing Decision: 
Specify “Do not substitute.” 


limbitrol 

Each tablet contains 5 mg chlordiazepoxide and /o 
12.5 mg amitriptyline (as the hydrochloride salt) VJL- 


limbitrofDS 


Each tablet contains 10 mg chlordiazepoxide and /O 
25 mg amitriptyline (as the hydrochloride salt) vY. 


References: L Data on file, Hoffmann-La Roche Inc., Nutley, NJ. 2. Feighner VP, 
et al: Psychopharmacology 61 .-217-225, Mar 22,1979. 


Limbitrol®® 

Tranquilizer—Antidepressant 

Before prescribing, please consult complete product information, a summary of which 
follows: 

Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants; 
concomitant use with MAOls or within 14 days of monoamine oxidase inhibitors (then initiate 
cautiously, gradually increasing dosage until optimal response is achieved); during acute recovery 
phase following myocardial infarction. 

Warnings: Use with caution in patients with history of urinary retention or angle-closure glau¬ 
coma. Severe constipation may occur when used with anticholinergics. Closely supervise cardio¬ 
vascular patients. Arrhythmias, sinus tachycardia, prolongation of conduction time, myocardial 
infarction and stroke reported with tricyclic antidepressants, especially in high doses. Caution 
patients about possible combined effects with alcohol and other CNS depressants and against 
hazardous occupations requiring complete mental alertness ( e.g operating machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital mal¬ 
formations. Consider possibility of pregnancy when instituting therapy. 

Withdrawal symptoms of the barbiturate type have occurred after discontinuation of benzodiaze¬ 
pines (see Drug Abuse and Dependence). 

Precautions: Use cautiously in patients with a history of seizures, in hyperthyroid patients, 
those on thyroid medication, patients with impaired renal or hepatic function. Because of suicidal 
ideation in depressed patients, do not permit easy access to large quantities of drug. Periodic liver 
function tests and blood counts recommended during prolonged treatment. Amitriptyline may 
block action of guanethidine or similar antihypertensives. When tricyclic antidepressants are 
used concomitantly with cimetidine (Thgamet), clinically significant effects have been reported 
involving delayed elimination and increasing steady - state concentrations of the tricyclic drugs. 
Use of Limbitrol with other psychotropic drugs has not been evaluated; sedative effects may be 
additive. Discontinue several days before surgery. Limit concomitant administration of ECT to 
essential treatment. See Warnings for precautions about pregnancy. Should not be taken during 
the nursing period or by children under 12. In elderly and debilitated, limit to smallest effective 
dosage to preclude ataxia, oversedation, confusion or anticholinergic effects. Inform patients to 
consult physician before increasing dose or abruptly discontinuing this drug. 


Adverse Reactions: Most frequent: drowsiness, dry mouth, constipation, blurred vision, dizzi¬ 
ness, bloating. Less frequent: vivid dreams, impotence, tremor, confusion, nasal congestion. 
Rare: granulocytopenia, jaundice, hepatic dysfunction. Others: many symptoms associated with 
depression including anorexia, fatigue, weakness, restlessness, lethargy. 

Adverse reactions not reported with Limbitrol but reported with one or both components or 
closely related drugs: Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, 
myocardial infarction, arrhythmias, heart block, stroke. Psychiatric: Euphoria, apprehension, 
poor concentration, delusions, hallucinations, hypomania, increased or decreased libido. Neuro¬ 
logic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns. Anticholinergic: Disturbance of 
accommodation, paralytic ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, 
urticaria, photosensitization, edema of face and tongue, pruritus. Hematologic.- Bone marrow 
depression including agranulocytosis, eosinophilia, purpura, thrombocytopenia. Gastrointesti¬ 
nal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, black 
tongue. Endocrine: Tfesticular swelling, gynecomastia in the male, breast enlargement, galactor¬ 
rhea and minor menstrual irregularities in the female, elevation and lowering of blood sugar 
levels, and syndrome of inappropriate ADH (antidiuretic hormone) secretion. Other: Headache, 
weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. 

Drag Abuse and Dependence: Withdrawal symptoms similar to those noted with barbiturates 
and alcohol have occurred following abrupt discontinuance of chlordiazepoxide; more severe 
seen after excessive doses over extended periods; milder after taking continuously at therapeutic 
levels for several months. Withdrawal symptoms also reported with abrupt amitriptyline discon¬ 
tinuation. Therefore, after extended therapy, avoid abrupt discontinuation and taper dosage. 
Carefully supervise addiction-prone individuals because of predisposition to habituation and 
dependence. 

Overdosage: Immediately hospitalize patient. Heat symptomatically and supportively. 

I.V. administration of 1 to 3 mg physostigmine salicylate may reverse symptoms of amitriptyline 
poisoning. See complete product information for manifestation and treatment. 

How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg 
chlordiazepoxide and 25 mg amitriptyline (as the hydrochloride salt), and Tablets, blue, film- 
coated, each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride 
salt)—bottles of 100 and 500; Tfel-E-Dose® packages of 100; Prescription Paks of 50. 

ROCHE PRODUCTS INC. 

Manati, Puerto Rico 00701 
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In the depressed and anxious patient 

See Improvement In The First Week!.. 

And The Weeks That Follow 

^74% of patients experienced improved sleep 
after the first h.s. dose 1 

^•First-week reduction in somatic symptoms 1 


Caution patients about the combined effects of 
Limbitrol with alcohol or other CNS depres¬ 
sants and about activities requiring complete 
mental alertness, such as operating machinery 
or driving a car. In general, limit dosage to the 
lowest effective amount in elderly patients. 


Limbitror 

Each tablet contains 5 mg chlordiazepoxide and 
12.5 mg amitriptyline (as the hydrochloride salt) 


Percentage of Reduction in Individual Somatic Symptoms 
During First Week of Limbitrol Therapy* 



VOMITING NAUSEA HEADACHE ANOREXIA CONSTIPATION 
♦Patients often presented with more than one somatic symptom. 


Copyright © 1988 by Roche Products Inc. All rights reserved. 
Please see summary of product information inside back cover. 


limbitrol DS 

Each tablet contains 10 mg chlordiazepoxide and 
25 mg amitriptyline (as the hydrochloride salt) vY- 
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THE DOCTOR'S OFFICE 


For most of your life, that suite of rooms on 
Main Street, with the fading prints and the 
cheerful nurse, was the place you remembered 
when you thought of the doctor's office. The 
doctor was a friend and advisor, a respected 
member of the community, an independent 
sort. He ran his practice with a mixture of 
good humor and his best business sense. 

Doctors have had to change their style, 
and often place, of practice in order to meet 
the complex, contradictory, and sometimes 
frustrating demands of the "health care mar¬ 
ketplace." Increasingly, doctors, trained to 
practice medicine and not to compete in the 
world of business, are finding that individual 
practice may be impractical. Some are taking 


salaried positions to stabilize their income 
and to decrease their individual liability. 
Some are abandoning areas of practice which 
place them at risk of litigation or which prove 
unprofitable in the increasingly competitive 
market for "health care services." 

And while patients are wondering what 
happened to the "good old doctor," doctors are 
wondering what happened to the "good old 
patient." Many patients now seem to be consu¬ 
mers, demanding not only individualized and 
humane care, but also low cost, convenience, 
and perfect results. Physicians find them¬ 
selves caught up in a storm of expectations 
which they must single-handedly navigate in 
order to achieve and maintain quality patient 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle*Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 




































The MML Network 

Quality and Accessibility... 



24 hours a day, 7days a week! 


The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 
Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 


Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 



Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY, INC. 

1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301) 247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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Physician’s Checklist 
for Medical Office Automation 

In February 1981, the Society’s Executive Board accepted a recommendation from the Medical 
Economics committee that the Medical Society endorse Computer Business Systems, Inc. (CBSI) 
for referral to the membership. In doing so, the Executive Board concluded that the endorsement 
agreement with CBSI was worthy of the Society’s imprimatur. 

Now, some seven years later, the endorsement agreement program remains successfully intact 
and continues to monitor hundreds of computer installations in member practices. More than 
ever, the Society is proud of the endorsement agreement and is convinced that this program 
will eliminate all significant risks associated with office automation. 

During this same time period, some 50 companies have entered and abandoned the medical 
office marketplace in the Baltimore/Washington Metropolitan area. These companies have left 
behind inappropriate or useless computer systems with no support available and they are all 
doomed to failure. 


Medical Office Automation- 
Selection Criteria 

Medical Society Services, Inc. 

If you are serious about automating your practice, the following evaluation criteria should be used 
to assess the strengths and weaknesses of a particular vendor. It will help you understand what 
each vendor has to offer relative to your specific needs. More importantly, however, it will help 
you determine if ongoing support will be available to you in the years ahead and at what cost: 



1. Does the vendor specialize in your needs? 

2. Are a large number of his sales to medical practices? 

3. Is the vendor local to you? 

4. Is the vendor the sole source for support? 

5. Does the track record and reputation of the vendor 
indicate that he can do a good job for you? 

6. Is the vendor successfully providing services to other 
practices with similar needs as yours? 

7. Can the vendor provide you references in your specialty 
and geographical area? 

8. Is the vendor willing to define your needs in his 
proposal/contract? 

9. Did the vendor develop his own software? 

10. Does the vendor make provisions for future needs of the 
system such as ongoing support and modifications? 

11. Will the proposed system meet your present needs 
and can it be expanded at an add-on cost only? 

12. Is the software compatible with expected or even 
unexpected future hardware upgrades? 

13. Does the software allow for specific customization to 
your requirements. 


14. Does the vendor cover technical obsolescence in his 
hardware maintenance contract? 

15. Will the vendor assume full responsibility for conversion 
of your Accounts Receivable to the new system? 

16. Will the vendor provide unlimited training at your facility? 

17. Will the vendor provide you with an implementation 
schedule and will he commit to it? 

18. Will the vendor provide a means to allow you to postpone 
final payment until you are sure the system works? 

19. Will the vendor guarantee you a fixed maintenance fee 
in the years to come? 

20. Will the vendor guarantee to fix or replace any failed 
component in one business day? 

21. Will the vendor guarantee same day turnaround on 
maintenance calls? 

22. Will the vendor provide all future software updates at 
no charge? 

23. Will the vendor provide you access to the source code 
upon his failure to support you for any reason? 

24. Does the system’s cost/benefit provide a tangible five 
year breakeven point? 


CBSI PROVIDES A POSITIVE ANSWER TO ALL OF THESE QUESTIONS 


Discover why Physician 
Information System is the best 
value for your money. This system 
has proven to be the most cost 
effective solution for medical 
office automation available in 
this area at any price. 



COMPUTER BUSINESS SYSTEMS INC. 
6213 Executive Blvd. 
Rockville, Maryland 20852 
For information call 770-2292 
or 1-800-638-6364 


CBSI—the company of choice 
for over 600 practices in this 
area. CBSI is endorsed by the 
Medical Society of D C. and 
the Montgomery County 
Medical Services Corporation. 
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Charles Q. Stapf and Sons, Inc. 


is proud to introduce 
a rare opportunity to live in 
Harford County’s most exclusive neighborhood. 


V* 




This prestigious community is ideally located just minutes from 
1-95 in an environment to preserve the natural beauty of the land. 
We offer a HOW warranty on our new 4 Bedroom Colonials com¬ 
plimented by custom features such as a morning-room, designer 
kitchen, luxury master bath, dressing room off of master suite, 
hardwood floors, crown molding and many custom features. Prices 
in the $300’s. 


For private showing call: Carolyn J. Nelson, GRI, CRS 

Merrill Lynch Realty 
879-6448/879-1085 


( 40 ^ 
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DIAGNOSTIC 
ASSAY SERVICES 



Radio Immuno Assay 
Specialists In: 

Fertility Testing 
Early Pregnancy Detection 
Esoteric Steroid Metabolism Studies 
CEA-Roche rM Monitoring 

9108 Gaither Road 
Gaithersburg, MD 20877 

D.C. Area 840-9220 
Balt. 792-9460 

Toll Free • Nationwide - 800-638-4000 
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HERE'S ONE DOCTOR 
WHO WON T PAY HIS MALPRACTICE 
PREMIUMS THIS YEAR. 


The Army covers his premiums. 

Since he’s an Army Physician, there are a 
lot of worries associated with private prac- 
tice that he won’t have to contend with. 
Like excessive paperwork, and the oven 
head costs incurred in running a private 
practice. 

What he will get is a highly challeng¬ 
ing, highly rewarding experience. The 
Army offers varied assignments, chances to 
specialize, or further your education, and 
to work with a team of dedicated health 
care professionals. Plus a generous benefits 
package. 


If you’re interested in practicing high 
quality health care with a minimum of 
administrative burdens, examine Army 
medicine. Talk to your local Army Medical 
Department Counselor for more 
information. 

CALL COLLECT 
( 301 ) 962 3033 


ARMY MEDICINE. 
BE ALL YOU CAN BE. 
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Community Health Surveillance Administration 
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EPIDEMIOLOGY AND DISEASE CONTROL NEWSLETTER 

COMMUNITY HEALTH SURVEILLANCE ADMINISTRATION 
Maryland State Department of Health and Mental Hygiene 

201 W. Preston Street/Baltimore, Maryland 21201/(301) 225-6700 

AUGUST 1988 

SELECTED REPORTABLE COMMUNICABLE DISEASES IN MARYLAND 

The number of reportable communicable diseases with onset in 
1987 was summarized by county in two tables published in the 
Maryland Medical Journal in May 1988. For diseases of major 
public health importance, the figures for 1983 through 1986 were 
also included. 

This report briefly describes the epidemiology of infectious 
diseases in Maryland that were reported from local health 
departments, hospitals, clinics, physicians, and laboratories. 
For many diseases additional information was obtained from active 
surveillance maintained by public health nurses in the local 
health departments and hospital infection control practitioners. 

The number in parentheses after the name of each disease 
indicates the total number of reported cases with onset of 
illness in 1987. This is followed by the rates per 100,000 
population in Maryland and, for comparison, the US rates. The 
US rates are based on the cumulative number of cases reported to 
the Morbidity and Mortality Weekly Report system in 1987 
(obtained from: CDC. MMWR 1988; 36:840) and the estimate of the 

US population on July 1, 1987. 

ENCEPHALITIS, VIRAL (32) - 0.7/100,000 (USA - 0.5/100,000) 

The rate of encephalitis has been stable since 1984. The 
combined area of both Baltimore and Harford Counties reported 12 
cases and the highest rate (1.4/100,000) in the State. The age 
of the patients ranged from 25 days to 89 years; the male to 
female ratio was 1.3 to 1. Herpes viruses were confirmed or 
suspected to have caused at least 11 of the 32 cases, including 
two individuals who developed encephalitis as a complication of 
chickenpox. One patient had coxsackievirus B. isolated from the 
cerebrospinal fluid. Seven (21.8%) patients died, three of whom 
had herpes encephalitis, and four had no infectious agent 
specified (one with leukemia and another with AIDS). 

GONORRHEA (24,132) - 536.4/100,000 (USA - 315.3/100,000) 

A decrease in gonorrhea (14.7% from 1986) was observed in 
1987. At the same time, a significant increase of reported cases 
of penicillinase-producing Neisseria gonorrhoeae (PPNG) was 
noted, 276 cases, compared to 77 cases reported in 1986 and 78 in 
1987 . 






Tetracycline-resistant gonorrhea is also becoming more prevalent. 
In some areas, up to 15% of N_^ gonorrhoeae isolates were 
resistant to tetracycline. Some tests have shown that more than 
50% of PPNG isolates tested were also resistant to tetracycline. 

HAEMOPHILUS INFLUENZAE INVASIVE DISEASE (120) - 
2.8/100,000 (USA - NA) 

H. influenzae infections increased 13.8% from 1986 and 
caused the following illnesses: 81 (67.5%) meningitis, 30 
(25.0%) bacteremia (8 with cellulitis-5 periorbital, 2 with 
epiglottitis, and one with otitis media and cellulitis), 3 
pneumonia, 2 septic arthritis, 2 otitis media and 2 epiglottis. 
Most of the infections occurred in Baltimore City (4.5/100,000) 
and Montgomery County (3.3/100,000) in the spring and autumn. 
Three quarters (75.8%) of all patients were less than five years 
of age; 61.9% were one year old or less, including two newborns; 
four meningitis cases were adults. The male to female ratio was 
1.2 to 1.0. Among these with known race, the white to black 
ratio was 1.5 to 1.0, indicating higher incidence of H. 
influenzae infections among blacks. Type b was the predominant 
serotype with the exception of one H^ influenzae serotype non-b 
that caused bacteremia in a one day old boy. Of the 70 isolates 
with known results, 31 (44.3%) were resistant to ampicillin, 
almost three times higher than 1981 when 15.4% (6/39) were 
resistant. Four patients died (one with meningitis and three 
with bacteremia only; one of the latter also had leukemia). Of 
the 16 cases between 18 months and five years of age for whom 
vaccine status was known, 4 (25%) had received 11^ influenzae 
polysaccharide vaccine. 
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HEPATITIS A (253) - 5.6/100,000 (USA - 10.1/100,000 
Hepatitis A has been increasing since 1984--1987 cases were 
up 27.8% from 1986, 184.3% from 1985 and 321.7% from 1984. Seven 
small case clusters, accounting for 22 cases, were investigated 
in 1987. The peak incidence occurred among 20 to 29 year olds 
(23.3% of all cases), followed by 30 to 39 year olds (14.2%). 
Only five cases were diagnosed in children less than five years 
of age. The male to female ratio was 1.6 to 1. No seasonality 
was noted. Almost half (44.3%) of the patients were residing in 
Montgomery and Prince George’s Counties, and 13.8% were from 
Cecil County. One hundred and seventy-one cases had an unknown 
or unreported source of infection. Among the 82 for whom risk 
information was available, 35 cases were contacts of known 















































or suspected cases, 11 had had international travel, and 10 were 
IV drug users. 

HEPATITIS B (849) - 18.9/100,000 (USA - 10.3/100,000) 

The incidence of acute hepatitis B has been stable since 
1981. Some counties, though, have shown a rise in reported 
incidence: Dorchester with 40.3/100,000, the highest in the 

State, Frederick-35.8/100,000, and Worcester 32.3/100,000. 
Frederick County, with 48 cases, experienced a 3.4 fold rise from 
1986. The male to female ratio was 1.5 to 1, and the peak 
incidence occurred among 25 to 30 year olds (23.2% of the cases). 
Of all patients, 61.7% were 20 to 34 years of age, of whom 32.1% 
were black males (39.2% in Baltimore City). Information on the 
probable source of infection was available on 316 of the reported 
cases: 143 (45.3%) were known (or suspected) to have 

self-administered illegal drugs by injection, 67 (21.2%) had had 
contact with a confirmed or suspected hepatitis B case, 16 (5.1%) 
had sexual exposure to a case or carrier of hepatitis B virus, 14 
(4.4%) were employed in a medical field, 14 (4.4%) were males 

known (or suspected) to have homosexual relations, 13 (4.1%) had 
received blood or blood products (transfusion), 9 (2.8) had been 
attended by a dentist, 6 (1.9%) had needlesticks, 3 (0.9%) 
tattoos, 1 earpiercing, and 30 had other exposures. 

HEPATITIS, NON-A/NON-B (58) - 1.3/100,000 (USA - 1.2/100,000) 

Almost one quarter of all non-A/non-B cases were 60 years of 
age or older; 28% were between 20 and 39 years old. The male to 
female ratio was 1.5 to 1. Seventy percent had onset of illness 
in the first half of the year. During the six months prior to 
onset, 11 patients had received blood or blood product 
transfusion, one had oral surgery, two had been hospitalized, one 
had contact with another case, and one had other percutaneous 
exposure. In addition, 10 patients (17.2%) admitted 
self-administering illegal drugs by injection; these cases, 
predominantly white men in their twenties and thirties were 
residents mainly of Prince George's, Montgomery, Frederick and 
Baltimore Counties. The source of infection for 32 (55.2%) of 
the cases was not reported or was unknown. 

HEPATITIS, UNSPECIFIED (39) - 0.9/100,000 (USA - 1.3/100,000) 

More than half (51.3%) were 20 to 39 years old. The male to 
female ratio was 2.3 to 1. Forty-six percent (46.2%) were from 
Baltimore City and 15.4% from Cecil County. 

LEGIONELLOSIS (29) - 0.6/100,000 (USA - 0.4/100,000) 

Legionellosis was reported in persons between 27 to 81 years 
of age; 70.6% were between 35 and 59 including more than a 
quarter (27.6%) in their fifties. The male to female ratio was 
1.2 to 1. Eight patients (27.6%) had onset of pneumonia in 
October; four of these were residents of Baltimore City and were 
investigated for a possible common environmental source, but such 
was not found. Fourteen cases were confirmed by positive gene 
(DNA) probe, culture of bronchial secretions, or serological 
tests (IFA) that showed rising titers. Six cases were reported 
to have underlying medical illness (chronic bronchitis, 
corticosteroid 


therapy, renal failure, diabetes, or cancer), two of whom died. 
Two of the additional 23 cases without known or reported 
underlying illness died. 

LYME DISEASE (23) - 0.5/100,000 (USA - 0.6/100,000) 

Cases were reported from Baltimore City and eight of 
Maryland's 23 counties. Queen Anne's County reported seven 
cases, the maximum for any one jurisdiction. Onset of symptoms 
was reported in every month of 1987 except February and April; 
July was the peak month with seven cases. The male to female 
ratio was 1 to 1.5. Age at onset of symptoms ranged from two to 
80 years with seven cases reported in children less than ten 
years of age. Sixteen of the 23 cases reported flu-like 
symptoms, including fever (11 patients), myalgia (9), headache 
(6), sore throat (6), and, less commonly, nausea (4), stiff neck 
(1), and lymphadenopathy (1). The characteristic skin lesion, 
erythema chronicum migrans (ECM), was reported in 12 of the 22 
cases; five others had some other skin manifestation, and six had 
no skin manifestation. Arthritis, the most commonly reported 
sequela, was reported in 13 cases, and knees were involved in 
nine. Other affected joints were shoulders, fingers, ankles, 
wrists, jaws, hips, and spine. Three cases were reported with 
neurologic manifestations; none with cardiac manifestation. Tick 
exposure was reported in 14 cases; 11 of these reported a tick 
bite. All cases were considered confirmed by clinical picture 
and/or positive serological results. The recommended 
antimicrobials (tetracycline or penicillin) were given in all 
cases. Three patients were hospitalized. 

MALARIA (43) - 1.0/100,000 (USA - 0.4/100,000) 

All malaria cases in Maryland were imported from Africa, 
India, Southeast Asia, and Afghanistan. Patients with Plasmodium 
falciparum (9) had exposure in Nigeria, Togo, Uganda, Sierra 
Leone, Ethiopia, and the Central African Republic; those with P. 
vivax (8) were from or had visited India, or were refugees from 
Southeast Asia. P^ malariae (3) and P^_ ovale (1) were imported 
from Ghana and Nigeria. The additional 22 cases with unspecified 
Plasmodium species had visited or lived in these same regions. 
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MEASLES (RUBEOLA) (10) - 0.2/100,000 (USA - 1.5/100,000) 
Measles decreased significantly from 1986 (35 cases) and 
(115 cases). The patients were between four and 28 years of 
Two cases were imported from Germany and England; the rest 

indigenOUS . MEASLES, OUBELLA, MUMPS or,eI PERTUSSIS 
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Providing 

Genetic Services 

in a Convenient, Comfortable 
and Private Setting. 

Providin g Services in; 

•Genetic Counselling 

• Prenatal Diagnosis 

• Paternity Testing 

• Preconceptual 
Sex Selection 



The Genetic Center, Inc. 

Genetic Counselling and Research, Inc 

Naylors Court 4000 Old Court Road Baltimore, MD 21208 
(301)486-4761 


When vour patients need your best 
health care recommendations 
use your head. 



Remember this hat. 


When your patients need home health care remember to 
recommend Staff Builders. Our nurses (RN/LPN), therapists 
(physical/occupational/speech), medical social workers, nurses 
aides, home health/personal care aides, home-makers, live-in 
home companions are all carefully screened, bonded, insured and 
professional in every way. But more than that, they care. So 
remember Staff Builders when you recommend health care 
sendees. And remember most home health services are paid by 
Medicare, Medical Assistance, or Blue Cross. And that hospital 
and home private duty services are also available. Staff Builders 
personal and professional care is as close as your phone. Just give 
us a call if we can be of assistance. 

Licensed by the State of Maryland and Federally Certified for 
Medicare/Medical Assistance/Blue Cross-Home Care. _ 


Available every hour 7 days a week. 

Baltimore City 752-0062/625-0222 

Baltimore Countv 561-1595 

Harford 838-7110 

Howard 730-2311 

Anne Arundel 269-8444 

Carroll 549-2121 

The home care nursing and private duty service 
doctors and hospitals use nationwide. 


staff 
builders 

Health Care Services 




eoe/mf We bill the patient’s insurance company directly. 


Plan Your 1988 Taxes Today 

How will your deductions, earning potential, profitability 
pension and practice policies be effected? 

NADEN, LEAN & ASSOCIATES 

Certified Public Accountants 

Call the NLA Medical Services Dept, at 
1-3 01-NLA-CPA’S 

Baltimore (301) 466-3300 Washington (202) 982-1082 

Westminster (301) 876-5800 Columbia (301) 964-8290 
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Members in the News 


William G. Armiger MD and Chesapeake Plastic 
Surgery Assoicates have been selected for membership in 
the American Society for Aesthetic Plastic Surgery, Inc. 

A member of the surgical teaching staff of University of 
Maryland Medical Institutions, Dr. Armiger also taught at 
The Johns Hopkins University. He is a Diplomate of the 
American Board of Surgery and the American Board of 
Plastic Surgery, and currently is vice-president of the 
American College of Surgeons, Maryland Chapter. 

A graduate of Loyola College of Maryland and Univer¬ 
sity of Maryland Medical School, Dr. Armiger served 
residencies at University of Maryland and St. Agnes Hospi¬ 
tals in Baltimore. He received postgraduate plastic surgical 
training at Strong Memorial Hospital in Rochester, NY. He 
completed a fellowship in head and neck cancer surgery and 
maxillofacial reconstruction at Roswell Park Memorial In¬ 
stitute in Buffalo, NY, one of the leading oncology centers 
in the nation. 

• • • 

Lawrence H. Fink MD, a Bethesda neurosurgeon, has as¬ 
sumed the presidency of the 1,400-member Montgomery 
County Medical Society. Dr. Fink is a 1965 graduate of the 
State University of New York, Downstate Medical Center. 
After completing a nerosurgical residency and fellowship 
at Mayo Clinic, he came to the Washington Metropolitan 
area in 1970 as a staff neurosurgeon at the Bethesda Naval 
Hospital. 

Dr. Fink began his private practice in the fall of 1980. 
Board certified in neurosurgery and a Fellow of the 
American College of Surgeons, he is on the active staff of 
Suburban and Greater Laurel-Beltsville Hospitals. Dr. Fink 
is also the co-founder and president of a healthcare risk 
management consulting company. He has traveled exten¬ 
sively, studying health-care delivery systems throughout 
Europe, Asia, and the Middle East and is the author of 
numerous articles on neurosurgery and health-care delivery. 

Other Montgomery County Medical Society officers are 
Cheryl Winchell MD, President-Elect; Martin Eichler MD, 
Vice-President; Jeffrey Witte MD, Secretary; and Peter 
Sherer MD, Treasurer. 

• • • 

Robert M. Heyssel MD, President, Johns Hopkins Health 
System, Baltimore, was inducted as a Fellow of the American 
College of Physician Executives during its thirteenth Nation¬ 
al Conference on Health Care Leadership and Management 
in May. Dr. Heyssel is one of a select group of physicians 
nationally to be recognized as having demonstrated sig¬ 
nificant contributions and superior achievements to the 
specialty of medical management. He has 20 years’ ex¬ 
perience in the management of health-care systems. Fellow¬ 
ship in the College is the highest professional honor that may 
be awarded to a certified "physician executive." 

• • • 


George S. Malouf, Sr., MD recently received one of the 
First Annual Prince Georgian of the Year Awards in recog¬ 
nition of his dedication and exemplary contributions to the 
community. 

Dr. Malouf is Chief of the Division of Ophthalmology at 
Prince George’s Hospital and Medical Center, where he and 
his son, George S. Malouf, Jr., MD performed the first cor¬ 
neal transplant in Prince George’s County. 

Known to his colleagues as a peacemaker who can bring 
disparate sides together for a common goal, Dr. Malouf has 
played a major role in medicine in Prince George’s County 
and indeed, the State of Maryland. His devotion to the cause 
of ecumenism and his contributions to the advancement of 
the eastern Christian church have accorded him outstanding 
recognition for community service by a physician. 

• • • 

Michel Mirowski MD, director of the coronary care unit 
at Sinai Hospital, was chosen by the Association for the Ad¬ 
vancement of Medical Instrumentation to receive the pres¬ 
tigious Laufman-Greatbatch Prize for his pioneering work 
and development of the Automatic Implantable Car¬ 
dioverter-Defibrillator (AICD). The prize, which includes 
a $10,000 endowment, cited Dr. Mirowski’s unique and sig¬ 
nificant contribution to the advancement of medical in¬ 
strumentation. 

Dr. Mirowski, who also is Professor of Medicine at The 
Johns Hopkins University School of Medicine, developed 
the AICD at Sinai in the late 1960s. It is designed to save the 
lives of people who suffer from malignant disturbances of 
the heart rhythm. In treating more than 3,700 patients in 
over 250 centers worldwide, the expected death rate has 
dropped from about 40 percent at one year to less than 2 per¬ 
cent. 

• • • 

E.F. Shaw Wilgis MD, nationally known hand surgeon, 
has been elected to the Board of Trustees at Villa Julie Col¬ 
lege. Dr. Wilgis, who is medical director of the Raymond M. 
Curtis Hand Center at Union Memorial Hospital, recently 
was elected president of the American Society for Surgery 
of the Hand. He also is affiliated with the Greater Baltimore 
Medical Center, Children’s Hospital, and The Johns Hop¬ 
kins Hospital. 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 
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A.H. Robins Award 

The A. H. Robins Award for Community Service is 
presented each year to a Maryland physician for outstand¬ 
ing service to the community. The 1988 Award was given to 
Albert Antlitz MD who has dedicated countless hours of his 
time to further the ideal of quality health-care delivery in 
Maryland. 

Dr. Antlitz formed the Center for Health Education, the 
nation’s first organization designed to encourage physicians 
to become more active in disease prevention and health 
promotion activities. The Center was established as a non¬ 
profit venture, and as Chairman of its Board of Directors, 
Dr. Antlitz was instrumental in advocating a stronger disease 
prevention role for physicians. 

Dr. Antlitz was one of the founding fathers of the High 
Blood Pressure Commission for the State of Maryland and 
served on the Commission from 1976 until 1981. 
Throughout the years, the Commission has taken giant steps 
to ensure the proper diagnosis, treatment, and management 
of high blood pressure. 

He also helped form the Ad Hoc Committee to establish 
the Health Systems Agency for Central Maryland under the 
Health Planning Law. He was a member of the Agency’s Ex¬ 
ecutive Committee and governing body from 1976 to 1981, 
and chaired the Systems Development Committee from 1977 
to 1981. 



We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MMJ, 1211 Cathedral St, Baltimore, MD 21201 


Area meetings and course announcements 
are listed each month under 
Doctors Take Note 
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QQCOXOCCCCOOSCCCOCOCOOOCOOOOOCOGOOOCCS 


Consultation is Back! 

WBAL Radio AM 1090 
8-9 p.m. every Thursday 

Featuring a variety of physician speakers and 
topics and hosted by John Stupak, the programs 
will consist of a short discussion of the topic 
followed by call-in questions from listeners. 

For a list of scheduled topics and speakers 


contact Caroline Flarman at the Faculty Office > 

^ 539 - 0872 . 
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Albert M. Antlitz MD (right) recieving the 1988 Robins 
Award from Leon E. Kassel MD. 



University of Maryland Dean John M. Dennis MD (left) ac¬ 
cepting the AMA Membership Recndtment Award recognizing 
student Daniel Paoli’s efforts in recniiting 27 student members 
in the 1987 Medical Student Outreach Program. 
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Meridian wants you to know 


What you should know about 
Meridian Healthcare services and 
facilities . 


Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite'' care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 



MERIDIAN 



21 West Road 

Baltimore, Maryland 21204 

301-296-1000 


Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians' information and referral guide. 


Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PA’s with need for more than one information kit, please 
indicate the number of additional kits needed_ 
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A New Star Rises 

Physicians take control 
of their professional 
*. liability insurance 
destiny with a 
national, non-profit 
approach 


1$03 Johnson Ferry Hoad, Suite 100 
Marietta, Georgia 30062 • 800-346-9315 



THE LIFEGARD 
PROVIDER NETWORK 

SYSTEM 


Physicians 

• Patient Referral 

• Information Interchange 

• Networking 


Additional Services 

• Drug/Drug Interaction 

• Overdue Acct. Collection 

• Continuing Medical 
Education 



Third Party Claims 

• Blue Shield 

• Medicare B 

• Commercial Carriers 


Hospitals/HMOs 

• Census 

• Lab 

• Xray 


Communication Services 

• Electronic Mail 

• Word Processing 

• Bulletin Board 

• Medical and Commercial Data Rases 


Linking the Maryland health care community through a 
broad range of clinical and office support services 


For membership information contact: 

LheCaid' 

INTERNATIONAL, INC. 

502 Washington Ave., Suite 300 
Towson, Maryland 21204 

494-4800 


























Executive Director's Newsletter 


FEDERATION 
OF STATE 
MEDICAL 
BOARDS 


DECRIMINAL¬ 
IZATION OF 
DRUGS 


RCTs 


August 1988 

During its Annual Meeting in June, the American Med¬ 
ical Association adopted a resolution submitted by 
the Maryland Delegation regarding the annual report 
of disciplinary actions from the Federation of State 
Medical Boards. The resolution requests that the AMA 
work with the Federation to develop standard cate¬ 
gories and a uniform reporting system of disciplinary 
actions taken by state boards against licensed physi¬ 
cians and to assure that organizations using the 
Federation's copyrighted data secure permission and 
agree to explain that comparisons between states on 
the basis of these data are invalid. 

The President and Past President of the Federation of 
State Medical Boards highly endorsed the Maryland 
resolution and stated that the Federation has long 
objected to the misuse of its copyrighted data. 


The Maryland Delegation also introduced a resolution 
on the Decriminalization of Drugs during the AMA 
Meeting. The resolution called for a study of the 
health consequences that would arise from any changes 
in the laws regarding dangerous drugs. The Maryland 
Delegation introduced the resolution in an effort to 
help resolve the growing debate in Maryland and 
nationwide. 

Maryland's resolution resulted in the final adoption 
of an AMA Board of Trustees report that details the 
personal and public health risks of drug abuse, and 
sets forth a series of recommendations for the formu¬ 
lation of a comprehensive national policy on drug 
abuse. 


The American Medical Association's Board of Trustees 
submitted Report SS during the Annual Meeting in 
Chicago, which proposes that the AMA support a pilot 
project to determine whether a registered care 
technologist (non-nurse, bedside care technician) 
would be helpful in providing bedside care to 
patients. 

During the meeting, the report was amended to require 
"certification" and "registration" of the technolo¬ 
gists rather than licensure. It is hoped this change 
would reduce concern about the creation of another 
"licensed medical provider." 



DIAGNOSTIC 

TESTING 

GUIDELINES 


PHYSICIAN 

REHAB 

CONFERENCE 


SEMIANNUAL 
AND ANNUAL 
MEETINGS 


The revised version of Report SS includes the 
following: it calls for the creation of demonstration 
projects; it suggests that a registered care 
technologists program could provide a recruitment base 
for nursing; and it emphasizes that the AMA initiative 
includes continued support for nursing in its efforts 
to recruit nurses for the bedside. The final report 
was referred back to the Board of Trustees for action. 


Blue Cross and Blue Shield of Maryland, Inc., has 
informed Med-Chi that it is not now and has no 
intention of using the Diagnostic Testing Guidelines 
in connection with the payment of claims. 

The Guidelines were developed jointly by the National 
Blue Cross and Blue Shield Association and the 
American College of Surgeons in 1987. At its meeting 
on September 9, 1987, the Med-Chi Council resolved to 
oppose the application of the guidelines by third- 
party payors as a basis for reimbursement. However, 
the Council did recognize the guidelines as a useful 
tool to improve medical education at the medical 
school and postgraduate levels. 


On Friday, September 23, 1988, Med-Chi and The Health 
and Education Council, Inc. will jointly sponsor the 
Second Annual Convention on Professional Rehabilita¬ 
tion at the Marriott Hunt Valley Inn. The Conference 
will be open to physicians and all other practicing 
health professionals, and will present proved 
strategies for identifying, treating, and intervening 
with impaired professionals. For further information, 
contact JoAnn Cirillo at the Faculty office, 539-0872 
in Baltimore or toll free in Maryland 1-800-492-1056. 


The Semiannual Meeting scheduled for September 14-18, 
1988 will be held at the Southhampton Princess Hotel 
in Bermuda. The keynote speaker will be James E. 
Davis, MD, President of the American Medical 
Association. 

Next year's Annual Meeting will be held at the Turf 
Valley Hotel and Country Club in Ellicott City, 
Maryland from April 12-14, 1989. 



FACHE 



Quality Practice Digest 


LEGAL AND ETHICAL CONCERNS OF YOUR MEDICAL PRACTICE 

This monthly digest will summarize the laws of the State of 
Maryland, as well as the guidelines, procedures, codes of 
cooperation and policy statements of the Medical and Chirurgical 
Faculty. These laws and policies are being published to reflect 
recent areas of concern to physicians throughout the state. 

The Principles of Medical Ethics of the American Medical 
Association have been adopted as the ethical standards of the 
Medical and Chirurgical Faculty, and they govern the conduct of 
members in their relations to the public and to each other (Faculty 
Bylaws, Article XIV, Section 1). For more information, please 
refer to the Compendium of Laws, Regulations. Opinions and Policies 
Governing the Practice of Medicine in Maryland . 


GUIDELINES FOR PROFESSIONAL CORPORATION NAMES 

The Guidelines for Professional and Corporate Names are consulted 
when considering the approval of a corporate name. The guidelines 
were adopted by the Council of the Medical and Chirurgical Faculty 
of the State of Maryland and appear on page 66 of the Compendium of 
Laws, Regulations, Opinions and Policies Governing the Practice of 

Medicine in Maryland (November, 1984). 

1. The use of the name of a hospital or other institution can 
only be approved if: 

(a) It is clear that it is the physician members of the medical 
staff of that institution which have formed the professional 
corporation, and, 

(b) Each physician member of the medical staff at the institution 
is given the opportunity to participate in such professional 
corporation. 

EXAMPLES: Sinai Hospital Medical Staff Association, P.A., 

Medical Staff of Sinai Hospital Professional Association 

In all cases, use of the hospital name must be approved by the 
hospital. In cases where the members of a particular department of 
a hospital wish to incorporate, the same rules will apply. 

2. The use of the name of a medical school or the term 
"University" is prohibited. If legal under other statutes, the 
term "University" would be approved only for the University of 
Maryland Hospital as indicated above. 













3. In using the name of a community, area, city, town, village, 
or other municipality, such names should not connote they are 
exclusive. Names prohibited would be similar to: 

EXAMPLES: Internal Medicine Association of Salisbury, P.A. 

Salisbury Internal Medical Associates, P.A. 


Such names would lead the public to believe there are no other 
Internal Medicine specialties in that community; or would tend to 
lead the public to believe that this group was the only or best 
qualified of such specialists. The use of a street name in 
connection with a professional corporation is permitted, however. 

4. If the corporation name includes terms common to business for 
promotional purposes, such terms should not be false or 
misleading. Any tendency to "puff" or to bring attention to 
the name should be avoided. 

5. Wherever possible, the title of the group should indicate to 
the public the type of services rendered, such as psychiatry, 
dermatology, surgery, etc. Where this is not practical, 
letterheads, invoices, etc., should contain the words, 

"Practice limited to ...", or some other identification that 
can be readily understood. 

6. Professional corporation names may not include the surname of 
any person unless it is the surname of an individual associated 
with the professional corporation, except as otherwise provided 
in these guidelines. 

7. When applying for approval of professional corporation 
designations, applicants shall provide a document recording the 
signatures of each shareholder. 

(References to the Committee and year in which a provision was 
adopted are deleted for brevity). 


OPHTHALMOLOGIST: EYEGLASS OR CONTACT LENS PRESCRIPTION 

Because of complaints from patients about ophthalmologists who 
refuse to give the patient a copy of his prescription for 
eyeglasses or contact lenses, physicians are reminded that under 
Federal Trade Commission regulations, referred to as the Eyeglasses 
11 Rule, all physicians must give patients eyeglasses or contact 
lens prescriptions following their examinations. The objective of 
the rule is to give patients the freedom to choose where they want 
to have the prescription filled. A reference to this federal 
requirement appears in The Compendium of Laws. Regulations, 

Opinions and Policies Governing the Practice of Medicine in 

Maryland . See item (3) under "Optician/Physician Relationships." 







Attention All Members 


A dedication ceremony of Med-Chi's newly renovated 
library and Krause Reading Room will be held on 
Saturday, September 24, 1988 at 1 p.m. in 
conjunction with the Semiannual session of the 
Council (10 a.m.) and House of Delegates (2 p.m.). 

It will be a day of special activities including a 
chamber music concert featuring the Peabody 
Institute String Quartet beginning at 1:15 p.m. A 
light buffet and tour of Med-Chi's library facility 
and building will begin at 12 noon. 

Free parking will be available at the Symphony 
Parking Garage and parking tickets will be 
validated at Med-Chi's reception desk. 

For those traveling from outlying areas the Faculty 
has made special provisions: hotel rooms at the 
Stouffer Harborplace Hotel overlooking Baltimore's 
Inner Harbor are available at the special discount 
rate of $99 (the normal rate is $155 per night). 
Reservations can be made by calling 547-1200 (tell 
them you are with Med-Chi). The hotel, which is 
part of the Galleria complex (a beautiful and 
unique shopping mall), offers a health and fitness 
club that includes an indoor swimming pool and a 
lovely rooftop garden. 

Baltimore, a city with a history as big as its 
heart, has many major attractions, parks, 
landmarks, and cultural institutions for a variety 
of diversions. Come, bring your family, and join 
us in celebrating the distinguished history of the 
Med-Chi library and then participate in the 
activities in downtown Baltimore. 

On the next page is a listing of special 
attractions in Baltimore during the September 23-25 
weekend. 



National Aquarium 
in Baltimore 


Baltimore Zoo 


U.S. Frigate 
Conste1lation 


Maryland 
Science Center 


World Trade 
Center 


Clipper City 


Antique Row 

Myerhoff Concert 
Hall 

Walters Art 
Gallery 

Basebal1 


Pier 3, Pratt Street 576-3810 
Open Saturday, 10 a.m. - 5 p.m. 

Admission - Adults $7.75, Students and 
Senior Citizens $6.00, Children $4.75, 
Children under 3 are free 
Druid Hill Park 366-LION 
Open Daily 10 a.m. - 4:30 p.m. 

Admission - Adults $4.00, Children and 
Senior Citizens $2.00 

Docked in the Inner Harbor 539-1797 
Open Daily 10 a.m. - 6 p.m. 

Admission - Adults $2.00, Children $1.00 
Children 5 and under are free 
601 Light Street 685-5225 
Open Saturday - 10 a.m. - 6 p.m. 

Admission - Adults $6.50, Children and 
Senior Citizens $5.50 
Pratt Street 837-4515 

27th Floor Observation Level Panoramic View 
of the City and Inner Harbor also History of 
Baltimore Museum 

Admission - Adults $2.00, Children and 
Senior Citizens $1.00 

Docked in Baltimore’s Inner Harbor 539-6277 
Reservations accepted and recommended for 
daily sails and also sunset and moonlight 
cruises 

Admission - Adults $18.00-$32.00, Children 

ages 12-16 $9.00, under 12 $2.00 

700 & 800 block of N. Howard Street and the 

200 block of W. Read Street 

Open Monday thru Saturday 

1212 Cathedral Street 783-8000 

Pops Concert; Skitch Henderson and 

Larry Adler - 8:15 p.m. 

Admission - $13.00-$32.00 

600 North Charles Street 547-ARTS 

Open Daily 11 a.m. - 5 p.m. 

Admission - Adults $2.00, Senior Citizens 
$1.00, Under 18, Students & Members are free 
Baltimore Orioles vs. Detroit Tigers 
at Memorial Stadium 243-9800 
September 23 - 8:05 p.m. 

September 24 - Time To Be Announced 
33rd Street & Ellerslie Avenue 
Admission - $4.75~$9.50 


Pick up a copy of the Baltimore S c ene at our reception desk the 
day of the dedication for more information on sightseeing, 
dining, entertainment and shopping. 



-MR UPDATE-- 

MRI Advances the Detection of Pelvic Disorders 


PELVIC EXAMINATION 

HISTORY: The patient is a 26 year old female with a 
pelvic mass. The ultrasound examination was made difficult by 
a large anterior fibroid. Due to shadowing from the fibroid, it 
was difficult to delineate the uterus and to demonstrate the 
separation of what appears to be two ovarian cysts posteriorly. 
Without clear delineation of the uterine cavity, it was difficult to 
be very specific about the etiology of the mass and the cysts 
could be considered components of a cystadenoma or a 
cystadenocarcinoma. 

SCAN: Sagittal and transverse MR images beautifully 
demonstrate the position of the endometrium, junctional zone, 
and myometrium. The large anterior fibroid (straight dark 
arrow) is demonstrated as a distinct mass of lower intensity 
than the myometrium of the uterus (curved arrow). Also, 
posterior fluid collections appear to be clearly separated from 
the main mass giving additional weight to the impression of 
simple ovarian cysts (open arrows). 

While the T1 and T2 values are not specific for fibroids or 
ovarian cysts, the higher tissue contrast of MRI allows clearer 
anatomic separation of structures. This in turn allows a more 
confident diagnosis of two coexisting benign processes rather 
than a single malignant mass. 

NOTE 1 The high tissue contrast of MRI is very useful in 
pelvic imaging. In cases of multiple fibroids, it allows precise 
delineation of the position of each fibroid which can be useful 
in uterine sparing surgery. It is also excellent for delineating the 
depth of invasion in endometrial carcinoma. It is very sensitive 
in the detection of pelvic nodal metastases. 

MRI HIGHLIGHTS: MRI, in general, has in¬ 
creased sensitivity for tissue differentiation as compared to 
CT. This is especially true in bone marow imaging where it has 
been shown to be more sensitive than radionuclide scanning 
for marrow replacing processes. This sensitivity is well known 
in the early detection of metastatic lesions and aseptic necrosis. 
MRI is also very useful in the depiction of subtle stress fractures 
or fractures in osteoporotic bones that may be difficult to 
demonstrate even with conventional tomography. 


MARYLAND 
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IMAGING 

900 Toll House Avenue 
Frederick, Maryland 21701 

(301) 662-0077 


MMI operates its MRI system with all available upgrades in¬ 
cluding contiguous slices as thin as 2.5 mm; quadrature detection 
head, body and extremity coils; large field of view spine coil; 
dedicated cervical coil; partial flip imaging; single breath-hold 
body imaging; and cardiac and respiratory gating. 

Health Images facilities are a community resource available to 
all area physicians. 
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Highlights: Executive Committee 
and Council Actions 


Executive Committee - April 14,1988 

• Minutes The Executive Committee approved the 
minutes of March 10,1988 as distributed. 

• Committee on Alcoholism and Chemical 
Dependency The Executive Committee approved 
two resolutions submitted by the Committee on 
Alcoholism and Chemical Dependency: 

(1) The Voluntary Banning of Tobacco Use on 
School Property 

(2) The Removal of Tobacco Products 
from Pharmacies: 

• The resolutions will be submitted to Council with the 
Executive Committee’s recommendation for ap¬ 
proval and submission to the House of Delegates for 
its consideration. 

• Public Relations Committee On behalf of the Public 
Relations Committee, Dr. James Bell, Chairman, 
reported on the current status of the Media Awards 
Program, noting that such a program could generate 
a great deal of positive media coverage for the Facul¬ 
ty. He stated that the committee desired to present 
the awards during the annual meeting of the House 
of Delegates as opposed to the semiannual meeting, 
and that the awards had been reduced to three first- 
place prizes. 

The Executive Committee approved the 
committee’s request that the media awards be 
presented during the annual meeting of the House of 
Delegates, beginning with the 1989 annual meeting. 
This matter will be forwarded to Council for final ap¬ 
proval. 

The Public Relations Committee also requested the 
formation of an ad hoc committee to evaluate and 
possibly redesign the Faculty’s Communications 
Department to combine marketing, public relations 
and communications into a single division, also, that 
a full-time staff member and/or a public relations 
consultant should be hired to guide the Public Rela¬ 
tions Committee in its efforts to take a proactive 
stand in today’s constantly changing medical environ¬ 
ment. 

Executive Director Angelo Troisi advised the Execu¬ 
tive Committee that a study of the reorganization of 
the Faculty’s Communications Department is being 
considered at this time. After a lengthy discussion, 
the Executive Committee approved the formation of 
an ad hoc committee to work with the staff in deter¬ 
mining the future structure of the Faculty’s Com¬ 
munication Department. 

• Peer Review Committee The Executive Committee 
considered, but did not approve, the Peer Review 
Committee’s recommended resolution concerning 
the selection of members to serve on the new 
Physicians Quality Assurance Board. A system of 
selection encompassing the committee’s recommen¬ 
dations is being worked on by staff and will be 
presented to the Council for approval. 

• Physician Rehabilitation Committee A letter from 
the Physician Rehabilitation Committee was 
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remanded to Executive Session for consideration. 

• Continuing Education Committee The Executive 
Committee voted to discontinue the $75 remunera¬ 
tion for members of the Continuing Medical Educa¬ 
tion Review Committee in the performance of an on- 
site CME accreditation evaluation. In its 
deliberations, the Executive Committee considered 

(1) that the CMER Committee is the only committee 
in which payment for services is provided its members 

(2) Med-Chi has other established committees that 
enerate income for the Faculty but its members 
o not receive remuneration for their services. 

This issue will be forwarded to Council for consideration. 

• Advertising Policy - MMJ The Executive Committee 
approved the following motion for submission to the 
Council: 

The Medical and Chirurgical Faculty of the State 
of Maryland and the publishers of tne 
Maryland Medical Journal reserve the right to 
reject advertising that is in conflict with tne 
ethical opinions or policies of the Faculty. 

• Young Physicians Committee The Executive Com¬ 
mittee approved the recommendation of the Young 
Physicians Committee that Med-Chi authorize fund¬ 
ing for a young physician delegate to attend the 
AMA’s Young Physicians Section meeting in 
Chicago in June 1988, with the proviso that this issue 
be reviewed on an annual basis. 

• Committee on AIDS AIDS and Insurance - The 
Executive Committee did not approve a letter from 
the Committee on AIDS requesting a letter be sent 
to Governor Schaefer asking for his assistance in ob¬ 
taining a response from the State Insurance 
Commissioner’s office concerning HIV testing of ap¬ 
plicants for insurance. It was the Committee’s 
decision that such communications and information 
could be achieved through the Med-Chi staff. 

• AIDS Conferences - The Executive Committee 
reviewed correspondence from the Committee on 
AIDS and Dr. Lee-Llacer’s response concerning Dr. 
Donald Pachuta’s request to attend the Executive 
Committee to discuss cosponsorship of two con¬ 
ferences on AIDS planned for November 1988. The 
Executive Committee determined that until the 
AIDS Committee could provide its recommenda¬ 
tions on this issue, a decision could not be made. The 
matter was referred back to the AIDS Committee 
with a request for its recommendations. 

• Blue Cross/Blue Shield DMS III Diagnoses The 
Executive Committee received, for information, a 
letter sent to Blue Cross/Blue Shield of Maryland re¬ 
questing clarification of whether BC/BS is reimburs¬ 
ing social workers who submit claims using DMS III 
codes to describe their services. 

• AMA Reorganization The Executive Committee 
was advised that staff is studying the recent AMA 
reorganization to determine whether it would be ap¬ 
plicable to reorganization of Med-Chi in order to 
align staff functional areas with AMA staff function¬ 
al areas. 

• Center for Health Education (CHE) An agreement 




that will incorporate the functions and staff of the 
Center for Health Education into Med-Chi with the 
CHE maintaining its 501(c) (3) tax exempt status was 
discussed. 

Specialty Identification Ad Hoc Committee It was 
reported that the Specialty Identification Committee 
is actively reviewing applications received from the 
Board of Medical Examiners. Recommendations to 
the Board will be based on criteria set forth in ad¬ 
ministrative regulations and not in an arbitrary or 
capricious manner. This report was received for in¬ 
formation only. 

Malpractice Survey The Executive Committee 
received for information the preliminary results of 
the high-risk malpractice survey that included the 
following specialties: obstetrics, emergency 
medicine, neurosurgery, and orthopedics. 

Medicare Mr. Troisi reported that letters have been 
directed to both Medicare carriers for Maryland 
(Blue Cross/Blue Shield of Maryland and the Pen¬ 
nsylvania Blue Shield) questioning the denial of un¬ 
assigned claims based on the carrier’s perception 
that the medical care rendered was not medically 
necessary. 

Role Relationship Committee The Committee was 
informed that the members of the Ad Hoc Commit¬ 
tee to Study Role Relationships were being asked if 
they would continue to serve on the committee to 
study the issues referred back to the committee. 
Nurses Mr. Troisi announced that he and Norbert 
Picha had recently met with members of the 
Maryland Nurses Association and the Maryland 
League for Nursing for discussion of the nursing 
shortage and in what ways Med-Chi could assist 
them. Mr. Troisi stated that nurses are trying to 
determine if the establishment of a cost accounting 
system for nursing services would be a viable option 
toward nurse retention in the inpatient environment. 
Council Attendance The Executive Committee was 
provided with a copy of memorandum sent to the 
component medical societies advising each com¬ 
ponent of the importance of their Council repre¬ 
sentatives, regular attendance at Council meetings. 
Long Term-Care and Geriatrics The Executive 
Committee reviewed and discussed the letter from 
the Committee on Long Term Care and Geriatrics 
requesting Med-Chi’s support of statewide continu¬ 
ing medical education in Geriatric Medicine and Dr. 
Lee-Llacer’s response. After considerable discus¬ 
sion, the Executive Committee decided to table the 
issue until further information is received from the 
Long-Term Care Committee and suggestions from 
the staff are submitted for consideration. 

Executive Session Mr. Troisi reported on a meeting 
with Dr. Joseph Chambers and Dr. Edward Kit- 
lowski during which the Physician Rehabilitation 
Committee requested consideration of estab¬ 
lishment of a full-time, salaried position for a medi¬ 
cal director. Further discussions included the 


requirement for the accumulation of sufficient 
workload data and an evaluation of such data before 
this request could be considered. Such data includes 
information pertaining to the number of "successes" 
(those who have returned to the active practice of 
medicine), the number of dropouts in the program, 
and other information that would be helpful to the 
Executive Committee in properly addressing this 
matter. 

Council - April 27,1988 

Minutes The minutes of the Council and Executive 
Committee were acted upon as follows: 
Minutes approved: Council Saturday, March 26, 
1988 

Minutes accepted: Executive Committee 
March 10,1988 

Resolutions Approved The Council unanimously 
approved the following resolutions to be submitted 
to the House of Delegates for consideration 
Resolution 1/88 - Voluntary Banning of Tobacco Use 
on School Property 

Resolution 2A/88 - Removal of Tobacco Products 
from Pharmacies 

Public Relations Committee Upon recommenda¬ 
tion of the Executive Committee, the Council ap¬ 
proved the request of the Public Relations 
Committee that media awards be presented during 
the Faculty’s annual meeting, beginning with the 1989 
annual meeting. 

Advertising Policy The Council, on recommenda¬ 
tion of the Executive Committee, approved unani¬ 
mously the following advertising policy for the 
Maryland Medical Journal : 

The Medical and Chirurgical Faculty of the State of Maryland 
and the publishers of the Maryland Medical Journal reserve 
the right to reject advertising that is in conflict with the 
ethical opinions or policies of the Faculty. 

Committee on Young Physicians The Council ap¬ 
proved the request of the Committee on Young 
Physicians to provide funds for the attendance of a 
young physician delegate to the AMA’s Young 
Physicians Section. It was reported that the AMA 
had provided these funds in the past but had discon¬ 
tinued this financial support. 

Medical Mutual Election Dr. Dobridge announced 
that the following nominees had been elected to the 
Board of Med-Mutual: 

Thomas J. Rohe, III, CPA 
Gerald J. Carroll MD 
Edward J. DellaVecchia 
Angelo J. Troisi 
Raymond M. Yow MD 

Physicians Reliance Mr. Troisi reported that he had 
learned from Dr. Manning Alden that the Physicians 
Reliance Group would begin selling insurance in 
Maryland by the end of May. Also, according to Dr. 
Alden, the Physicians Reliance Group needed only 
to submit the proper documents to the State In- 
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surance Commissioner in order to be licensed to sell 
insurance in Maryland. 

• Pro Update Maryland Foundation for Health Care - 
Michael Murray reported that $5,123 has been 
deposited into the repayment fund to amortize the 
Foundation start-up costs of some $87,000 advanced 
by the Faculty. Med-Chi continues to provide 
management support, and considerable effort has 
been made to strengthen the Foundation’s data- 
processing capabilities. The Foundation currently is 
profitable and continues to successfully administer 
the admission review contract with Blue Cross/Blue 
Shield of Maryland. Several new contracts have been 
obtained for utilization review in the nursing home 
setting. Also, liaison continues to be maintained with 
the Prince George’s Foundation for Health Care. 

• Professional Review Organization - The Faculty’s 
PRO Monitoring Committee continues to receive 
physicians responses to the survey questionnaire 
published in the March Maryland Medical Journal 
regarding actions of the Delmarva Foundation for 
Health Care. A compilation of the survey will be 
reported to Council at a future meeting. 

• Medicare - Denial of Claims by Carrier Dr. Lee- 
Llacer reported to Council that letters had been sent 
to both Medicare carriers (Blue Cross/Blue Shield of 
Maryland and Pennsylvania Blue Shield) questioning 
the denial of unassigned claims based on the carrier’s 
perception that the medical care rendered was not 
medically necessary. 

• Committee on Continuing Medical Education 
Review The Chairman reported that, in the past, the 
CMER Committee members have received 
remuneration for conduction site surveys, but no 
other committees of the Faculty, including those 
which generate income, receive payment for serving 
on committees. The Council, upon recommendation 
of the Executive Committee, voted to discontinue 
payment to committee members for services 
provided while serving on Faculty committees. 

• Emeritus Membership The Council approved 
Emeritus Membership for the following physician at 
the request of the component society indicated: 
Baltimore City Richard Fravel MD, Baltimore City 
This matter will be presented to the House of 
Delegates for approval at its meeting on April 27. 

Council - April 29,1988 

The 370th meeting of the Council was held immediately 
following the House of Delegates Meeting, Baltimore Con¬ 
vention Center. The President, Michael R. Dobridge MD, 
called the meeting to order. 

• Introduction of New Members The President called 
the names of the new members: 

Susan Guarnieri MD, Baltimore City 
Thomas E. Allen MD, Baltimore County 
Robert H. Wright MD, Caroline County 


Henry P. Laughlin MD, Frederick County 
J. Richard Lilly MD, Montgomery County 
Those present were welcomed with applause by the coun¬ 
cilors. 

• Election of Chairman and Vice-Chairman The fol¬ 
lowing councilors were re-elected unanimously to 
their respective positions: 

Reynaldo L. Lee-Llaccr MD, Chairman 
J. David Nagel MD, Vice-Chairman 

• Physician Quality Assurance Board Nominees A list 
of nominees for the new Physicians Quality As¬ 
surance Board was distributed to the Council for 
review. Many suggestions were made regarding the 
best method in which to select the members of the 
Board for submission to the Governor for appoint¬ 
ment. Following a lengthy discussion, the Council 
adopted the following motion: 

That the Executive Committee be charged with 
reviewing the current list of names and to submit 
not less than 15 nor more than 20 to the 
Council for review, and if the Council had 
significant difficulties, then a special meeting 
of the Council would be called to make final 
determination for submission to 
the Governor’s office. 


Executive Committee - May 4,1988 

• Physician Quality Assurance Board The Committee 
reviewed and approved the following as the intent of 
the Council’s motion: 

It was moved that the Executive Committee be 
charged with reviewing the current list of 
names and to submit not less than 15 nor 
more than 20 names of the Council for review, 
and if the Council had significant difficulties, 
then a special meeting of the Council would 
be called to make a final determination for 
submission to the Governor’s office. 

• Review of Legislation SB 508 - Physician Quality As¬ 
surance Board-The Committee reviewed the entire 
SB 508 with emphasis on the following: 

Page 4 - lines 25-36, Composition 

Page 6 - lines 11-32, Appointments, meetings, 

compensation, travel 

Page 7 - line 26 - Annual report to the Faculty 
Page 13 - lines 30-33, " Shall perform any necessary 
preliminary investigation before referring..." 

Page 14- lines 22-31, Standards of medical care 
(use of component societies) 

Page 14- line 33, All complaints except 
Physician Rehabilitation Committee 
Page 15- ljnes 20-36, Contracting 
Page 20- lines 1-2, Clear and convincing 

• Selection of List of Nominees: Physician Quality As¬ 
surance Board The Executive Committee reviewed 
the CVs of all physicians, and after great delibera¬ 
tion, unanimously supported the following 18 
nominees: Staff was directed to notify individuals so 
named to ensure their willingness to serve if selected: 

1. Rose M. Bonsack MD, Harford County, 

General Practice 

2. Peter E. Dans MD, Baltimore City, 

Infectious Disease 

3. Christopher M. Harvey MD, Baltimore County, 
Radiology/Diagnostic 

4. Claude D. I nil MD, Baltimore City, 
Obstetrics/Gynecology 

5. C. Earl Hill MD, Anne Arundel County, 

Family Practice 
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6. Victor R. Hrehorovich MD, Baltimore City, 

Internal Medicine, Pulmonary Disease, and 
Infectious Disease 

7. Lawrence A. Jones MD, 

Washington County, Urology 

8. David P. Largey MD, Wicomico County, 

General Surgery 

9. Renaldo Lee-Llacer MD, Prince George’s County, 
General Surgery and Thoracic Surgery 

10. John T. Lynn MD, Prince George’s County, 

Orthopedic Surgery 

11 Francis C. Mayle, Jr., MD, 

Montgomery County, Neurology 

13. Gary L. Rosenberg, Montgomery County, 

Allergy/Immunology 

14 John F. StrahanMD, Baltimore County, 

Dermatology 

15. John B.TJmhau MD, Montgomery County, 

Family Practice 

16. Karl II. Weaver MD, Baltimore City, 

Pediatrics 

17. Israel II. Weiner MD, Baltimore City, 

Neurological Surgery 

18. Thomas M. Wilson MD, Montgomery County, 
Obstetrics & Gynecology 

Staff was also directed to send each Counselor a copy of 
the list, with a request to report by May 11th if significant dif¬ 
ficulties were experienced, and, if none, it would be assumed 
that such action would be viewed as an affirmation of the Ex¬ 
ecutive Committee’s deliberation. 


Executive Committee - May 12,1988 

• Minutes Approved The Executive Committee ap¬ 
proved the minutes of April 14,1988 as distributed. 

• New Meeting Day The Executive Committee agreed 
to schedule meetings on the third Thursday of each 
month, rather than the second Thursday. Staff was 
asked to notify all Committee members of the exact 
date of the next meeting. 

• Welcome to Dr. Harold Bob Dr. Lee-Llacer con¬ 
gratulated Dr. Harold Bob on his new position as 
Secretary of the Executive Committee. 

• Physicians Quality Assurance Board A review of 
comments from Council members on nominees 
selected by the Executive Committee was referred to 
the executive session for consideration. 

• Liaison Committee With Third Party Carriers The 
Executive Committee reviewed a report and recom¬ 
mendation from the Liaison Committee with Third- 
Party Carriers regarding the financial losses 
sustained in 1987 by Blue Cross and Blue Shield of 
Maryland, as reported to the Faculty by Arthur T. 
Keefe MD, BC/BS Vice President and Corporate 
Medical Director. 

The Executive Committee deferred action on the 
Committee’s recommendations pending receipt of 
additional information from Blue Cross and Blue 
Shield of Maryland. 

Dr. Nagel moved that the Chairman of the Liaison 
Committee with Third-Party Payors, at least one 
member from Council designated by the Council 
Chairman, and appropriate staff meet with repre¬ 
sentatives from Blue Cross and Blue Shield for dis¬ 
cussion of this issue and report back to the Executive 


Committee. The motion was seconded and, follow¬ 
ing discussion, adopted. 

AMA Hospital Medical Staff Section Victor 
Hrehorovich MD reported that he was asked by the 
AMA Hospital Medical Staff Section to speak on 
Quality Assurance Efforts in Maryland during the 
AMA Hospital Medical Staff Section meeting. The 
Executive Committee authorized Dr. Hrehorovich to 
speak to the AMA-HMSS on Quality Assurance Ef¬ 
forts in Maryland as a representative of Med-Chi. 
However, when doing so, he will clarify that the 
Quality Assurance proposal presented is the initial 
groundwork for a more formalized system to be 
developed under the auspices of the Faculty. 

After Action on Medical Mutual Proxies The Execu¬ 
tive Committee discussed the events of the 1987-88 
Med-Mutual proxy campaign, and noted the lessons 
learned and recommendations to be considered in 
the pursuit of future Med-Mutual proxy campaigns. 
Committee members voted to place Med-Mutual 
proxies on the calendar as a specific item to be 
presented to the Executive Committee at least three 
months prior to April 1989. 

"Senioreach" Medicare Payment Initiative Dr. 
Leonard Lichtenfeld, Co-Chairman of the Legisla¬ 
tive Committee, reported on the Committee action 
of May 11 and requested Executive Committee ap¬ 
proval of the "Senioreach" concept for presentation 
to Council at its next meeting on May 21, 1988. 
During the meeting on May 11, the Legislative Com¬ 
mittee formulated ideas for a possible "Senioreach" 
program, and outlined three proposals: A voluntary 
program that would simply be an agreement between 
doctor and patient; a "courtesy card" program in 
which Med-Chi would determine income limits, and 
if a patient fell within those limits, he or she would be 
provided with an accepting physician; and a program 
in which Med-Chi would provide the names of 
physicians who accept assignment to any patient 
upon request. 

Members of the Executive Committee voiced their 
favor of the third program option and noted that if 
approved by Council, the "Senioreach" program 
should be activated immediately. 

Dr. Atkins moved to accept the "Senioreach" 
proposal of the Legislative Committee in principle 
and asked that it be refined and detailed by an ad hoc 
committee and submitted to Council at its next meet¬ 
ing on May 21,1988. The motion was seconded and 
adopted. 

Committee on Alcoholism and Chemical Dependen¬ 
cy The Executive Committee reviewed a request 
from the Committee on Alcoholism and Chemical 
Dependency for the AMA Delegation to initiate ac¬ 
tion in resolution form regarding Spuds McKenzie 
advertising for presentation to the AMA. The 
resolution would request that the AMA review all 
Spuds McKenzie advertising and products and con- 
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elude that Anheuser-Busch Spuds McKenzie 
promotions are unethical because they encourage 
young children to use alcohol. 

The Executive Committee did not approve the 
request, stating that the issue did not warrant any 
action at this time, and voted to refer the matter to 
Council for final decision. 

• HB-619 The Executive Committee received, for in¬ 
formation, a memo to the Presidents of Component 
Societies and statewide specialty societies requesting 
that each organization draft a letter to Governor 
Schaefer requesting his veto of HB-619, "Optometry 
- Use of Topical Ocular Diagnostic Pharmaceutical 
Agents." The Committee also reviewed all cor¬ 
respondence addressed to the Governor from 
Societies that complied with the request. 

• Blue Shield of Pennsylvania The Executive Com¬ 
mittee reviewed a response letter from Blue Shield 
of Pennsylvania regarding the denial of services 
rendered because of the determination of "not medi¬ 
cally necessary." The letter was forwarded to the 
Liaison Committee with Third-Party Carriers for fur¬ 
ther study. 

• HB-1285 The Executive Committee reviewed a let¬ 
ter from Med-Chi to Governor Schaefer requesting 
his veto of HB-1285, "Health Claims Arbitration Cer¬ 
tification of Expert Party." The letter relayed recent 
findings that HB-1285 would deny a physician his 
constitutional right to defend himself in a malprac¬ 
tice case. 

• Grant for Medicare Beneficiaries The Center for 
Health Education, in conjunction with the Johns 
Hospital University Department of Health Policy 
Management, has received a four-year grant from the 
Health Care Administration on Preventive Health 
Services for Medicare Beneficiaries. The CHE will 
be responsible for the education component of this 
grant and will cooperate with Med-Chi in its im¬ 
plementation. 

• Ad Hoc Liaison Committee to Med-Mutual Dr. At¬ 
kins reported on a meeting of the Ad Hoc Liaison 
Committee to Med-Mutual held on May 11, 1988, 
stating that members of the four major risk groups 
were invited to attend the meeting, and only repre¬ 
sentatives from the OB/GYN Society and Med- 
Mutual attended. Mr. Troisi, who also attended the 
meeting, noted that an excellent discussion was in¬ 
itiated between both groups and that the meeting was 
strictly informational. 

Council - May 21,1988 

• Committee On Hospital Medical Stalls Upon 
recommendation of the Executive Committee, Coun¬ 
cil unanimously approved the request of the Hospi¬ 
tal Medical Staff Committee to submit a resolution 
to the AMA Hospital Medical Staff Section calling 
on the Joint Commission on Accreditation of Health 


Care Organizations to examine implementation of 
medical staff self-governance principles. 

Council also approved the AMA’s request that Dr. 
Hrehorovich speak during the AMA Annual Meet¬ 
ing on the preliminary committee work efforts 
toward development of a quality assurance program 
in Maryland. 

• Emeritus Membership Council approved the re¬ 
quest of the Frederick County Medical Society that 
Emeritus Membership be granted to Richard L. 
Fruth MD of Frederick. This matter will be 
presented to the House of Delegates on September 
24 for consideration. 

• Spuds McKenzie Advertising The recommenda¬ 
tion of the Committee on Alcoholism and Chemical 
Dependency that the AMA Delegation initiate ac¬ 
tion in the form of a resolution indicating that the 
Spuds McKenzie promotions are unethical was con¬ 
sidered. After a lengthy discussion, the Council 
voted to take no further action in this matter. 

• "Senioreach" Dr. Israel Weiner, Chairman of the 
Legislative Committee, reported on the "Senioreach" 
program, a referral system that would assist senior 
citizens of Maryland in obtaining physicians who ac¬ 
cept Medicare Assignment as payment in full. It was 
moved, seconded, and approved to initiate the 
"Senioreach" program in principle. Med-Chi will 
develop this concept in close coordination with the 
component medical societies. 

• Federation of State Medical Boards A resolution 
regarding the annual report of disciplinary actions 
published by the Federation of State Medical Boards 
was adopted by the Council as follows: 

Resolved, That the American Medical Association 
work with the Federation of State Medical 
Boards to develop standard categories and a 
uniform reporting system to be used by the state boards, 
and be it further 

Resolved, That the American Medical Association 
work in cooperation with the Federation to assure 
that the organizations that use the Federation’s 
copyrighted data secure permission and that such 
permission will only be given where the data is 
accompanied by an explanation indicating that any 
comparison between states based on this data is invalid, 
distorts the record, and is a disservice to the work 
of the State boards. 

• Solicitation of Comments by Governor’s Office 

Governor Schaefer’s office requested comments 
from Med-Chi indicating problems and concerns 
about health care in Maryland and any possible solu¬ 
tions or recommendations to help resolve the issues, 
Council members were solicited to turn in their com¬ 
ments by the end of the meeting. Council decided 
that the President and the Executive Director will 
review the comments and submit them to the 
Governor’s office for inclusion in the Governor’s 
Briefing Book. 

• House Bill 619 - Optometry An overview of the 
governor’s veto of House Bill 619 was presented 
by Dr. Gordon Heiner, President, Maryland 
Society of Eye Physicians and Surgeons. Dr. Heiner 
thanked the following organizations for the unity of 
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the profession that was demonstrated by their sub¬ 
mission of a request for veto to the Governor: 

Anne Arundel County Medical Society 
Baltimore City Medical Society 
Baltimore County Medical Association 
Calvert County Medical Society 
Caroline County Medical Society 
Cecil County Medical Society 
Charles County Medical Society 
Frederick County Medical Society 
Howard County Medical Society 
Kent County Medical Society 
Montgomery County Medical Society 
Prince George’s County Medical Society 
Somerset County Medical Society 
St. Mary’s County Medical Society 
Wicomico County Medical Society 
The Asthma and Allergy Society 
Maryland Radiological Society, Inc. 

Maryland Neurosurgical Society 
Maryland Urological Society 
The Orthopaedic Center, P.A./Orthopaedic 
Surgery and Sports Medicine for Children and Adults 
Maryland Chapter of the American 
Academy of Pediatrics 

• Med Mutual Proxies A summary of Med-Chi’s ef¬ 
forts in obtaining proxies for the 1988 Med-Mutual 
election was presented to the Council for informa¬ 
tion. The lessons learned from this first experience 
in gathering proxies were: 

1. Most importantly, before Med-Chi launches a 
proxy campaign specific objectives should be deter¬ 
mined; e.g., if the campaign’s intent is to select mem¬ 
bers of the Med-Mutual Board, nominees should be 
determined early, full support for those nominees 
should be established, and one proxy agent selected 
to represent Med-Chi. 

2. In mailing the proxies, two labels for each physician 
should be used; one placed on the outgoing envelope 
and the other placed beneath the signature block on 
the proxy form. 

3. Mailing labels should be obtained from Med- 
Mutual so that proxy mailings are made to Med- 
Mutual members only. 

4. Proxy mailings should not be made prematurely; 

i.e., it would be better to mail out Med-Chi proxies 
after Med-Mutual had mailed its proxies. 

• Maryland Women in Medicine Council was in¬ 
formed that the Med-Chi exhibit on Maryland 
Women in Medicine was on display in the lobby of 
Osier Hall in celebration of May as "Women in 
Medicine Month." 

• Council Meeting Council was reminded of the next 
meeting of the Council scheduled for Saturday, Sep¬ 
tember 24, 1988 at 10 a.m. intheFacultyBuilding, fol¬ 
lowed by dedication ceremonies in celebration of the 


newly renovated Krause Reading Room of the Faul¬ 
ty Library, and the meeting of the House of Delegates 
at 2 p.m. 

• Physician Quality Assurance Board Council 
reviewed nominees for the Physicians Quality As¬ 
surance Board. After a great deal of discussion and 
debate, the following list of 18 names were approved 
for submission to the Governor for his appointment 
to the Board. It was accepted that the names would 
be in alphabetical form and geographic location, as 
well as the specialty of the physician would be 
presented. Updated curricula vitae also would be in¬ 
cluded with the submission of the following list of 
nominees: 

1. Rose M. Bonsack MD, Harford County, 

General Practice 

2. Peter E. Dans MD, Baltimore City, 

Infectious Disease 

3. Christopher M. Harvey MD, Baltimore County, 
Radiology/Diagnostic 

4. Claude D. Hill MD, Baltimore City, 
Obstetrics/Gynecology 

5. C. Earl Hill MD, Anne Arundel County, Family 
Practice 

6. Victor R. Hrehorovich MD, Baltimore City, Inter¬ 
nal Medicine, Pulmonary Disease, and Infectious 
Disease 

7. Lawrence A. Jones MD, Washington County, 
Urology 

8. David P. Largey MD, Wicomico County, General 
Surgery 

9. Reynaldo Lee-Llacer MD, Prince George’s Coun¬ 
ty, General Surgery and Thoracic Surgery 

10. John T. Lynn MD, Prince George’s County, Or¬ 
thopedic Surgery 

11. Francis C. Mayle, Jr., MD, Montgomery County, 
Neurology 

12. Gary L. Rosenberg MD, Baltimore City, Aller- 
gy/Immunology 

13. John F. Strahan MD, Baltimore County, 
Dermatology 

14. J. Andrew Sumner MD, Baltimore City, 
Emergency Medicine 

15. John B. Umhau MD, Montgomery County, 
Family Practice 

16. Karl H. Weaver MD, Baltimore City, Pediatrics 

17. Israel H. Weiner MD, Baltimore City, Neurologi¬ 
cal Surgery 

18. Thomas M. Wilson MD, Montgomery County, 
Obstetrics/Gynecology 
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New this year. . . 

One more reason to join 
the AMA 



Special benefit packages available with 
1988 membership 


A diverse membership has diverse needs, and the AMA is com¬ 
mitted to addressing those needs. This year we’re introducing 
something new when you join the AMA or renew your member¬ 
ship. In your AMA Membership Kit you’ll have the opportunity 
to sign up for one of three benefit packages of publications, confer¬ 
ences, participatory panels, focused issue updates, etc., on topics 
related to the area you designate. Each package is tailored to 
address your particular interests: 

■ Medical and scientific infor¬ 


mation and education 
designed to enhance your 
practice, profession, and the 
public health. 

Representation concentrated 
specifically on economic con¬ 
cerns, such as professional 
liability and third party 
reimbursement. 
Representation on a broad 
range of issues, including not 
only economic concerns, but 
also quality of care, ethical 


If your Preferred Professional Mailing Address should change, please make the change to the 
right of the address shown Be sure to retain your membership card. 

Use this portion of the card for changes only. 


IMPORTANT: In order to receive your full range of membership benefits, you MUST 
return this card. 

In addition to my usual benefits, I prefer a specially designed package of publications, topical 
conferences, participatory panels, focused issue updates.. which focus on the following: 

(Check only one) 

[ I Medical and Scientific Information and Education which will enhance my practice, 
001 profession, and the health of the public. 

[ J Representation Concentrated Specifically on Economic Concerns facing my 
002 practice and profession, such as professional liability and third-party reimbursement. 

. 1 Representation on a Broad Range of Issues facing my practice and profession, 

004 including not only professional liability and third-party reimbursement but also quality' 
of care, ethical issues, public health, scientific issues, etc. 


Look for this card in your AMA Membership Kit 
issues, public health, and scientific issues. 


To receive your full range of benefits, select one and only one of 
these free packages by filling out the business reply card in your 
AMA Membership Kit. 


Please look for the card in your AMA Membership Kit and return 
it promptly. Your new benefit package is one more way the AMA 
supports you as a physician. 


James H. Sammons, MD 
Executive Vice President 



American Medical Association 

535 North Dearborn Street 
Chicago, Illinois 60610 

















The 1988-89 Leader for Maryland Medicine: 
Michael R. Dobridge MD 

CHARLOTTE A. KARIN 


Dr. Dobridge brings a strong commitment to continuing 
the development of a well-structured, forceful organization 
to be the voice of Maryland physicians. A person who enjoys 
being in organizations, he feels it is much better to be on the 
inside rather than the outside when trying to accomplish 
something. He believes, "So many factors control and in¬ 
fluence medicine and the delivery of medical care that if 
physicians are not involved, they are going to lose out. That’s 
the way it is in the real world." He is dedicated and deliberate 
in his role as president of the Medical and Chirurgical 
Faculty. 

Origins and Activities 

Michael Dobridge was born in the small town of Gutten- 
berg, New Jersey, and he considers himself fortunate to have 
received a good, solid background for college and medical 
school from Wehawken High School. Graduating from 
Franklin and Marshall College in 1947, he went to Jefferson 
Medical College in Philadelphia where he received his MD 
in 1951. The internship and Chief Residency at Reading and 
St. Joseph’s Hospitals, respectively, in Pennsylvania com¬ 
pleted his training for a career in Family Practice. From 1953 
to 1955 he served as a Regimental Surgeon in the United 
States Army, and he began his private practice in Maryland 
in 1955. Some of his earlier hospital affiliations were 
Washington Sanatorium, Suburban Hospital, and Holy 
Cross Hospital. Having been certified in Family Practice in 
1972, Dr. Dobridge has a broad professional background. 

In 1956 he joined the Montgomery County Medical 
Society (MCMS) and the Medical and Chirurgical Faculty 
of Maryland (Med-Chi). His involvement in the MCMS in¬ 
cludes Chairman of the Professional Relations Committee 
for two years and the President in 1972. In the mid-1960s he 
began his Med-Chi activities by serving in the House of 
Delegates. Since then he has chaired the Task Force on Peer 
Review, has been an AMA Delegate, and has been Chair¬ 
man of the Council. His record reflects his conviction that 
there is a definite need for organized medicine. 


What would I say to a new person coming in? I 
would tell them that in today’s climate you can’t 
simply practice medicine; you can’t just see 
patients; you have to be involved in the mechanics 
of organized medicine in order to survive. 


Issues and Challenges 

Dr. Dobridge maintains that a strong organization can 
deal with whatever problems arise. A challenge for him is to 
see Med-Chi’s House of Delegates become a more active, 


involved body because the House of Delegates is the voting 
body of the organization (see chart). The Council is par¬ 
ticipating more than it ever has in the decision-making 
process, and the Executive Committee and the Council have 
developed a good rapport. Historically, however, the House 
of Delegates has not been as directly involved. He hopes the 
House will begin to look at issues and actively bring new 
programs forward through the Reference Committee rather 
than wait for an annual or semiannual meeting for resolu¬ 
tions to be presented for their approval. He would prefer to 
see the House in a more proactive stance. 


If we get the Executive Committee, the Coun¬ 
cil and the House of Delegates working, and keep 
the auxiliary becoming more and more involved, 
we will have the finest state society in this country 
and get things done. 


A forthright and purposeful man, Dr. Dobridge insists 
that Med-Chi (or any other medical organization) cannot 
step aside to let others write the regulations that allow some¬ 
one else to run the show. A strong organization must talk 
about the issues and resolve problems. 

Dr. Dobridge considers medicine a healing art. A person 
must be interested in the art of healing or he or she should 
not be in medicine. Physicians today have more knowledge, 
procedures, and treatments available enabling them to help 
people survive. That is why physicians cannot be deterred by 
outside forces that might prevent them from delivering good 
medical care. This is where organized medicine comes in. 

Med-Chi has become very effective, enjoys credibility, has 
good access to Annapolis, and is constantly looking at new 
programs. Dr. Dobridge says "This has taken the efforts of 
a lot of people and with this increasing position of strength, 
we can show all physicians the value of becoming involved." 
Nonetheless, Med-Chi faces a challenge of developing 
membership since some people still do not seem to realize 
the importance of organized medicine. (This holds true at all 
levels of medical organizations—local, state, and national.) 

One of the issues addressed in the recently completed 
legislative session dealt with professional relations. In most 
other states, disciplinary actions are handled under a Licen¬ 
sure Board. Unfortunately, the system that is used to 
evaluate state-by-state discipline problems is totally ineffec¬ 
tive because the criteria vary among the states. Many states 
report physicians who have drug and alcohol problems or 
are mentally impaired. Maryland, however, has a physician 
rehabilitation program. Consequently, there are some com¬ 
munication problems in dealing with the public’s perception 
of physician discipline. 
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Medical and Chirurgical Faculty 
of the 

State of Maryland 



Shall have all power and authority over the affairs of the 
House of Delegates except that of modifying any action 
taken by the House. 



Dr. Dobridge is confident that the new law creating the 
Physicians’ Quality Assurance Board (a reorganization of 
the Board of Medical Examiners and the Commission on 
Medical Discipline) is going to be an enormous help. With 
more funding, more investigative and administrative person¬ 
nel, it is in the physicians’ hands. We have to do a good job 
or be prepared to see it turned over to another group, that 
is, attorneys. This centralized concept increases demands 
on new Board members. The access to and the demands for 
the details of medical care are a tremendous responsibility. 

Speaking on the malpractice insurance issue, Dr. 
Dobridge said there is a direct correlation between the in¬ 
crease in the malpractice premiums and the number of 
physicians who will leave practice. A zero increase in in¬ 
surance rates, which he thinks is appropriate, would make a 
lot of physicians realize that they are reaping the benefits of 
Med-Chi’s legislative efforts. 

A very good attorney who specializes in defending 
physicians told Dr. Dobridge that "Medicine has oversold it¬ 
self." People think when they go to see a physician they are 
going to get a miracle. As Dr. Dobridge puts it, "There used 
to be jokes about physicians thinking they were God. Now 
the patients think physicians approach a God-like level in 
what they can do." The malpractice issue has been blown out 
of proportion due to the public’s expectations, but there are 
occasionally bona fide cases of negligence where the injured 
party should be compensated. 

Two other current issues pertain to financing the delivery 
of health care. The Harvard/AMA Relative Value Scales 
Project is a study that could have a real impact on medicine. 
Although there is controversy over the study, the AMA 
Board of Trustees remains convinced that this study could 
provide a basis for a Medicare physician reimbursement sys¬ 
tem that would be acceptable to the federal government, 
Medicare beneficiaries, and medicine. However, the AMA 
does reserve the right to disenfranchise itself from the study 
if it becomes apparent the study is going to mean unfavorable 
actions for medicine. 

Another controversial topic Med-Chi has looked at is the 
development of a care delivery system. Of all the systems, 
the most feasible is the preferred provider concept (PPO). 
It doesn’t require a multimillion dollar expenditure since a 
physician joins an organization that is prepared to negotiate 
with one or two carriers to provide care. If Maryland 
physicians are interested in this, they need to be extremely 
careful because doctors throughout the state have different 
problems. It would be very difficult to have a specific PPO 
for the entire state. 

Goals and Concerns Over Quality Care 

Concerned with the present climate of medicine, Dr. 
Dobridge knows that there is a problem with physician 
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morale. This situation has several causes, such as the ever¬ 
present threat of increasing state regulation (as well as at 
county level), the arbitrary nature of some of the HMO-type 
difficulties, and the federal government controls. If 
physicians have no control over health care decisions, the 
patients ultimarely will bear the consequences. They will see 
higher insurance premiums and higher cost of delivery of 
service. Physicians have a primary responsibility to the 
patient and have to be prepared to adhere to a high stand¬ 
ard of quality care. Each individual patient is so important. 
"The climate demands that attending physicians maintain a 
rapport with the individual patient and develop a sense of 
understanding as to what’s happening in the delivery of care. 
It’s an absolute must," according to Dr. Dobridge. 

Physicians also have to be concerned with their relation¬ 
ships to hospitals. Dr. Dobridge believes it is a hospital-by¬ 
hospital situation. Some hospitals are developing adversarial 
positions having to do with pressures induced by funding, 
restraints of Medicare, cost factors, and nursing shortages; 
these are real problems. Still, physicians remain obliged to 
deliver quality care. If a hospital is failing to live up to the 
standards demanded by the physicians, then that is a 
problem that can be resolved. 

Med-Chi is here to help, and that is the reason physicians 
should become involved. As you build a strong organization, 
things begin to happen. People work together, they share 
common goals, and together become much more effective. 


As Dr. Dobridge emphasizes, "That is the real essence in 
being involved in Med-Chi." 

Family and Interests 

Dr. and Mrs. Dobridge have three daughters ages seven, 
five, and three, who he says are beautiful, bright, keen as can 
be, and the joy of his life. The Dobridges are subscribers to 
the Washington Ballet and attend the Kennedy Center quite 
regularly. He enjoys some sports activities, especially swim¬ 
ming, and has a private pilot’s license. Although he and his 
family have put a priority on his time as President of Med- 
Chi, he believes one has to take the time to be with family. 
He says a very real factor in allowing him to have more time 
with his family is the good organizational people at Med-Chi. 
Already, for him, his association with Med-Chi has been a 
very rewarding experience. 

He is happy to be a participant in bringing people 
together so that, jointly, beneficial decisions can be made. 
It is by helping people modify their positions and work 
together that an organization progresses. If an organization 
polarizes on issues, it is neutralized. The last couple of years 
has seen Med-Chi become more and more effective. In¬ 
creasingly, the organization is working in a unified, cohesive 
manner. He is proud to have had some role in that. Dr. 
Dobridge’s zeal, devotion, and initiative make him a valuable 
asset both for Med-Chi and for Maryland medicine. 



Michael and Jane Dobridge with daughters Christene, Lauren, and Susan. 


Vol 37, No 8 MMJ 611 










Index 


Annual Reports of Committees 


Minutes, House of Delegates First Meeting. 

Minutes, House of Delegates Second Meeting_625 

AIDS_ 

Alcoholism and Chemical Dependency_ 

AMA-ERF_ 

Auxiliary_ 

Bylaws_ 

Continuing Medical Education_ 

Delegation to the AMA House of Delegates. 

Drugs_ 

Emergency Medical Services_ 

Emotional Health_ 

Executive Director_ 

Finance_ 


Hospital Medical Staffs. 
Legislative. 


Liaison with the Department of 

Health and Mental Hygiene_ 

Liaison with Third-Party Carriers. 
Library and History_ 


613 

Long-Term Carp, and Geriatrics 

651 

625 

Maryland Medical Journal 

652 

627 

Med-Chi Insurance Fund 

652 

.627 

Medicine and Religion 

653 

.629 

Medicolegal 

657 

.629 

Nominations 

654 

630 

Occupational Health 

654 

635 

Peer Review 

655 

636 

Physician/Patient Relations 

655 

640 

Physician Rehabilitation 

656 

640 

Preventive Medicine and Public Health 

656 

641 

Professional Ethics 

657 

642 

PRO Monitoring 

657 

643 

Public Relations 

658 

643 

Scientific. Activity 

659 

644 

Small Area Practice Variations 

66 0 

Specialty Designat ion 

660 

649 

Tel-Med 

661 

649 

Treasurer and Financial Statements 

662 

650 

Young Physicians 

661 



Incoming president Michael R. Dohridge MD (left) receiving the presidential gavel from his predecessor, Leon E. Kassel MD. 


612 MMJ August 1988 










































Medical and Chirurgical Faculty of the State of Maryland 
190th Annual Session - Baltimore Convention Center 
First Meeting, April 27,1988 (323rd Meeting) 
Minutes, House of Delegates 


The 323rd meeting, first of the 190th Annual Session of the House of Delegates of the Medical and Chirurgical Faculty 
of the State of Maryland was called to order at 9:35 a.m., the President, Leon E. Kassel MD, and the Secretary, Raymond 
M. Atkins MD, being present. 

The following delegates (or alternates) were registered as being in attendance; an asterisk indicates an alternate delegate; 
(C) denotes Council Member: 


ALLEGANY COUNTY 

* Augusto F. Figueroa 
Elmaslias Menchavez 
Sikander L. Sandhir 

ANNE ARUNDEL COUNTY 
Leoncio A. Cecarelli 
Thomas C. Cullis 
Michael J. La Penta 

BALTIMORE CITY 

Aristides Alevizatos 

* Ian R. Anderson 
Donald M. Barrick 

* Annie Bestebreurtje 
Gaylord L. Clark 

* Willarda V. Edwards 

* Albert Folgueras 
Frank Giargiana, Jr. 

Robert B. Goldstein 

* Rafael C. Haciski 
John H. Hirschfeld 

* Joseph H. Hooper 

* Allan D. Jensen 
Murray A. Kalish 

* J. Lichtenfeld 
Raymond S. Magno 

* John B. MacGibbon 

* Albert Nahum 
Samuel I. O’Mansky 

* Rosemary Olivo 
William F. Renner 

J. Courtland Robinson 
Bernard R. Shochet 
Edward Suarez-Murias 
J. Andrew Sumner 

* Alan J. Sweatman 
Karl H. Weaver 

* Richard B. Williams 
Kcnnard L. Yaffe 
Joseph W. Zebley, III 
Jack M. Zimmerman 

BALTIMORE COUNTY 
Thomas E. Allen 
Marianne Benkert 

* Albert L. Blumberg 
Harold B. Bob 
Louis C. Breschi 
John W. Buckley 
Clarence W. Gehris 


* Deusdedit Jolbitado 
Bernard S. Kleiman 
Paul G. Koukoulas 
John M. Krager 
Mayer C. Liebman 

N. Edward Nachlas, Sr. 
Allen G. Scott 
Margaret L. Sherrard 
John F. Strahan 
H. Margaret Zassenhaus 

CARROLL COUNTY 

Alva S. Baker(C) 

CECIL COUNTY 
Andrew P. Fridberg(C) 

CHARLES COUNTY 
Daniel M. Howell 
Guillermo E. Sanchez 

DORCHESTER COUNTY 
Paul A. Stagg 

GARRETT COUNTY 
Herbert H. Leighton(C) 

HARFORD COUNTY 
Philip W. Heuman 
Ben E. Oteyza 

HOWARD COUNTY 
Frederick Bergmann 
Thomas F. Herbert 

KENT COUNTY 
Harry P. Ross 

MONTGOMERY COUNTY 
Carol Bender 

* Dewitt DeLawter 
Larry Einbinder 
Lawrence H. Fink 
Charles H. Ligon 
Ralph E. Longway 
Herman Maganzini 
Francis C. Mayle 
Edward S. Mehlman 

* Edward J. Richards 

* Peter B. Sherer 
Margaret T. Snow 
Thomas M. Wilson 


PRINCE GEORGE’S COUNTY 
John E. Jeffrey 
Andres C. Lara 
Zoraydo Lee-Llacer 
Ricardo Longoria 

* Imad S. Mufarrij 
Abdul Nayeem 
David Robb 

* Elie A. Sayan 
Elliece S. Smith 
Frederick Wilhelm 

* Michael F. York 

QUEEN ANNE’S COUNTY 
John R. Smith, Jr.(C) 

ST. MARY’S COUNTY 
J. Roy Guyther (C) 

TALBOT COUNTY 

Gregg Rhodes 

WASHINGTON COUNTY 
Max E. Byrkit 
Edward W. Ditto, III 

WICOMICO COUNTY 
Alex Azar 

WORCESTER COUNTY 

* Francis Townsend 

COUNCIL 
Albert M. Antlitz 
Raymond M. Atkins 
James E. Bell 
Paul Bormel 
Aurellio DeLaPaz 
Benjamin Del Carmen 
Donald H. Dembo 
Michael Dobridge 
Joseph S. Fastow 
Vincent Fitzpatrick 
Frederick J. Hatem 
Leon E. Kassel 
Robert C. Kindred 
Henry P. Laughlin 
Reynaldo Lee-Llacer 
Donald T. Lewers 
George S. Malouf 
Leslie R. Miles, Jr. 
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John H. Mulholland 
J. David Nagel 
Hiroshi Nakazawa 
David O’Brien 
Charles F. O’Donnell 
Hilary T. O’Herlihy 
Gary L. Rosenberg 


Marvin Schneider 
Aubrey C. Smoot 
Roland T. Smoot 
Joseph Snyder 
Donald W. Wiczer 
Jose M. Yosuico 
Israel H. Weiner 


BOARD OF MEDICAL EXAMINERS 
Arthur T. Keefe, Jr. 

RESIDENT COMPONENT 

Marcel Salive(C) 

STUDENT COMPONENT 
William Venanzi(C) 


Also present were members of the Faculty staff 


Invocation 

Leslie R. Miles, Jr., MD, Chairman of the Committee on 
Medicine and Religion, delivered the invocation. 

"Americana" 

"Americana," a film presentation provided by the AMA, 
was shown and was well-received by the members of the 
House. 

Guests 

Alan Rifkin, Administrative Aide to Governor Schaefer, 
and Senator Mike Miller, President of the Maryland Senate, 
addressed the House and expressed appreciation to the 
physicians for their support during the 1988 legislative ses¬ 
sion. 

The President introduced the following guests to the 
House of Delegates: 

• Glen B. Updike MD - President 
Medical Society of Virginia 

• David M. Seitzman MD, President-elect 
Medical Society of DC 

• Cordell DeLaPena MD, President 
West Virginia State Medical Society 

• Martin J. Cosgrove MD, President 
Delaware Medical Society 

• Ms. Nancy Kintzel - AMA Field Representative 

Announcements 

The President made certain announcements, advising 
of various rules for conduct of House business, as well as in¬ 
formation on various scientific and social functions 
scheduled for the session. 


Med-Mutual Election 

Dr. Kassel, President, announced that the Med-Mutual 
election took place on April 26,1988; elected were: 
Raymond M. Yow MD 
Gerald J. Carroll MD 
Angelo J. Troisi 
Edward J. DellaVecchia 
Thomas J. Rohe, III 

President’s Remarks 

The President addressed the House and expressed his 
appreciation for the privilege of serving as President. 
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Minutes Approved 

The minutes of the Semiannual Session of the House 
of Delegates held on Saturday, September 26, 1987 in Bal¬ 
timore, Maryland, having been distributed to all members 
and corrected and approved by the Executive Committee, 
were approved by the House of Delegates. 

Necrology 

The members of the House of Delegates rose in respect 
for deceased colleagues as the Secretary read the following 
necrology: 

Allegany County 

Leo Ley MD - January 18,1988 
William O. McLane MD - April 14,1987 
Saville G. Weisman MD - November 17,1987 


Anne Arundel County 

Hari K. Bhasin MD - May 17,1987 
Marshall K. Steele MD - August 30,1987 
Martin J. Valaske MD - November 9,1987 


Baltimore City 

Edward J. Alessi MD - February 8,1988 
Franklin L. Angell MD - January 24,1988 
Henry Bongardt MD - December 5,1986 
Leo Brady MD - November 27,1987 
Nathan Chiodi MD - September 14, 1987 
W. Bowdoin Davis MD - August 27,1987 
Maurice Feldman, Jr., MD - January 23,1988 
Louis E. Goodman MD - July 18,1987 
Lewis P. Gundry MD - August 10,1987 
Fereydoon Hadi MD - November 30,1987 
D. Frank Kaltreider MD - January 8,1988 
Alp M. Karahasan MD - January 27,1988 
Leo Lally MD - January 3,1988 
Angus L. MacLean MD - January 10,1988 
George McLean MD - February 7,1988 
Helen I. Maginnis MD - June 20, 1987 
Karl F. Mech MD - May 10,1987 
William F. Pearce MD - March 28,1988 
James R. Powder MD - May 10,1987 
Thomas G. Prempas MD - January 13,1987 
H. Melvin Radman MD - July 26,1987 
Daniel S. Shanahan MD - November 11,1987 
Ernest L. Stebbens MD - April 30,1987 
Kyle Y. Swisher MD - March 15,1988 



Baltimore County 

Jose R. Arizaga MD - May 7,1987 
Frank W. Baker MD - June 20,1987 
Ernest I. Cornbrooks, Jr., MD - June 27, 1987 
Robert M.N. Crosby MD - August 18,1987 
Lester N. Kolman MD - August 25,1987 
Ramon S. Pimentel MD - September 9,1987 
John C. Pound MD - July 15,1987 
Kent E. Robinson MD - August 7,1987 
William C. Wade MD - July 27,1987 

Carroll County 

Thomas A. Campbell MD - February 4,1988 
Dorchester County 

Thomas K. Mahan MD - July 23,1987 
Harford County 

Addison L. Lewis MD - November 23,1985 
Richard B. Norment MD - May 29, 1987 

Montgomery County 

John G. Ball MD - March 19,1987 

Frederick Donn MD - November 4,1987 

Albert A. Greenfield MD - September 1,1985 

Lewis A. Klein MD - June 1,1987 

Naomi T. Lucuis MD - August 27,1987 

Vito J. Murgolo MD - February 19, 1988 

Harry Pomerantz MD - May 29,1987 

Hsiang L. Tseng MD - November 25,1986 

Maurice Van Kinsbergen MD - December 27,1987 

John A. Washington MD - September 22, 1987 

Robert R. Williams MD - July 30,1987 

Prince George’s County 

John H. Bayly MD - May 31,1987 
Victor G. Cantizano MD - August 23,1987 
William M. Dixon MD - June 30,1987 
Irvin M. Grassgreen MD - August 23,1987 
H. Jack Hudson MD - November 14,1987 
Robert S. McCeney MD - February 20,1988 
Magin L. Quiambao MD - May 11,1987 
Arsenio S. Soriano, Jr., MD - December 18,1987 

Queen Anne’s County 

Theodore Sattelmaier MD - May 3,1987 


Talbot County 

Vincent O. Eareckson MD - February 29,1988 
Kurt L. Lederer MD - February 1,1988 

Washington County 

Edgar T. Campbell MD - July 27,1987 
William T. Layman MD - October 30,1987 

Wicomico County 

G. Herbert Sembly MD - May 29,1987 


Affiliates 

Edgar Berman MD - November 25,1987 

Alfred S. Norton MD - January 28,1988 

I.R. Ross MD - August 28,1987 

Memorial Resolutions 

On motions of the Secretary, the following resolutions 
were adopted unanimously by the House, each on a separate 
division vote: 

Franklin L. Angell MD, FACR 
1924 -1988 

Whereas, the untimely death of Franklin L. Angell MD 
on January 24,1988 was a great loss to the local and nation¬ 
al medical community; 

Whereas, Dr. Angell, a native of Roanoke, Virginia, 
received his Doctorate of Medicine from the Medical Col¬ 
lege of Virginia in 1947, and, thereafter trained and practiced 
in pediatrics in Virginia until 1965 when he entered a residen¬ 
cy program in Radiology at Harper Hospital,Detroit, 
Michigan; 

Whereas, Dr. Angell was Director of Radiological 
Education and Co-Director, National Institute of Health 
Training Grant at the Massachusetts General Hospital from 
1968-1970 and then came to Baltimore as Chairman, Depart¬ 
ment of Radiology at Mercy Hospital; 

Whereas, Dr. Angell was an active member of the Bal¬ 
timore City Medical Society and the Medical and Chirurgi- 
cal Faculty of the State of Maryland serving in the House of 
Delegates, as Chairman of the Cost Containment Commit¬ 
tee and as a member of the Health Care Delivery Commit¬ 
tee, Legislative Committee and Public Relations Committee 
of Baltimore City Medical Society; 

Whereas, Dr. Angell demonstrated zeal and leadership 
in the practice of Radiology through his activities in the 
Maryland Radiological Society as a member of the Board of 
Directors and as President, and in the American College of 
Radiology as Chairman of many commissions and President 
of its Council, member of the Board of Chancellors, and was 
Chairman Designate of the Board of Chancellors; and 

Whereas, Dr. Angell gave unselfishly of himself to the fur¬ 
therance of the practice of medicine, especially radiology; 
therefore be it 

Resolved, That the House of Delegates of the Medical and 
Chirurgical Faculty of Maryland on April 27, 1988, expres¬ 
ses its deep sorrow on the death of its distinguished mem¬ 
ber, Franklin L. Angell, M.D., and be it further 

Resolved, That this resolution be spread upon the minutes 
of this meeting and a copy be sent to his wife, Mrs. Amy G. 
Angell, and his children, Vicki, Robert, and Elizabeth, in 
honor of the eminence of his life. 

D. Frank Kaltreider MD 
1912 -1988 

Whereas, D. Frank Kaltreider MD, a physician, a teacher, 
a community activist, died on January 8,1988; 

Whereas, Dr. Kaltreider, a native of Red Lion, Pennsyl- 
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vania, received his Medical Degree from the University of 
Maryland in 1937 and served his residency in obstetrics and 
gynecology at Baltimore City Hospitals where he was Chief 
of the Department of Obstetrics from 1962 to 1975; 

Whereas, Dr. Kaltreider began his teaching career at the 
University of Maryland in 1949, became professor of obste¬ 
trics and gynecology in 1955, and was an associate professor 
at Hopkins University Medical School from 1975 until his 
retirement in 1981; 

Whereas, Dr. Kaltreider served as president of the 
University Hospital medical staff, the University of 
Maryland Medical School Alumni Association, the 
Douglass OB-GYN Society, the Maryland Obstetrics and 
Gyncology Society; 

Whereas, Dr. Kaltreider was a member of the Medical 
and Chirurgical Faculty of Maryland where he worked for 
the provision of high quality care to pregnant women and 
their babies as Chairman of the Maternal and Child Health 
Committee and a member of several other committees; 

Whereas, Dr. Kaltreider was a member and/or chairman 
of numerous committees within the Baltimore City Medical 
Society including the Ad Hoc Committee on Ethics in Ad¬ 
vertising, the Program Committee, the Finance Committee, 
the Areawide Health Planning Committee of the 
Regional Planning Council, the Board of Directors and 
President of a private non-profit Rh testing laboratory 

Whereas, Dr. Kaltreider gave freely of his time and ex¬ 
pertise in treating the poor, working with the March of 
Dimes and Planned Parenthood, and was a founder of a 
private non-profit Rh testing laboratory in Baltimore; there¬ 
fore, be it 

Resolved, That this House of Delegates of the Medical 
and Chirurgical Faculty of Maryland on April 27, 1988, ex¬ 
presses its great sadness at the loss of D. Frank Kaltreider, 
M.D., an esteemed member of the medical community in 
Maryland and extends its deepest sympathy to his wife, 
Lenna Brannock Kaltreider and to his children, Leigh 
MClure, Kurt Kaltreider, and D. Frank Kaltreider, II. 

Congratulatory Resolution 
John M. Dennis MD 

On motion of the Secretary, Dr. Raymond Atkins, the 
following congratulatory resolution was adopted unimously 
by the House: 

Special Honor and Tribute 
to John M. Dennis MD 

Whereas, John M. Dennis MD, Dean, has given 43 years 
of distinguished service as a scholar and clinician; 

Whereas, Dr. Dennis has been a member of many com¬ 
mittees of both Baltimore City Medical Society and the 
Medical and Chirurgical Faculty of the State of Maryland; 
most notably Chairman of the committee to establish the 
Commission on Medical Discipline and was the first Chair¬ 
man of that Commission, 1969-1973; 

Whereas, Dr. Dennis has been Professor and Chairman, 
Department of Radiology, University of Maryland School of 
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Medicine; Vice Chancellor for Health Affairs, University of 
Maryland at Baltimore, and Vice Chancellor for Academic 
Affairs, University of Maryland at Baltimore, and Dean, 
University of Maryland School of Medicine; 

Whereas, Dr. Dennis has an international and outstand¬ 
ing reputation as a radiologist, and in 1980, received the 
American College of Radiology highest award, the "Gold 
Medal;" 

Whereas, Dr. Dennis has served as President and as 
Chairman, of the Board of Chancellors of the American Col¬ 
lege of Radiology; 

Whereas, Dr. Dennis has had tremendous influence on 
the training of medical students and residents in Maryland 
and in the nation; 

Whereas, Dr. Dennis has given tirelessly of his time, his 
leadership, and his wisdom in the pursuance of high quality 
medical care; and 

Whereas, Dr. Dennis will retire on June 30,1988 as Dean 
of the University of Maryland School of Medicine; therefore 
be it 

Resolved, That the House of Delegates of the Medical and 
Chirurgical Faculty of Maryland on April 27, 1988, extends 
to John M. Dennis, M.D., its deep appreciation for his many 
contributions to medical education and to the practice of 
medicine and pays tribute to him on this occasion. 

Fifty-Year Members 

Presentation of Fifty-Year certificates and pins by the 
President to the following members took place with the 
awards being mailed to those unable to attend: 

Baltimore City 

Leon Ashman MD 
Nachman Davidson MD 
Abram Goldman MD 
Jeannette Heghinian MD 
Reuben Hoffman MD 

Baltimore County 

Charles B. Marek MD 
Hugh B. McNally MD 

Prince George’s County 

George J. Hageage MD 
Lawrence W. Malin MD 

Emeritus Members 

On motion of Dr. Reynaldo Lee-Llacer, Council Chair¬ 
man, the following members, having received the recom¬ 
mendations of their component societies and that of the 
Council, were elected to Emeritus Membership: 

Council Recommendation 

Frederick E. Musser MD, Woodsboro 

Allegany County 

Thaddeus H. Elder, Jr., MD, Cumberland 


A REVOLUTIONARY ORAL ANTIMICROBIAL 
WITH THE POWER OF PARENTERALS 

■ Highly active in vitro against a broad range of 
gram-positive and gram-negative pathogens, including 
methicillin-resistant Staphylococcus aureus and 
Pseudomonas aeruginosa* 

■ For treatment of infections in the: 

- lower respiratory tract 1 - urinary tract 1 

- skin /skin structure f - bones and joints 1- 

* Convenient B.I.D. dosage-250 mg, 500 mg and 750 mg tablets 

*ln vitro activity does not necessarily imply a correlation with in vivo results. 

tDue to susceptible strains of indicated pathogens. See indicated organisms in Brief Summary. 

CIPRO® SHOULD NOT BE USED IN CHILDREN OR PREGNANT WOMEN. 

A history of hypersensitivity to ciprofloxacin is a contraindication to its use. A history of hypersensitivity to other 
quinolones may also contraindicate the use of ciprofloxacin. 
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TABLETS 

(ciprofloxacin HCI/Miles) 


500 mg B.I.D. for most infections; 

750 mg B.I.D. for severe or complicated infections. 


CONVENIENT B.I.D. DOSAGE 

Recommended dosage schedule 


Infection Site* 

Severity of 

Infection 

Dosage 

Respiratory Tract* 
Bone and Joint* 
Skin/Skin Structure* 

Mild/Moderate 

500 mg B.I.D. 

Severe/Complicated 

750 mg B.I.D. 

Urinary Tract* 

Mild/Moderate 

250 mg B.I.D. 


Severe/Complicated 

500 mg B.I.D. 

Infectious Diarrhea* 

Mild/Moderate/Severe 

500 mg B.I.D. 


BRIEF SUMMARY 

CONSULT PACKAGE INSERT FOR FULL PRESCRIBING INFORMATION 

INDICATIONS AND USAGE 

Cipro* is indicated for the treatment of infections caused by susceptible strains of the designated micro¬ 
organisms in the conditions listed below: 

Lower Respiratory Infections caused by Escherichia coli, Klebsiella pneumoniae. Enlerobacter cloacae. 
Proteus mirabilis. Pseudomonas aeruginosa. Haemophilus influenzae. Haemophilus parainfluenzae. and Strep¬ 
tococcus pneumoniae. 

Skin and Skin Structure Infections caused by Escherichia coli, Klebsiella pneumoniae. Enterobacter cloacae. 
Proteus mirabilis, Proteus vulgaris. Providencia sluartii, Morganella morganii, Citrobacter freundii. 
Pseudomonas aeruginosa. Staphylococcus aureus (penicillinase and nonpenicillinase-producing strains), Sta 
phylococcus epidermidis, and Streptococcus pyogenes. 

Bone and Joint Infections caused by Enterobacter cloacae, Serratia marcescens, and Pseudomonas 
aeruginosa 

Urinary Tract Infections caused by Escherichia coli, Klebsiella pneumoniae, Enterobacter cloacae, Serratia 
marcescens, Proteus mirabilis, Providencia rettgeri, Morganella morganii, Citrobacter diversus. Citrobacter 
freundii. Pseudomonas aeruginosa, Staphylococcus epidermidis. and Streptococcus faecalis 
Infectious Diarrhea caused by Escherichia coli (enterotoxigenic strains), Campylobacter jejuni. Shigella 
flexneri* and Shigella sonnei* when antibacterial therapy is indicated. 

*Efficacy for this organism in this organ system was studied in fewer than 10 infections. 

Appropriate culture and susceptibility tests should be performed before treatment in order to isolate and 
identify organisms causing infection and to determine their susceptibility to ciprofloxacin. Therapy with Cipro* 
may be initiated before results of these tests are known: once results become available appropriate therapy 
should be continued. As with other drugs, some strains of Pseudomonas aeruginosa may develop resistance 
fairly rapidly during treatment with ciprofloxacin. Culture and susceptibility testing performed periodically during 
therapy will provide information not only on the therapeutic effect of the antimicrobial agent but also on the 
possible emergence of bacterial resistance 

CONTRAINDICATIONS 

A history of hypersensitivity to ciprofloxacin is a contraindication to its use. A history of hypersensitivity to other 
quinolones may also contraindicate the use of ciprofloxacin. 

WARNINGS 

CIPROFLOXACIN SHOULD NOT BE USED IN CHILDREN OR PREGNANT WOMEN The oral administration 
of ciprofloxacin caused lameness in immature dogs. Histopathological examination of the weight-bearing |oints 
of these dogs revealed permanent lesions of the cartilage. Related drugs such as nalidixic acid, cinoxacin, 
and norfloxacin also produced erosions of cartilage of weight-bearing joints and other signs of arthrop¬ 
athy in immature animals of various species (SEE ANIMAL PHARMACOLOGY SECTION IN FULL PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General: 

As with other quinolones, ciprofloxacin may cause central nervous system (CNS) stimulation, which may lead to 
tremor, restlessness, lightheadedness, confusion, and very rarely to hallucinations or convulsive seizures 
Therefore, ciprofloxacin should be used with caution in patients with known or suspected CNS disorders, such as 
severe cerebral arteriosclerosis or epilepsy, or other factors which predispose to seizures (SEE ADVERSE 
REACTIONS). 

Crystals of ciprofloxacin have been observed rarely in the urine of human subjects but more frequently in the 
urine of laboratory animals. Crystalluria related to ciprofloxacin has been reported only rarely in man, because 
human urine is usually acidic. Patients receiving ciprofloxacin should be well hydrated, and alkalinity of the urine 
should be avoided. The recommended daily dose should not be exceeded. Alteration of the dosage regimen is 
necessary for patients with impairment of renal function (SEE DOSAGE AND ADMINISTRATION SECTION IN 
FULL PRESCRIBING INFORMATION). 

Drug Interactions: 

Concurrent administration of ciprofloxacin with theophylline may lead to elevated plasma concentrations of 
theophylline and prolongation of its elimination half-life. This may result in increased risk of theophylline-related 
adverse reactions. If concomitant use cannot be avoided, plasma levels of theophylline should be monitored and 
dosage adjustments made as appropriate. 

Antacids containing magnesium hydroxide or aluminum hydroxide may interfere with the absorption of 
ciprofloxacin, resulting in serum and urine levels lower than desired: concurrent administration of these agents 
with ciprofloxacin should be avoided. 

Probenecid interferes with the renal tubular secretion of ciprofloxacin and produces an increase in the level of 
ciprofloxacin in the serum. This should be considered if patients are receiving both drugs concomitantly. 

As with other broad-spectrum antibiotics, prolonged use of ciprofloxacin may result in overgrowth of 
nonsusceptible organisms. Repeated evaluation of the patient's condition and microbial susceptibility testing is 
essential. If superinfection occurs during therapy, appropriate measures should be taken. 

Information for Patients: 

Fcitients should be advised that ciprofloxacin may be taken with or without meals. The preferred time of dosing is 
two hours after a meal, fatients should also be advised to drink fluids liberally and not take antacids containing 
magnesium or aluminum concomitantly or within two hours after dosing. Ciprofloxacin may cause dizziness or 
lightheadedness: therefore patients should know how they react to this drug before they operate an automobile 
or machinery or engage in activities requiring mental alertness or coordination 
Carcinogenesis, Mutagenesis. Impairment of Fertility 

Eight in vitro mutagenicity tests have been conducteu with ciprofloxacin and the test results are listed below 
Salmonella/Microsome Test (Negative) 

E. coli DNA Repair Assay (Negative) 

Mouse Lymphoma Cell Forward Mutation Assay (Positive) 

Chinese Hamster V™ Cell HGPRT Test (Negative) 

Syrian Hamster Embryo Cell Transformation Assay (Negative) 

Saccharomyces cerevisiae Point Mutation Assay (Negative) 

Saccharomyces cerevisiae Mitotic Crossover and Gene Conversion Assay (Negative) 

Rat Hepatocyte DNA Repair Assay (Positive) 

Thus, two of the eight tests were positive, but the following three in vivo test systems gave negative results 
Rat Hepatocyte DNA Repair Assay 
Micronucleus Test (Mice) 

Dominant Lethal Test (Mice) 

Long-term carcinogenicity studies in animals have not yet been completed. 

Pregnancy - Pregnancy Category C: 

Reproduction studies have been performed in rats and mice at doses up to six times the usual daily human dose 
and have revealed no evidence of impaired fertility or harm to the fetus due to ciprofloxacin. In rabbits, as with 
most antimicrobial agents, ciprofloxacin (30 and 100 mg/kg orally) produced gastrointestinal disturbances 
resulting in maternal weight loss and an increased incidence of abortion. No teratogenicity was observed at 
either dose. After intravenous administration, at doses up to 20 mg/kg, no maternal toxicity was produced, and 
no embryotoxicity or teratogenicity was observed. There are, however, no adequate and well-controlled studies in 


pregnant women. SINCE CIPROFLOXACIN, LIKE OTHER DRUGS IN ITS CLASS, CAUSES ARTHROPATHY IF 
IMMATURE ANIMALS, IT SHOULD NOT BE USED IN PREGNANT WOMEN (SEE WARNINGS) 

Nursing Mothers: 

It is not known whether ciprofloxacin is excreted in human milk: however, it is known that ciprofloxacin i> 
excreted in the milk of lactatmg rats and that other drugs of this class are excreted in human milk. Because of this 
and because of the potential for serious adverse reactions from ciprofloxacin in nursing infants, a decision shoulc 
be made to discontinue nursing or to discontinue the drug, taking into account the importance of the drug to the 
mother. 

Pediatric Use: 

Ciprofloxacin should not be used in children because it causes arthropathy in immature animals (SEE 
WARNINGS) 

ADVERSE REACTIONS 

Ciprofloxacin is generally well tolerated. During clinical investigation, 2,799 patients received 2,868 courses o 
the drug. Adverse events that were considered likely to be drug related occurred in 7.3% of courses, possibly 
related in 9.2%, and remotely related in 3.0%. Ciprofloxacin was discontinued because of an adverse event ir 
3.5% of courses, primarily involving the gastrointestinal system (15%), skin (0.6%), and central nervous systerr 
(0.4%) 

The most frequently reported events, drug related or not, were nausea (5.2%), diarrhea (2.3%). vomitinc 
(2.0%), abdominal pain/discomfort (1.7%), headache (1.2%), restlessness (1.1%), and rash (1.1%). 

Additional events that occurred in less than 1% of ciprofloxacin courses are listed below Those typical o 
quinolones are italicized. 

GASTROINTESTINAL: (See above). painful oral mucosa, oral candidiasis, dysphagia, intestinal perforation 
gastrointestinal bleeding. 

CENTRAL NERVOUS SYSTEM ISee above), dizziness, lightheadedness, insomnia, nightmares, hallucina 
tions, manic reaction, irritability, tremor, ataxia, convulsive seizures, lethargy, drowsiness, weakness, 
malaise, anorexia, phobia, depersonalization, depression, paresthesia 

SKIN/HYPERSENSITIVITY: (See above), pruritus, urticaria, photosensitivity, flushing, fever, chills 
angioedema, edema of the face, neck, lips, conjunctivae or hands, cutaneous candidiasis, hyperpigmenta 
tion, erythema nodosum 

SPECIAL SENSES: blurred vision, disturbed vision. (change in color perception, overbrightness of lights) 
decreased visual acuity, diplopia, eye pain, tinnitus, bad taste. 

MUSCULOSKELETAL: joint or back pain, joint stiffness, achiness, neck or chest pain, flare-up of gout. 
RENAL/UROGENITAL: interstitial nephritis, renal failure, polyuria, urinary retention, urethral bleeding 
vaginitis, acidosis. 

CARDIOVASCULAR, palpitations, atrial flutter, ventricular ectopy, syncope, hypertension, angina pectoris 
myocardial infarction, cardiopulmonary arrest, cerebral thrombosis. 

RESPIRATORY: epistaxis, laryngeal or pulmonary edema, hiccough, hemoptysis, dyspnea, bronchospasm, 
pulmonary embolism. 

Most of these events were described as only mild or moderate in severity, abated soon after the drug was 
discontinued, and required no treatment. 

In several instances, nausea, vomiting, tremor, restlessness, agitation, or palpitations were judged by 
investigators to be related to elevated plasma levels of theophylline possibly as a result of a drug interaction with 
ciprofloxacin 

Adverse Laboratory Changes: Changes in laboratory parameters listed as adverse events without regard to druc 
relationship: 

Hepatic - Elevations of: ALT (SGPT) (1.9%), AST (SGOT) (1.7%). alkaline phosphatase (0 8%). LDH (0 4%) 
serum bilirubin (0.3%). 

Hematologic - eosinophilia (0.6%). leukopenia (0 4%). decreased blood platelets (0.1%), elevated blooc 
platelets (0.1%), pancytopenia (0.1%) 

Renal - Elevations of: Serum creatinine (1.1%), BUN (0.9%). 

CRYSTALLURIA, CYLINDRURIA, AND HEMATURIA HAVE BEEN REPORTED 
Other changes occurring in less than 0.1% of courses were: Elevation of serum gammaglutamyl transferase 
elevation of serum amylase, reduction in blood glucose, elevated uric acid, decrease in hemoglobin, anemia, 
bleeding diathesis, increase in blood monocytes, and leukocytosis. 

OVERDOSAGE 

Information on overdosage in humans is not available. In the event of acute overdosage, the stomach should be 
emptied by inducing vomiting or by gastric lavage. The patient should be carefully observed and given supportive 
treatment. Adequate hydration must be maintained. In the event of serious toxic reactions from overdosage, 
hemodialysis or peritoneal dialysis may aid in the removal of ciprofloxacin from the body, particularly if rena 
function is compromised. 

DOSAGE AND ADMINISTRATION 

The usual adult dosage for patients with urinary tract infections is 250 mg every 12 hours. For patients with 
complicated infections caused by organisms not highly susceptible. 500 mg may be administered every 12 hours 
Respiratory tract infections, skin and skin structure infections, and bone and joint infections may be treatec 
with 500 mg every 12 hours. For more severe or complicated infections, a dosage of 750 mg may be given every 12 
hours 

The recommended dosage for infectious diarrhea is 500 mg every 12 hours. 

In patients with renal impairment, some modification of dosage is recommended (SEE DOSAGE AND 
ADMINISTRATION SECTION IN FULL PRESCRIBING INFORMATION). 

HOW SUPPLIED 

Cipro* (ciprofloxacin HCI/Miles) is available as tablets of 250 mg, 500 mg, and 750 mg in bottles of 50, and in 
Unit-Dose packages of 100 (SEE FULL PRESCRIBING INFORMATION FOR COMPLETE INFORMATION). 


* Due to susceptible strains of indicated pathogens. See indicated organisms in Brief Summary. 

For further information, contact the Miles Information Service: 
1-800-642-4776. In VA. call collect: 703-391-7888. 

COMMITTED TO THERAPEUTIC EFFICIENCY 
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ARMY RESERVE MEDICAL PROFILE NO. 5 



ROSALYN P STERLING-SCOTT, M.D. 

Assistant Professor of Surgery, UCLA School of Medicine and Drew 
University of Medicine and Science, Los Angeles 
Associate Surgeon, Department of Cardiovascular & Thoracic 
Surgery, Centinela Hospital Medical Center, Los Angeles 
Major, U.S. Army Reserve 

EDUCATION Rensselaer Polytechnic Institute, Troy, NY, B.S. 
Chemistry; NYU School of Medicine, New York, M.D. 

RESIDENCY Boston University School of Medicine (Cardiovas¬ 

cular); Saint Vincent’s and St. Claire’s Hospitals, New York City 
(General Surgery) 

FELLOWSHIP First Mary A. Fraley Cardiovascular Surgical 
Research Fellow at the Texas Heart Institute, Houston 

OUTSTANDING ACHIEVEMENTS Author of numerous 

articles, including “Indications for Early Bypass Grafting Following 
Intracoronary Streptokinase”; author of “The Female Surgeon—Dawn 
of a New Era,” chapter in A Century of Black Surgeons^The U.S. A. 
Experience; Board of Directors, Association of Black Cardiologists; 
Secretary, Drew Society 


## The caliber of physicians you meet in the Army 
Reserve exposes you to new ways of looking at a 
problem. It’s easy for young surgeons to become 
entrenched in one method, but in the Ajrmy Reserve 
you’ll have the chance to work with outstanding 
physicians in your own specialty, and often learn new 
ideas that will help you to improve your own 
approach to clinical or research problems,” says 
Dr. Sterling-Scott. 

The Army Reserve can offer physicians a 
variety of challenging options such as teaching, 
research, unique training programs, and the oppor¬ 
tunity to practice in prestigious Army medical 
centers. 

“Joining the Army Reserve enabled me to take 
advantage of a number of conferences, including 
one at Walter Reed, where I worked with thoracic 
surgical colleagues, while conducting my own 
research project.## 

We understand the time demands on a busy 
physician. So the Army Reserve offers training 
programs that will allow you to be flexible about the 
time you serve. 

For more information about specific programs, 
call toll-free 1-800-USA-ARMY. 

ARMY RESERVE MEDICINE. 
BEALLYOUCANBE. 













Effective once-nightly 

duodenal ulcer therapy available in a 


Unique Convenience Pak 

for better patient compliance 
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AXID® 

nizatidine capsules 


Brief Summary. Consult the package insert for prescribing information. 


Indications and Usage: Axid is indicated tor up to eight weeks for the treatment 
of active duodenal ulcer. In most patients, the ulcer will heal within four weeks 
Axid is indicated for maintenance therapy for duodenal ulcer patients, at 
a reduced dosage of 150 mg h s. after healing of an active duodenal ulcer. 
The consequences of continuous therapy with Axid for longer than one year 
are not known. 


Contraindication: Axid is contraindicated in patients with known hypersensitivity 
to the drug and should be used with caution in patients with hypersensitivity to 
other H 2 -receptor antagonists. 

Precautions: General —1. Symptomatic response to nizatidine therapy does not 
preclude the presence of gastric malignancy. 

2 Because nizatidine is excreted primarily by the kidney, dosage should be 
reduced in patients with moderate to severe renal insufficiency. 

3. Pharmacokinetic studies in patients with hepatorenal syndrome have not 
been done. Part of the dose of nizatidine is metabolized in the liver. In patients 
with normal renal function and uncomplicated hepatic dysfunction, the 
disposition of nizatidine is similar to that in normal subjects. 

Laboratory Tests — False-positive tests for urobilinogen with Multistix* may 
occur during therapy with nizatidine 

Drug Interactions— No interactions have been observed between Axid and 
theophylline, chlordiazepoxide. lorazepam. lidocaine. phenytoin. and warfarin. 
Axid does not inhibit the cytochrome P-450-linked drug-metabolizing enzyme 
system: therefore, drug interactions mediated by inhibition of hepatic 
metabolism are not expected to occur. In patients given very high doses (3.900 
mg) of aspirin daily, increases in serum salicylate levels were seen when 
nizatidine. 150 mg b i d., was administered concurrently. 

Carcinogenesis. Mutagenesis. Impairment ot Fertility— A two-year oral 
carcinogenicity study in rats with doses as high as 500 mg/kg/day (about 80 
times the recommended daily therapeutic dose) showed no evidence of a 
carcinogenic effect. There was a dose related increase in the density of 
enterochromaffin-like (ECL) cells in the gastric oxyntic mucosa. In a two-year 
study in mice, there was no evidence of a carcinogenic effect in male mice; 
although hyperplastic nodules of the liver were increased in the high dose males 
compared to placebo. Female mice given the high dose of Axid (2,000 mg/kg/day, 
about 330 times the human dose) showed marginally statistically significant 
increases in hepatic carcinoma and hepatic nodular hyperplasia with no 
numerical increase seen in any of the other dose groups. The rate of hepatic 
carcinoma in the high dose animals was within the historical control limits seen 
for the strain of mice used The female mice were given a dose larger than the 
maximum tolerated dose, as indicated by excessive (30%) weight decrement 


compared to concurrent controls, and evidence of mild liver injury (transaminase 
elevations). The occurrence of a marginal finding at high dose only in animals 
given an excessive, and somewhat hepatotoxic dose, with no evidence of a 
carcinogenic effect in rats, male mice, and female mice (given up to 360 mg/kg/ 
day, about 60 times the human dose), and a negative mutagenicity battery is not 
considered evidence of a carcinogenic potential for Axid. 

Axid was not mutagenic in a battery of tests performed to evaluate its potential 
genetic toxicity, including bacterial mutation tests, unscheduled DNA synthesis, 
sister chromatid exchange, and the mouse lymphoma assay. 

In a two-generation, perinatal and postnatal, fertility study in rats, doses of 
nizatidine up to 650 mg/kg/day produced no adverse effects on the reproductive 
performance of parental animals or their progeny 
Pregnancy-Teratogenic Ettects-Pregnancy Category C-Oral reproduction 
studies in rats at doses up to 300 times the human dose, and in Dutch Belted 
rabbits at doses up to 55 times the human dose, revealed no evidence of impaired 
fertility or teratogenic effect: but, at a dose equivalent to 300 times the human 
dose, treated rabbits had abortions, decreased number of live fetuses, and 
depressed fetal weights On intravenous administration to pregnant New Zealand 
White rabbits, nizatidine at 20 mg/kg produced cardiac enlargement, coarctation 
of the aortic arch, and cutaneous edema in one fetus and at 50 mg/kg it produced 
ventricular anomaly, distended abdomen, spina bifida, hydrocephaly, and 
enlarged heart in one fetus. There are, however, no adequate and well-controlled 
studies in pregnant women It is also not known whether nizatidine can cause 
fetal harm when administered to a pregnant woman or can affect reproduction 
capacity. Nizatidine should be used during pregnancy only if the potential benefit 
justifies the potential risk to the fetus. 

Nursing Mothers -Nizatidine is secreted and concentrated in the milk of 
lactating rats. Pups reared by treated lactating rats had depressed growth rates 
Although no studies have been conducted in lactating women, nizatidine is 
assumed to be secreted in human milk, and caution should be exercised when 
nizatidine is administered to nursing mothers 
Pediatric Use- Safety and effectiveness in children have not been established 
Use in Elderly Patients—Ulcer healing rates in elderly patients are similar to 
those in younger age groups. The incidence rates of adverse events and 
laboratory test abnormalities are also similar to those seen in other age groups 
Age alone may not be an important factor in the disposition of nizatidine. Elderly 
patients may have reduced renal function 


Adverse Reactions: Clinical trials of nizatidine included almost 5,000 patients 
given nizatidine in studies of varying durations Domestic placebo-controlled 
trials included over 1,900 patients given nizatidine and over 1,300 given placebo 
Among the more common adverse events in the domestic placebo-controlled 
trials, sweating (1% vs 0.2%), urticaria (0.5% vs <0.01%), and somnolence 
(2.4% vs 1.3%) were significantly more common in the nizatidine group. A 
variety of less common events was also reported; it was not possible to 


determine whether these were caused by nizatidine. 

Hepatic- Hepatocellular injury, evidenced by elevated liver enzyme tests 
(SGOT [AST), SGPT [ALT], or alkaline phosphatase), occurred in some patients 
possibly or probably related to nizatidine. In some cases, there was marked 
elevation of SGOT, SGPT enzymes (greater than 500 IU/L), and in a single 
instance, SGPT was greater than 2,000 IU/L. The overall rate of occurrences of 
elevated liver enzymes and elevations to three times the upper limit ot normal, 
however, did not significantly differ from the rate of liver enzyme abnormalities in 
placebo-treated patients All abnormalities were reversible after discontinuation 
of Axid. 

Cardiovascular— In clinical pharmacology studies, short episodes of 
asymptomatic ventricular tachycardia occurred in two individuals administered 
Axid and in three untreated subjects. 

Endocrine— Clinical pharmacology studies and controlled clinical trials 
showed no evidence ot antiandrogenic activity due to Axid Impotence and 
decreased libido were reported with equal frequency by patients who received 
Axid and by those given placebo Rare reports of gynecomastia occurred 

Hematologic-fa\a\ thrombocytopenia was reported in a patient who was 
treated with Axid and another H 2 -receptor antagonist On previous occasions, 
this patient had experienced thrombocytopenia while taking other drugs 

Integumental- Sweating and urticaria were reported significantly more 
frequently in nizatidine than in placebo patients. Rash and exfoliative dermatitis 
were also reported 

Other— Hyperuricemia unassociated with gout or nephrolithiasis was 
reported. 


Overdosage: There is little clinical experience with overdosage of Axid in 
humans. If overdosage occurs, use of activated charcoal, emesis, or lavage 
should be considered along with clinical monitoring and supportive therapy 
Renal dialysis for four to six hours increased plasma clearance by approximately 
84%. 

Test animals that received large doses of nizatidine have exhibited cholinergic- 
type effects, including lacrimation, salivation, emesis, miosis, and diarrhea. 
Single oral doses of 800 mg/kg in dogs and of 1,200 mg/kg in monkeys were not 
lethal. Intravenous LD S0 values in the rat and mouse were 301 mg/kg and 232 
mg/kg respectively. PV 2091 AMP [041288) 


Axid® (nizatidine. Lilly) 


Axid* (nizatidine. Lilly) 




James P. Hallinan MD, Cumberland 
William P. lames MD, Cumberland 
Ralph Reiter MD, Cumberland 
Vincente M. Vails MD, Cumberland 

Anne Arundel County 

Steven J. Abramedis MD, Annapolis 
John G. Lyons, Jr., MD, Annapolis 

Baltimore City 

Elihu E. Allinson, M.D., Stevenson 
Ruth W. Baldwin MD, Baltimore 
John T. Chissell MD, Baltimore 
Arthur E. Cocco MD, Baltimore 
Martin W. Donner MD, Towson 
Martin Helrich MD, Baltimore 
Paul G. Herold MD, Cockeysville 
Theodore Kardash MD, Baltimore 
Albert Pats MD Baltimore 
Annelies S. Zachary MD, Baltimore 
C. Richard Fravel MD, Baltimore 

Baltimore County 

Fred N. Cole MD, Lutherville 
John DeCarlo, Jr., MD, Towson 
Francis L. Grumbine MD, Baltimore 
Edward W. Hopf MD, Timonium 
John C. Hyle MD, Baltimore 
Justinas Kudirka MD, Baltimore 
Benigno R. Lazaro MD, Baltimore 
I. Chie Lee MD, Hunt Valley 
William A. Pillsbury MD, Lutherville 
James H. Shell MD, Baltimroe 
Eva L. Zigel MD, Lutherville 

Frederick County 

Rex R. Martin MD, Frederick 
Thomas R. Reid MD, Frederick 
A. Earl Vivino MD, Walkersville 

Garrett County 

James H. Feaster, Jr., MD, Oakland 


Montgomery County 

William F. Colliton, Jr., MD, Silver Spring 
Albert F. Fleury MD, Chevy Chase 
William J. Hogan MD, Rockville 
Doris L. Plough MD, Bethesda 
H.H. Rosenthal MD, Silver Spring 
Ralph Stiller MD, Silver Spring 
William Tenenblatt MD, Silver Spring 


Prince George’s County 

John P. D’Angelo MD, Suitland 

Washington County 

Aubrey F. Haynes MD, Hagerstown 


Worcester County 

Arthur T. Hall, Jr., MD, Ocean City 

Affiliate 

Walter D. Carver MD, South Hadley, MA 
Albert B. Esquenazi MD, Miami Beach, FL 
Nicholas White MD, Boca Raton, FL 

Resolution 1A/88 

Dr. Lee-Llacer, on behalf of the Council, moved adop¬ 
tion of a late resolution, which was adopted unanimously, as 
follows: 


Resolution on Voluntary Banning of 
Tobacco Use on School Property 

Whereas, Cigarette smoking is a major cause of death, 
disease, and high medical costs in the United States; 

Whereas, Nicotine is not only a drug but an addictive 
drug; 

Whereas, Schools must be drug free environments in 
order to promote drug free lifestyles and good health prac¬ 
tices in students; and 

Whereas, Educators are models of behavior for students; 
therefore, be it 

Resolved, That the Medical and Chirurgical Faculty of the 
State of Maryland commends all teachers, administrators 
and school systems that do not permit the use of tobacco 
products by faculty and staff and students on school proper¬ 
ty; and 

Resolved, That the Medical and Chirurgical Faculty of the 
State of Maryland encourages other teachers and ad¬ 
ministrators of both private and public schools in Maryland 
individually and through their professional organizations to 
voluntarily ban the use of tobacco products on school 
property by all adult staff; and be it further 

Resolved, That the Medical and Chirurgical Faculty of the 
State of Maryland call upon the Maryland State Teacher’s 
Association, the Maryland Chapter of the National Educa¬ 
tion Association, the Archdiocese of Baltimore, the 
Maryland Association of Elementary School Principals, and 
the Maryland Association of Secondary School Principals to 
adopt the position of calling for their members to ban the use 
of tobacco products on school property by faculty and ad¬ 
ministrators. 


Resolution 2A/88 

On behalf of the Council, Dr. Lee-Lacer, moved adoption 
of the following late resolution, which was adopted unan¬ 
imously by the House: 

Resolution on Removal of 
Tobacco Products from Pharmacies 

Whereas, Cigarette smoking is the number one cause of 
death, disease, and high medical costs in the United States; 

Whereas, Physicians and pharmacists are truly partners 
in health care; 
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Whereas, According to market studies, twenty-five per¬ 
cent of all cigarette purchases are made in drugstores; 

Whereas, It is contrary to all known ethical codes to sanc¬ 
tion or profit from the sale of a product with such devastat¬ 
ing effects; and cigarettes would, in most cases, be a 
corporate one; therefore, be it 

Resolved, That the Medical and Chirurgical Faculty of the 
State of Maryland commend those pharmacists and phar¬ 
macy owners who have chosen not to sell tobacco products; 
and 

Resolved, That the Medical and Chirurgical Faculty of the 
State of Maryland encourage other pharmacists and phar¬ 
macy owners individually and through their professional as¬ 
sociations, to remove tobacco products from their stores; 
and be it therefore 

Resolved, That the Medical and Chirurgical Faculty of the 
State of Maryland call upon the Maryland Pharmaceutical 
Association and other pharmaceutical associations to adopt 
a position calling for their members to remove tobacco 
products from their stores. 

Treasurer’s Report 

Jose M. Yosuico MD, Treasurer, made a brief report on 
the 1987 budget as adopted by Council that was distributed 
to all members prior to the meeting. 

Bylaws Committee 

Dr. Harold B. Bob, Bylaws Committee Chairman, on- 
behalf of the Bylaws Committee, moved adoption 
of the following bylaw amendments that, by unanimous con¬ 
sent, were considered together and after debate, were 
adopted by the required 2/3 vote: 

• Amend Article XI, Section 4 (Computers in 
Medicine Committee), following the words "Its 
chairman" and before the words" shall be appointed" 
by inserting the words "and members" and by striking 
out the words "and said chairman shall appoint the 
other members of the committee with the approval 
of the President." 

• Amend Article XI, Section 8 (Committee on Drugs), 
following the words "Its chairman" and before the 
words "shall be appointed" by inserting the words" 
and members" and by striking out the words "and said 
chairman shall appoint the other members of the 
committee with the approval of the President." 

• Amend Article XI, Section 13 (Finney Fund Com¬ 
mittee), by striking out the sentence "It shall elect its 
own chairman." and inserting the words "The Presi¬ 
dent shall designate the chairman." 

• Amend Article XI, Section 16 (Liaison Committee 
with Third Party Carriers), in the first sentence fol¬ 
lowing the word "President" by adding the words 
"who shall designate the Chairman." 

• Amend Article XI, Section 18 (Liaison Committee 
with Department of Health and Mental Hygiene), in 
the first sentence following the word "President" by 


adding the words "who shall designate the Chair¬ 
man." 

• Amend Article XI, Section 22 (Medicolegal Com¬ 
mittee), following the words "Its Chairman" and 
before the words "shall be appointed" by inserting the 
words "and members’ and by striking out the words 
"and said Chairman shall appoint the other members 
of the committee with the approval of the President." 

• Amend Article XI, Section 24 (Occupational Health 
Committee), following the words "Its Chairman" and 
before the words "shall be appointed" by striking out 
the words "and said chairman shall appoint the other 
members of the committee with the approval of the 
President." 

• Amend Article XI, Section 26 (Committee on 
Physician Assistants), in the first sentence following 
the word "President" by adding the words "who shall 
designate the Chairman" and by striking out the 
second sentence, "It shall elect its own chairman." 

• Amend Article XI, Section 28 (Physician Rehabilita¬ 
tion Committee), in the first sentence following the 
word "President" by adding the words "who shall ap¬ 
point the following members:" and by striking out the 
words "and the following members appointed by the 
Chairman with the approval of the President:". 

• Amend Article XI, Section 30 (Preventive Medicine 
and Public Health Committee), following the words 
"Its Chairman" and before the words "shall be ap¬ 
pointed" by inserting the words "and members" and 
by striking out the words "with the members of the 
committee appointed by the Chairman with the ap¬ 
proval of the President." 

• Amend Article XI, Section 33 (Public Relations 
Committee), following the words "Its Chairman" and 
before the words "shall be appointed" by inserting the 
words "and members" and by striking out the words 
"and said Chairman shall appoint the other members 
of the committee with the approval of the President." 


CMER Committee 

Dr. Bob, on behalf of the Bylaws Committee, moved 
adoption of the following bylaw amendment, which was 
adopted without dissent: 

• Amend Article XI, Section 5 (Committee on Con¬ 
tinuing Medical Education Review) in the first sen¬ 
tence following the words "advise upon" by striking 
the word "all" and inserting the word "continuing" and 
after the words "education matters" by striking the 
words "with emphasis on post graduate educational 
offerings;" in the second sentence, following the word 
"survey" by striking the word "specified" and inserting 
the words "and accredit qualified;" and in the last sen¬ 
tence following the words "The Chairman" by insert¬ 
ing the words "and members" and by striking out the 
words "with members of the committee appointed by 
the Chairman with the approval of the President." 
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Committee on Small Area Practice Variation 

Dr. Bob, on behalf of the Bylaws Committee, moved 
adoption of the following bylaw amendment which received 
the required 2/3 vote and was adopted as follows: 

• Amend Article XI, Section 6, Committee on Cost Ef¬ 
fective Medical Care, by substituing for it the follow¬ 
ing new section: 

"Section 6. A COMMITTEE ON SMALL AREA 
PRACTICE VARIATION consisting of at least five mem¬ 
bers shall be appointed by the President. The President shall 
designate the Chairman. All members shall be chosen for 
their knowledge, experience and interest in small area 
analysis and medical practice variation. The committee 
shall act as an analytical group to review studies conducted 
by outside organizations and shall be authorized to conduct 
independent studies upon approval by the Executive Com¬ 
mittee." 

Committee on Emergency Medical Services 

Dr. Bob, Chairman of the Bylaws Committee, move adop¬ 
tion of the following bylaw amendment that after debate, was 
adopted by the required two-third vote 

• Amend Article XI (Committees), Section 10, in the 
first sentence following the words "composed of 
those" and before the word "physician" by inserting 
the words "interested members as well as"; and fol¬ 
lowing the words "representatives of' by striking out 
the words "all hospitals" and inserting the words 
"each hospital"; and following the word "activity" by 
striking out the word "shall" and inserting the word 
"may"; and in the third sentence following the word 
"public" by striking out the word "shall" and inserting 
the word "may." 

Committee on Mental Health 

Dr. Bob, Chairman of the Bylaws Committee, moved 
adoption of the followiing bylaw amendment that, after 
debate, was adopted by the required two-thirds vote 

• Amend Article XI (Committees), Section 11, in the 
first sentence following the words "COMMITTEE 
ON" and before the word "HEALTH" by striking out 
the word "EMOTIONAL" and inserting the word 
"MENTAL," and in the last sentence following the 
words "Its Chairman" and before the words "shall be 
appointed" by inserting the words "and members" 
and striking out the words "and said chairman shall 
appoint the other members of the committee with the 
approval of the President." 

Committee on Health Manpower and Planning 

Dr. Bob, on behalf of the Bylaws Committee, moved 
adoption of the following bylaw amendment that was 
adopted unanimous consent 

• Amend Article XI (Committees), Section 14, by 
striking out this section in its entirety as follows (sub¬ 
sequent sections being automatically redesignated): 


"Section 14. A COMMITTEE ON HEALTH MAN¬ 
POWER AND PLANNING of at least nine members shall 
be appointed annually by the President. The committee shall 
have as its duty the monitoring of developments in health 
planning at local, state, and national levels; the dissemina¬ 
tion of such information it obtains to the House of Delegates, 
appropriate Faculty committees, component societies, and 
individual members of the Faculty; the monitoring primari¬ 
ly of the distribution of physicians in the state by county, 
specialty, and other suitable breakdowns through the collec¬ 
tion and analysis of all available data on physician manpower 
as well as public needs; and involve itself generally in analysis 
of the socioeconomic issues, and other pertinent areas of in¬ 
terest. The committee may recommend action to the 
Faculty’s governing bodies, appropriate Faculty committees, 
and component societies. The President shall designate the 
Chairman of the committee annually." 

Committee on Long-Term Care and Geriatrics 

Dr. Bob, on behalf of the Bylaws Committee, moved 
adoption of the following bylaw amendment, that was 
adopted by unanimous consent 

• Amend Article XI (Committees). Section 19, in the 
first sentence following the word "President" and 
before the word "each" by inserting the words "who 
shall designate the Chairman."; in the second sen¬ 
tence following the words "geriatrics facilities" and 
before the word "development" by inserting the 
words "geriatric rehabilitation facilities, and home 
health care services," and following the words "in 
such facilities" and before the words "the goals" by 
striking out the words "provide for means of review 
that" and inserting the words "and by outpatient and 
home health care service providers; serve in an ad¬ 
visory capacity to ensure that." 

Medicine and Religion Committee 

Dr. Bob, on behalf of the Bylaws Committee, moved the 
adoption of the following bylaw amendment that, after 
debate, was recommitted to the Medicine and Religion 
Committee for reconsideration of the term "moral." 

• Amend Article XI (Committees), Section 21, follow¬ 
ing the words "less than" by striking out the words "six 
members and inserting the words "four or more than 
eight members," and in the last sentence following the 
word "It" and before the words "shall also endeavor" 
by inserting the words "shall serve as a moral values 
committee of the Faculty and." 

Peer Review Committee 

Dr. Bob, on behalf of the Bylaws Committee, announced 
withdrawal of the proposed bylaw amendment to 

• Article XI, Section 25 (Peer Review Committee), 
due to additional changes required by recent legisla¬ 
tion establishing the new Physicians Quality As¬ 
surance Board. There being no objection, the bylaw 
amendment was withdrawn. 
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Committee on Specialist Identification 

Dr. Bob, on behalf of the Bylaws Committee, moved 
adoption of a proposed amendment to the bylaw amendment 
that was adopted unanimously, followed by adoption of the 
bylaw amendment, as amended, by the required two-thirds 
vote as follows: 

• Amend Article XI (Committees) by inserting after 
Section 35 a new Section 36 (subsequent sections 
automatically redesignated): 

Section 36. A COMMITTEE ON SPECIALIST IDEN¬ 
TIFICATION of at least nine members shall be appointed 
annually by the President; one of whom the President shall 
designate as Chairman. The committee shall review applica¬ 
tions received by the Physicians Quality Assurance Board 
and referred to the Faculty for recommendation on iden¬ 
tification of medical specialty. 

AMA-ERF Checks Presented 

Checks in the amount of $15,633.95 in unrestricted funds 
and $2,862.33 in restricted funds were presented to Dr. 
Simeon Margolis, Associate Dean for Academic Affairs of 
the Johns Hopkins University School of Medicine; $2,658.33 
in unrestricted funds and $323.34 in restricted funds were 
presented to Dr. Jay P. Sanford, President of the Uniformed 
Services University of the Health Sciences; and $23,843.70 
in unrestricted funds and $5,205,73 in restricted funds were 
presented to Dr. John M. Dennis, Dean, University of 
Maryland School of Medicine. Mrs. Elizabeth Linhardt, 
Chairman of the AMA-ERF in Maryland and Mrs. Ching 
Barretto, President of the Auxiliary, participated in the 
presentation of the checks. 

AMA-MSS Membership Recruitment 

Dr. John M. Dennis, Dean, University of Maryland 
School of Medicine was presented with the AMA-MSS 
Membership Recruitment Award in the form of a plaque in 
recognition of Daniel Paoli, student, for his outstanding ef¬ 
forts in recruiting 27 new members in the 1987 Medical Stu¬ 
dent Outreach Program. 

A.H. Robins Award 

The President presented the A.H. Robins Award for 
Community Service to Albert M. Antlitz MD for his out¬ 
standing contributions to the citizens of Maryland and his 
commitment to the delivery of quality health care. 

Certificates of Appreciation 

The President presented Certificates of Appreciation 
to the following physicians for outstanding service and 
dedication as chairmen of their respective committees: 

Dr. Leonard Lichtenfeld, Co-Chairman 
Legislative Committee 

Dr. Victor Hrehorovich, Chairman 
Committee on Hospital Medical Staffs 
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Dr. Gerry Oster, Chairman 
Committee on Computers in Medicine 

Photo Contest 

The President announced winners of the Photo Contest: 
Color: 

1st Place - Michael Liteanu MD 
2nd Place - Jerold Post MD 
Black & White: 

1st Place - Mohammad Inayatullah MD 
2nd Place - William Goodman MD 

Nominating Committee Report 

Dr. Donald T. Lewers, Immediate Past President and 
Chairman of the Nominating Committee, on behalf of the 
Nominating Committee, presented the following slate of of¬ 
ficers to the House of Delegates: 

President-elect 

Raymond M. Atkins, Baltimore, Baltimore City 
(President-elect 1988-89) (President, 1989-90) 

First Vice-President 
Marvin Schneider, Wheaton, 

Montgomery County (1989) 

Second Vice-President 
Bahram Erfan, Riverdale, 

Prince George’s County (1989) 

Third Vice-President 

Alex Azar, Salisbury, Wicomico County (1989) 
Secretary 

Harold B. Bob, Baltimore, Baltimore County (1989) 
Treasurer 

Jose M. Yosuico, Baltimore, Baltimore City (1989) 
Committee on Scientific Activity 
(6 year term -1989-1995) 

Benjamin V. Del Carmen, Baltimore, Baltimore County 
Finney Fund Committee (5 year term -1989-1994) 
Edmund G. Beacham, Baltimore, Baltimore City 
Delegates to the AMA 
John H. Hebb, Baltimore, Baltimore County 
(January 1,1989 - December 31,1991) 

Michael R. Dobridge,Silver Spring,Montgomery County 
(January 1,1989 - December 31,1989) 

Alternate Delegates to the AMA 
Joseph Snyder, Silver Spring, Montgomery County 
(January 1,1989 - December 31,1991) 

Alex Azar, Salisbury, Wicomico County 
(January 1,1989 - December 31,1991) 

The floor was opened to further nominations for these of¬ 
fices; there being none, nominations were declared closed 
by general consent. 

The President announced that the election for these posi¬ 
tions would take place as the first item of business at the ses¬ 
sion scheduled for Friday, April 29,1988 at 2:00 p.m. 

The meeting was adjourned at 12:11 p.m. by unanimous 
consent. 

RAYMOND M. ATKINS MD 
Secretary 




Second Meeting, April 29,1988 (324th Meeting) 
Minutes, House of Delegates 


The 324th meeting, second of the 190th Annual Session of the House of Delegates of the Medical and Chirurgical Facul¬ 
ty of the State of Maryland was called to order at 2:05 p.m., the President, Leon E. Kassel MD, and the Secretary, Raymond 
M. Atkins MD, being present. 

The following delegates (or alternates) were registered as being in attendance; an asterisk indicates an alternate delegate; 
(C) denotes Council Member: 


ALLEGANY COUNTY 
Wayne C. Spiggle 


ANNE ARUNDEL COUNTY 

Leoncio A. Ceccarelli 
Thomas C. Cullis 


BALTIMORE CITY 

* Annie M. Bestebreurtje 
Gaylord L. Clark, Jr. 
Frank A. Giargiana 

* Willarda V. Edwards 

* Albert Folgueras 

* John H. Hirschfeld 
James M. Hitzrot, II 

* Joseph H. Hooper 
Thomas E. Hunt 
Murray A. Kalish 
Donald W. Mintzer 

* Albert Nahum 
Samuel I. O’Mansky 

* Rosemary Olivo 
William F. Renner 

* Gerhard Schmeisser, Jr. 
Edward L. Suarez-Murias 
J. Andrew Sumner 

* Alan J. Sweatman 

* Richard B. Williams 


BALTIMORE COUNTY 
Thomas E. Allen 
Marianne Benkert 
* Albert L. Blumberg 
Harold Bob 
Louis C. Breschi 
A. Hamid Ghiladi 
Bernard S. Kleiman 
Paul G. Koukoulas 
John M. Krager 
N. Edward Nachlas, Sr. 
Allen G. Scott 
Margaret L. Sherrard 
H. Margret Zassenhaus 


CAROLINE COUNTY 
Robert H. Wright 


CARROLL COUNTY 

Alva S. Baker(C) 

CHARLES COUNTY 
Daniel M. Howell 
Guillero E. Sanchez 


DORCHESTER COUNTY 
Paul A. Stagg 

GARRETT COUNTY 
Herbert H. Leighton(C) 

HARFORD COUNTY 

Ben E. Oteyza 

KENT COUNTY 
Harry P. Ross 

MONTGOMERY COUNTY 
Charles H. Ligon 
Francis C. Mayle, Jr. 

* Peter B. Sherer 
Margaret T. Snow 

PRINCE GEORGE’S COUNTY 

Stanley A. Forster 

John E. Jeffrey 

Zorayda M. Lee-Llacer 

David Robb 

Elliece S. Smith 

Frederick Wilhelm 

QUEEN ANNE’S COUNTY 
John R. Smith, Jr.(C) 

ST. MARY’S COUNTY 
J. Roy Guyther 

WASHINGTON COUNTY 
Max E. Byrkit 
Edward Ditto, III 

WICOMICO COUNTY 

Alex Azar 


COUNCIL 
Albert M. Antlitz 
Raymond M. Atkins 
James E. Bell 
Paul Bormel 
Ira N. Brecher 
Benjamin Del Carmen 
Donald H. Dembo 
Michael R. Dobridge 
Joseph S. Fastow 
Vincent D. Fitzpatrick 
John H. Hebb 
Lawrence A. Jones 
Leon E. Kassel 
Henry P. Laughlin 
Reynaldo Lee-Llacer 
Leon R. Levitsky 
Donald T. Lewers 
George S. Malouf 
Leslie R. Miles, Jr. 

J. David Nagel 
Hiroshi Nakazawa 
David S. O’Brien 
Benjamin S. Pecson 
Gary L. Rosenberg 
Marvin Schneider 
Aubrey C. Smoot 
Roland T. Smoot 
Joseph Snyder 
Donald W. Wiczer 

BOARD OF 

MEDICAL EXAMINERS 
Arthur T. Keefe, Jr 


Also present were staff personnel. 
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Guests 

The President read the names of the following invited 
guests 

Glenn B. Updike, Jr., MD, President 
Medical Society of Virginia 
David M. Seitzman, MD, President-Elect 
Medical Society of DC 
Cordell DeLaPena, MD, President 
West Virginia State Medical Association 
Martin J. Cosgrove, MD, President 
Delaware Medical Society 
Donald E. Harrop, MD, President 
Pennsylvania Medical Society 

Faculty Elections 

There having been no nominations from the floor and 
there being only one candidate for each office to be filled, by 
unanimous consent, the ballot was dispensed with and the 
following were elected by voice vote: 

President-elect 

Raymond M. Atkins, Baltimore, Baltimore City 
(President-elect 1988-1989) (President, 1989-90) 

First Vice President 
Marvin Schneider, Wheaton, 

Montgomery County (1989) 

Second Vice-President 
Bahram Erfan, Riverdale, 

Prince George’s County (1989) 

Third Vice-President 

Alex Azar, Salisbury, Wicomico County (1989) 
Secretary 

Harold B. Bob, Baltimore, Baltimore County (1989) 
Treasurer 

Jose M. Yosuico, Baltimore, Baltimore City (1989) 
Committee on Scientific Activity 
(6 year term -1989-1995) 

Benjamin V. Del Carmen, Baltimore, 

Baltimore County 

Finney Fund Committee (5 year term -1989-1994) 
Edmind G. Beacham, Baltimore, Baltimore City 
Delegates to the AMA 
John H.Hebb, Baltimore, Baltimore County 
(January 1,1989-December 31,1991) 

Michael R. Dobridge, Silver Spring, 

Montgomery County 
(January 1,1989-December 31,1991) 


Alternate Delegates to the AMA 
Joseph Snyder, Silver Spring, Montgomery County 
(January 1,1989 - December 31,1991) 

Alex Azar, Salisbury, Wicomico County 
(January 1,1989 - December 31,1991) 

By unanimous consent, nominations were re-opened to 
fill the Dr. Raymond M. Atkins, to the post of President¬ 
elect. Dr. Harold B. Bob was nominated from the floor and 
was elected by unanimous voice vote. 

MMPAC Report 

J. Andrew Sumner MD, Chairman of the Maryland Medi¬ 
cal Political Action Committee made a report to the House 
of Delegates, which will be published in the annual reports. 

Auxiliary Report 

Mrs. Ching Barretto, Auxiliary President, made a report 
to the House of Delegates which will be published in the an¬ 
nual reports. Upon conclusion of the report, Mrs. Barretto 
received a standing ovation from the Delegates of the House. 

Announcements 

The President announced that a dedication ceremony 
would be held at the Med-Chi Building on Saturday, Sep¬ 
tember 24th in celebration of the newly renovated Krause 
Reading Room of the Faculty Library. He also advised the 
Councilors of a meeting of the new Council which would 
convene immediately at the adjournment ofthe House. 

Oath of Office 

Dr. Kassel, President, briefly addressed the House, ad¬ 
ministered the oath of office to Dr. Michael R. Dobridge, 
the incoming President, and the exchange of the gavel took 
place. Dr. Dobridge then presented the Past-President’s 
Medallion to Dr. Kassel and proceeded to briefly addressed 
the House. 

By unanimous consent, the President declared the meet¬ 
ing adjourned sine die at 2:25 p.m. 

RAYMOND M. ATKINS MD 
Secretary 
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Annual Reports of Committees 


AIDS 

Mr. President and Members of the House of Delegates: 

Formerly the Ad Hoc Policy Advisory Committee on 
AIDS, this is now a full-standing committee of Med-Chi. 
This commitment indicates the medical society’s interest in 
the study of and providing of information on AIDS. 

Over the last 12 months, a number of AIDS issues have 
surfaced, and while the major focus of this committee is to 
educate physicians, we often are called on to educate in¬ 
dividuals in other walks of life. 

AIDS can be controlled only through education and 
prevention. One task has been to reach and educate the 
children about this fatal disease. While there continues to 
be resistance in several areas of the state, we believe we have 
been instrumental in encouraging the education of our 
children. We provided impetus for enabling the Maryland 
State Board of Education to change their regulations so that 
meaningful education could be provided for younger stu¬ 
dents. 

Meetings have been held with the chairman and members 
of the Faculty’s Ethics Committee to assist in providing ethi¬ 
cal opinions for physicians in the treatment of AIDS 
patients. Our position is identical to that of the AMA. 

A great deal of legislation related to AIDS issues was in¬ 
troduced during the 1988 General Assembly. Opinions of 
the Committee were rendered and transmitted to the 
Faculty’s Legislative Committee and the Governor’s Ad¬ 
visory Council on AIDS. Members of this committee also 
testified in Annapolis when needed. 

The Committee cosponsored a scientific session at the 
1988 Annual Meeting of Med-Chi entitled "AIDS: Perina¬ 
tal and Adolescent," and the response was overwhelming. 
The Committee also sponsored an educational booth on 
AIDS and distributed pamphlets provided by the Depart¬ 
ment of Health and Mental Hygiene. Committee members 
volunteered their time to staff the booth and to respond to 
questions raised by the physicians. Throughout the year, 
Committee members volunteered as speakers for com¬ 
munities, schools, and professional groups. 

Membership on this Committee consists of physician- 
members of Med-Chi and representatives from local and 
state health departments, the Health Education Resource 
Organization (HERO), and the Center for Health Educa¬ 
tion. The Committee looks forward to the coming year and 
will strive to provide appropriate education to the physicians 
and the public. The Chairman is appreciative of the devo¬ 
tion of the committee members and of the Faculty staff. 

J.D. DRINKARD MD, Chairman 
ROBERT ANCONA MD 
FORD BREWER MD 
EMMANUEL FRANCOIS MD 
EDWARD HOPF MD 


MICHAEL L. LEVIN MD 
Helen b. McAllister md 
DONALD M. PACHUTA MD 
STANLEY ROSEN MD 
MARGARET SHERRARD MD 
MARGARET SNOW MD 

Advisory Members 
BERNARD BRANSON MD 
DIANE DWYER MD 
ERIC M. FINE MD 
JOYCE HARPER MD 
CARMINE VALENTE PhD 


Alcoholism and Chemical Dependency 

Mr. President and Members of the House of Delegates: 

The tenth year of the Committee on Alcoholism and 
Chemical Dependency was a year of transition and reor¬ 
ganization. In August 1987, four subcommittees were estab¬ 
lished to address the various issues surrounding alcohol and 
chemical dependency: National Conference Subcommittee, 
Legislative Subcommittee, Medical Student/Resident 
Training Subcommittee, and Maryland Chemical Abuse 
Subcommittee. 

The goal of the Regional Conference Subcommittee was 
to establish either an annual conference on clinical issues 
concerning chemical abuse for primary care physicians 
and/or to establish miniconferences for local groups of 
physicians. The Subcommittee decided it was more feasible 
to design a half-day conference for smaller groups of 
physicians. To that end, the first such conference was held 
in Elkton, Maryland on June 3,1988, at Union Hospital. Fol¬ 
lowing this conference, the Subcommittee refined its goals 
in order to develop an effective and dynamic seminar that 
can be transported around the state to various physician 
groups. Dr. Gagliardi chairs this subcommittee. 

The Legislative Subcommittee, under the leadership of 
Robert Kent MD, was very effective in reviewing state and 
national legislation affecting policies of drug and alcohol 
abuse treatment. As a result, several recommendations were 
made to the Med-Chi Legislative Committee. 

The Medical Student/Resident Training Subcommittee, 
chaired by John Steinberg MD, is addressing the current 
educational efforts by medical school and residency 
programs concerning alcohol and chemical abuse training. 
This subcommittee has the complex task of not only evaluat¬ 
ing current efforts but also of ultimately producing a posi¬ 
tion paper on the current state of alcoholism and chemical 
abuse education along with recommendations for future ef¬ 
forts to train medical students and residents in the clinical 
aspects of alcoholism and chemical abuse. 
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The Subcommittee to Formulate a Maryland Chemical 
Abuse Council, chaired by Robert White, was charged with 
evaluating the feasibility of establishing a statewide council 
on alcoholism and chemical abuse. This new council would 
not accept funding from the alcohol beverage industry and 
would be either independent or affiliated with the National 
Council on Alcoholism (NCA); its mission was to address 
the fact that in Maryland there was no council unencum¬ 
bered by monies from the alcohol beverage industry. Such 
a council is crucial to educating the public about the issues 
of alcoholism and chemical abuse. This Subcommittee com¬ 
pleted its task, and an independent task force has been 
developed to estabish a statewide council. 

The Committee also proposed two Resolutions to Med- 
Chi. The first Resolution was to support the AMA Resolu¬ 
tion 136 requesting that pharmacies not sell tobacco 
products. The second Resolution, recently passed by Med- 
Chi’s House of Delegates, called for a total ban of smoking 
in the public and parochial school systems of Maryland. 

In addition to these two Resolutions, the Committee in¬ 
vestigated the Spuds MacKenzie advertising campaign and 
concluded that Spuds MacKenzie, through a wide range of 
toys and games, is subtly targeting young people. This as¬ 
sociation between Spuds, alcohol use, and young people is 
unethical, and this Committee decided to petition Med-Chi 
to take a stand against the Spuds MacKenzie advertisements. 

Much work remains to be done by this Committee. The is¬ 
sues are complex and the solutions not easily forthcoming. 
However, the Committee will continue to work diligently to 
address a wide range of concerns about alcohol and chemi¬ 
cal abuse. 

As Chairman, I have written to each county medical 
society requesting permission to visit and discuss the services 
our Committee provides and to lecture about the various is¬ 
sues of alcoholism and chemical abuse. 

I wish to thank the Faculty, the Committee members, and 
our staff for their assistance and support during the past 
year. 


N. JOSEPH GAGLIARDI MD, Chairman 
CONRAD B. ACTON MD 
FREDERICK P. ALPERN MD 
RICHARD ANDERSON MD 
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PAUL F. GUERIN MD 
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ROBERT R. KENT MD 
EDWARD J. KITLOWSKI MD 
HARRY F. KLINEFELTER MD 
SIDNEY J. MALAWER MD 
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NORMAN A. POULSEN MD 
BRUCE T. TAYLOR MD 
JACOB TENDLER MD 
ABRAHAM M. SCHNEIDMUHL MD 
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RONALD N. FLAMER 
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Medicolegal Hotline For Any Emergency 

George Linhardt MD 

August 

301-268-3005 

Jeanette A. Plante Esq. 

301-752-1630 

Neil Novin MD 

301-825-5200 

September 

Victoria E. Selph Esq. 

301-868-8950 
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AMA-ERF 

Mr. President and Members of the House of Delegates: 

The American Medical Association Education and 
Research Foundation checks were presented to the medical 
schools of Maryland during Med-Chi’s Annual Meeting. 
Each school received two checks this year: one of non- 
restricted funds intended for the pursuit of excellence in a 
medical school’s program; and the second of restricted funds 
to be used for a school’s program of financial assistance. The 
dean of each school will decide on the precise application of 
the funds. Contributions to the AMA-ERF funds in 1987 to¬ 
taled more than $2 million, and virtually all of these gifts 
came from the medical family and were recruited by the 
American Medical Association Auxiliary. 

Mrs. Elizabeth Linhardt, Chairperson of the AMA-ERF, 
and Mrs. Ching Baretto, President of the Med-Chi Auxiliary, 
presented checks to The Johns Hopkins University School 
of Medicine (accepted by Simeon Margolis MD, Associate 
Dean for Academic Affairs), $15,634 of unrestricted funds 
to the Medical School Excellence Fund and $2,862 of 
restricted funds for medical school assistance; the 
Uniformed Services University of the Health Sciences - for 
the Henry M. Jackson Foundation (accepted by Jay P. San¬ 
ford MD, President), $2,658 of unrestricted funds and $323 
of restricted funds; the University of Maryland School of 
Medicine (accepted by John M. Dennis MD, Dean), $23,844 
of unrestricted funds and $5,206 of restricted funds. 

Faculty Contributions 
Junel, 1987-May 31, 1988 


Allegany County $ 515 

Anne Arundel County 1,980 

Baltimore City 5,250 

Baltimore County 3,395 

Calvert County 190 

Caroline County — 

Carroll County 335 

Cecil County 220 

Charles County 215 

Dorchester County 80 

Frederick County 355 

Garrett County 120 

Harford County 780 

Howard County 895 

Kent County 100 

Montgomery County 5,395 

Prince George’s County 2,800 

Queen Anne’s County 60 

St. Mary’s County 60 

Somerset County 

Talbot County 710 

Washington County 840 

Wicomico County 1,010 

Worcester County 40 


Total: $ 25,365 


Maryland Physicians’ Direct Contributions 

June 1,1987 through May 31,1988 $6,599 

Distribution of AMA-ERF Fund 
to Maryland Medical Schools 

Student Medical 
Assitance Schools 

University of Maryland School of Medicine $5,206 $23,844 

Johns Hopkins University School of Medicine 2,862 15,634 

Uniformed Services University School of Medicine 323 2,658 

ELIZABETH A. LINHARDT 
State Chairman AMA-ERF 
1987-1988 


Auxiliary 

Mr. President and Members of the House of Delegates: 

I am here to report to you that your auxiliary is alive and 
well! The relationship between the medical society and the 
auxiliary continues to grow as we realize the importance of 
team effort; the medical society and the auxiliary working 
together for common goals. Some of our accomplishments 
for the year include: 

Grand prize for best exhibit for medical heritage at the 
last Southern Medical Association Convention in San An¬ 
tonio, TX. The exhibit featuring the life of Dr. John Archer, 
first medical school graduate, and one of the founders of 
Med-Chi, was entered by Harford County Auxiliary. First 
prize in the Doctor’s Day category was won by Washington 
County Auxiliary. 

A state Health Careers Day was held at Essex Community 
College with over 250 high school juniors and seniors from 
around Maryland participating. 

A successful legislative day in Annapolis included a lec¬ 
ture, tour, lunch with legislators, visits with respective legis¬ 
lators and observing hearings. The day gave our members a 
small insight on the workings in Annapolis. 

With the auxiliaries of Virginia, West Virginia and 
Washington, DC, we organized a two-day meeting on AIDS 
held in Manassas, VA. One of our speakers, Dr. Margaret 
Snow, a member of the Med-Chi AIDS Committee, gave us 
an overview of the disease. 

Our component auxiliaries continue to do good work in 
their communities from co-hosting a bicentennial health fair, 
assisting in the Red Cross blood drive, overseeing a senior 
citizen center, setting up health-related programs for senior 
citizens, organizing a holiday sharing for the poor, helping 
to raise funds for shelters for homeless, donating baby fur¬ 
niture and equipment to Social Services, giving away car 
seats, supporting a battered spouse shelter, adopting needy 
families during special holidays, donating toys to a pediatric 
unit of a hospital, presenting schools with handmade dolls 
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with removable body parts (to be used in the classrooms to 
help kids to respect their bodies and practice good health 
habits), organizing a Health Yourself Fun Fair attended by 
over 400 children ages 3-12, collecting gifts for a developmen¬ 
tal center, donating money to hospice program, bringing 
valentine cheer to residents of a nursing home, working with 
Parents Anonymous, volunteering for prison health fair, 
S.T.O.P. Program, assisting in flu and prenatal clinics, and 
organizing an elder love program (a support group for care 
givers to the elderly). All of these were an effort not only to 
enhance the image of the physician in the community but also 
to promote better health care. 

We were more than glad to help you in your legislative ef¬ 
forts by calling, writing, and making direct contacts with 
legislators. I am sure you know that whenever you need the 
auxiliary’s help all you need to do is ask. 

This June was very special for the auxiliary because Mary 
Strauss of Hagerstown was installed as AMA Auxiliary 
President at the National Convention in Chicago, the very 
first from Maryland! We planned a Black and Gold Recep¬ 
tion in her honor at the Drake Hotel and also a Maryland 
Family Dinner for all physician and auxiliary delegates, 
families and friends who attended the convention. 

Membership continues to be a challenge. Each president 
has approached this challenge with new ideas and renewed 
enthusiasm, and I was no different. Most of our counties are 
on dual billing. The auxiliary recruits, but it is you, our 
spouses, who pay our dues with yours. I am curious as to how 
many of your spouses belong to the auxiliary. You know our 
dues are only the cost of a pair of shoes, dinner out, or a 
theater ticket. I assure you it will be money well spent. The 
Auxiliary has many worthwhile programs that interest a 
diverse group. 

I have enjoyed being an observer in your meetings and up¬ 
dating you on auxiliary happenings. Because we are the or¬ 
ganization that works side by side with you and because we 
can truly meet the changes and challenges you face today, let 
us continue to join together and face a bright and promising 
future for the medical society and the auxiliary. 

CHING BARRETTO, President 
1987-1988 


Bylaws 

Mr. President and Members of the House of Delegates: 

The Bylaws Committee recommends the following bylaw 
amendments to the House of Delegates for its consideration: 

1. Proposed Bylaw Amendments to Reflect Appoint¬ 
ment of Committee Chairmen and Committee Members by 
the President 

• Rationale: To provide uniformity among the commit- 
teey empowering the President to appoint the chair¬ 
men and members of Med-Chi committees with the 
following exceptions: the Nominating Committee, 


which will retain the Immediate Past President as 
Chairman; Committee on Scientific Activity on 
which the elected member whose term next expires 
becomes Chairman; and the Policy and Planning 
Committee on which the Council Chairman serves as 
Chairman. 

• Amend Article XI, Section 4 (Computers in 
Medicine Committee), following the words "Its 
Chairman" and before the words "shall be appointed" 
by inserting the words "and members" and by striking 
out the words "and said chairman shall appoint the 
other members of the committee with the approval 
of the President." 

• Amend Article XI, Section 8 (Committee on Drugs), 
following the words "Its chairman" and before the 
words "shall be appointed" by inserting the words 
"and members" and by striking out the words "and 
said chairman shall appoint the other members of the 
committee with the approval of the President." 

• Amend Article XI, Section 13 (Finney Fund Com¬ 
mittee), by striking out the sentence "It shall elect its 
own chairman." and inserting the words "The Presi¬ 
dent shall designate the chairman." 

• Amend Article XI, Section 16 (Liaison Committee 
with Third Party Carriers), in the first sentence fol¬ 
lowing the word "President" by adding the words 
"who shall designate the Chairman." 

• Amend Article XI, Section 18 (Liaison Committee 
with Department of Health and Mental Hygiene), in 
the first sentence following the word "President" by 
adding the words "who shall designate the 
Chairman." 

• Amend Article XI, Section 22 (Medicolegal Com¬ 
mittee), following the words "Its Chairman" and 
before the word "shall be appointed" by inserting the 
words "and members" and by striking out the words 
"and said Chairman shall appoint the other members 
of the committee with the approval of the President." 

• Amend Article XI, Section 24 (Occupational Health 
Committee), following the words "Its Chairman" and 
before the words "shall be appointed" by inserting the 
words "and members" and by striking out the words 
"and said chairman shall appoint the other members 
of the committee with the approval of the President." 

• Amend Article XI, Section 26 (Committee on Physi¬ 
cal Assistants), in the first sentence following the 
word "President" by adding the words "who shall 
designate the Chairman" and by striking out the 
second sentence, "It shall elect its own chairman." 

• Amend Article XI, Section 28 (Physician Rehabilita¬ 
tion Committee), in the first sentence following the 
word "President" by adding the words "who shall ap¬ 
point the following members:" and by striking out the 
words "and the following members appointed by the 
Chairman with the approval of the President:" 

• Amend Article XI, Section 30 (Preventive Medicine 
and Public Health Committee), following the words 
"Its Chairman" and before the words "shall be ap- 
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pointed" by inserting the words "and members" and 
by striking out the words "with the members of the 
committee appointed by the Chairman with the ap¬ 
proval of the President." 

• Amend Article XI, Section 33 (Public Relations 
Committee), following the words "Its Chairman" and 
before the words "shall be appointed" by inserting the 
words "and members" and by striking out the words 
"and said Chairman shall appoint the other members 
of the committee with the approval of the President." 

The Bylaws Committee recommends adoption of the 
foregoing amendments. 

2. Proposed Bylaw Amendment to Change the Lan¬ 
guage of the Committee on Continuing Medical Education 
Review 

• Rationale: To more clearly define the responsibilities 
of the committee and to reflect the appointment of 
the members by the President. 

• Amend Article XI, Section 5, in the first sentence fol¬ 
lowing the words "advise upon" by striking the word 
"all" and inserting the word "continuing" and after the 
words "education matters" by striking the words "with 
emphasis on post graduate educational offerings"; in 
the second sentence, following the word "survey" by 
striking the word "specified" and inserting the words 
"and accredit qualified"; and in the last sentence fol¬ 
lowing the words "The Chairman" by inserting the 
words "and members" and by striking out the words 
"with members of the committee appointed by the 
Chairman with the approval of the President." 

OLD 

1 indicates deletion 

Section 5. A COMMITTEE ON CONTINUING 
MEDICAL EDUCATION REVIEW of at least eight mem¬ 
bers shall consider and advise upon [all] medical education 
matters, [with emphasis on post graduate educational offer¬ 
ings]. Through authority delegated to the committee from 
the Accreditation Council for Medical Education, it shall 
survey [specified] institutions requesting authority to spon¬ 
sor their own continuing medical education programs. Ac¬ 
tivities of this committee shall not conflict in any way with 
activities authorized by these bylaws to other committees of 
the Faculty. The Chairman of this committee shall be ap¬ 
pointed by the President [with members of the committee 
appointed by the Chairman with the approval of the Presi¬ 
dent]. 

_ NEW 

CAPS indicate change 

Section 5. A COMMITTEE ON CONTINUING 
MEDICAL EDI ICATION REVIEW of at least eight mem¬ 
bers shall consider and advise upon CONTINUING medi¬ 
cal education matters. Through authority delegated to the 
committee from the Accreditation Council for Continuing 
Medical Education, it shall survey AND ACCREDIT 
QUALIFIED institutions requesting authority to sponsor 


their own continuing medical education programs. Activities 
of this committee shall not conflict in any way with activities 
authorized by these bylaws to other committees of the Facul¬ 
ty. The Chairman AND MEMBERS of this committee shall 
be appointed by the President. 

The Bylaws Committee recommends adoption of the 
above amendment. 

3. Proposed Bylaw Amendment to Substitute the Cost 
Effective Committee with the Small Area Practice variation 
Committee 

• Rationale: Substitution required to better reflect the 
present function of the committee which is con¬ 
centrated in the analysis of small area medical prac¬ 
tice variation. 

• Amend Article XI, Section 6, Committee on Cost Ef¬ 
fective Medical Care, by substituting for it the 
following new section: 

Section 6. A COMMITTEE ON SMALL AREA 
PRACTICE VARIATION consisting of at least five 
members appointed by the President. The President 
shall designate the Chairman. All members shall be 
chosen for their knowledge, experience and interest 
in small area analysis and medical practice variation. 
The committee shall act as an analytical group to 
review studies conducted by outside organizations 
and shall be authorized to conduct independent 
studies upon approval by the Executive Committee. 

OLD 

] indicates deletion 

Section 6. A COMMITTEE ON COST EFFECTIVE 
MEDICAL CARE of at least five members shall be ap¬ 
pointed annually. It shall disseminate information on cost- 
containment and work toward the advancement of cost 
effective quality medical care. Its chairman shall be ap¬ 
pointed by the President and said chairman shall appoint the 
other members of the committee with the approval of the 
President.] 


NEW 

Rewritten in its entirety. 

The Bylaws Committee recommends adoption of the 
foregoing amendment. 

4. Proposed Bylaw Amendment to Change the Language 
of the Committee on Emergency Medical Services 

• Rationale: To incorporate appropriate language to 
ensure that Med-Chi members who are interested in 
emergency medicine are appointed to the commit¬ 
tee. 

• Amend Article XI (Committees), Section 10, in the 
first sentence following the words "composed of 
those" and before the word "physician" by inserting 
the words "interested members as well as"; and fol¬ 
lowing the words "representatives of' by striking out 
the words "all hospitals" and inserting the words 
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"each hospital"; and following the word "activity" by 
striking out the word "shall" and inserting the word 
"may"; and in the third sentence following the word 
"public" by striking out the word "shall" and inserting 
the word "may." 

OLD 

1 indicates deletion 

Section 10. A COMMITTEE ON EMERGENCY 
MEDICAL SERVICES composed of those physician rep¬ 
resentatives of [all hospitals] in Maryland desiring to par¬ 
ticipate in this activity [shall] be appointed by the President 
who shall also designate the Chairman. This committee shall 
develop action programs in emergency medical services to 
meet the state’s needs and maintain liaison groups at all 
levels concerned with such services. It shall strive for con¬ 
tinued improvement in the emergency care provided mem¬ 
bers of the public; [shall] develop and present educational 
programs in this regard; and shall make recommendations 
in cooperation with other concerned groups and individuals 
for remedial actions where deemed necessary. It shall also 
attempt to coordinate, wherever possible, similar activities 
being carried out by like committees of other organizations. 


NEW 

CAPS indicate change 

Section 10. A COMMITTEE ON EMERGENCY 
MEDICAL SERVICES composed of those INTERESTED 
MEMBERS AS WELL AS physician representatives of 
EACH HOSPITAL in Maryland desiring to participate in 
this activity MAY be appointed by the President who shall 
also designate the Chairman. This committee shall develop 
action programs in emergency medical services to meet the 
state’s needs and maintain liaison with groups at all levels 
concerned with such services. It shall strive for continued im¬ 
provement in the emergency care provided members of the 
public; MAY develop and present educational programs in 
this regard; and shall make recommendations in cooperation 
with other concerned groups and individuals for remedial 
actions where deemed necessary. It shall also attempt to 
coordinate, wherever possible, similar activities being car¬ 
ried out by like committees of other organizations. 

The Bylaw Committee recommends adoption of the 
above amendment. 

5. Proposed Bylaw Amendment to Change the Name and 
Language of the Committee on Emotional Health 

• Rationale: To more appropriately describe the ac¬ 
tivities of the Committee and to include a change to 
reflect appointment of the members by the President. 

• Amend Article XI (Committees), Section 11, in the 
first sentence following the words "COMMITTEE 
ON" and before the word "HEALTH" by striking out 
the word "EMOTIONAL" and inserting the word 
"MENTAL," and in the last sentence following the 
words "Its Chairman" and before the words "shall be 


appointed" by inserting the words "and members" 
and striking out the words "and said chairman shall 
appoint the other members of the committee with the 
approval of the President." 

OLD 

[ ] indicate deletion 

Section 11. A COMMITTEE ON [EMOTIONAL] 
HEALTH of at least five members shall investigate, con¬ 
sider, and advise upon all areas of emotional liaison and 
mental health and maintain close liaison with the areas of 
mental retardation and alcoholism. Its Chairman shall be ap¬ 
pointed by the President [and said chairman shall appoint 
the other members of the committee with the approval of the 
President.] 

. NEW 

CAPS indicate change 

Section 11. A Committee on MENTAL Health of at least 
five members shall investigate, consider, and advise upon all 
areas of emotional and mental health and maintain close 
liaison with the areas of mental retardation and alcoholism. 
Its Chairman AND MEMBERS shall be appointed by the 
President. 


6. Proposed Bylaw Amendment to Dissolve the Commit¬ 
tee on Health Manpower and Planning 

• Rationale: The committee’s activities are no longer 
necessary. Due to Reagan’s federal policies, most 
HSAs have been dissolved. Faculty staff can monitor 
any such activities. 

• Amend Article XI (Committees), Section 14, by 
striking out this section in its entirety as follows (sub¬ 
sequent sections being automatically redesignated): 

Section 14. A COMMITTEE ON HEALTH MAN¬ 
POWER AND PLANNING of at least nine members shall 
be appointed annually by the President. The committee shall 
have as its duty the monitoring of developments in health 
planning at local, state, and national levels; the dissemina¬ 
tion of such information as it obtains to the House of 
Delegates, appropriate Faculty committees, component 
societies, and individual members of the Faculty; the 
monitoring primarily of the distribution of physicians in the 
state by county, specialty, and other suitable breakdowns 
through the collection and analysis of all available data on 
physician manpower as well as public needs; and involve it¬ 
self generally in analysis of the socioeconomic issues and 
other pertinent areas of interest. The committee may recom¬ 
mend action to the Faculty’s governing bodies, appropriate 
Faculty committees, and component societies. The Presi¬ 
dent shall designate the Chairman of the committee 
annually. 

The Bylaws Committee recommends adoption of the 
above amendment. 
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7. Proposed Bylaw Amendment to change the Language 
of the Committee on Long Term Care and Geriatrics 

• Rationale: Change required to reflect the appoint¬ 
ment of the Chairman by the President and to include 
the expanded activities of the committee in the areas 
of geriatric rehabilitation facilities and home health 
care services. 

• Amend Article XI (Committees), Section 19, in the 
first sentence following the word "President" and 
before the word "each" by inserting the words "who 
shall designate the Chairman."; in the second sen¬ 
tence following the words "geriatrics facilities" and 
before the word "development" by inserting the 
words "geriatric rehabilitation facilities, and home 
health care services," and following the words "in 
such facilities" and before the words "the goals" by 
striking out the words "provide for means of review 
that" and inserting the words "and by outpatient and 
home health care service providers; serve in an ad¬ 
visory capacity to ensure that." 

The Bylaws Committee recommends adoption of the 
above amendment. 

OLD 

] indicate deletion 

Section 19. A COMMITTEE ON LONG-TERM CARE 
AND GERIATRICS, consisting of not less than six mem¬ 
bers shall be appointed by the president each year. Its duties 
and responsibilities shall include but not be limited to the 
evaluation of health care rendered in long-term care and 
geriatrics facilities, development of fundamental principles 
involved in seeing that quality health services are provided 
in such facilities; [provide for means of review that] the goals 
established by the committee are being met in all such 
facilities; work with those governmental and other agencies 
which are involved in the provision and delivery of long-term 
care and geriatrics services; develop and seek funding for 
any research projects that might improve the quality of such 
long-term care and geriatrics services; develop interaction 
of the various professional and nonprofessional groups con¬ 
cerned with long-term care and geriatrics, preparing and 
presenting educational programs to acquaint the profession, 
the public, and others with problems relating to services in 
such institutions and to integrate these services into the total 
health care system. 


. NEW 

CAPS indicate change 

Section 19. A COMMITTEE ON LONG-TERM CARE 
AND GERIATRICS , consisting of not less than six mem¬ 
bers shall be appointed by the President WHO SHALL AP¬ 
POINT THE CHAIRMAN each year. Its duties and 
responsibilities shall include but not be limited to the evalua¬ 
tion of health care and geriatrics facilities, GERIATRIC 
REHABILITATION FACILITIES, AND HOME 
HEALTH CARE SERVICES; development of fundamen¬ 
tal principles involved in seeing that quality health services 
are provided in such facilities AND BY OUTPATIENT 


AND HOME HEALTH CARE SERVICE PROVIDERS; 
SERVE IN AN ADVISORY CAPACITY TO ENSURE 
THAT the goals established by the committee are being met 
in all such facilities; work with those governmental and other 
agencies which are involved in the provision and delivery of 
long-term care and geriatrics services; develop interaction 
of the various professional and nonprofessional groups con¬ 
cerned with long-term care and geriatrics preparing and 
presenting educational programs to acquaint the profession, 
the public, and others relating to services in such institutions 
and to integrate these services into the total health care sys¬ 
tem. 

The Bylaws Committee recommends adoption of the 
above amendment. 

8. Proposed Amendment to Change the Language of the 
Committee on Medicine and Religion 

• Rationale: To increase the membership of the com¬ 
mittee, to indicate the appointment of the Chairman 
by the President, and to expand the committee’s ac¬ 
tivities to explore the moral aspects of medical care. 

• Amend Article XI (Committees), Section 21, follow¬ 
ing the words "less than" by striking out the words "six 
members" and inserting the words "four or more than 
eight members," and in the last sentence following the 
word "it and before the words "shall also endeavor" 
by inserting the words "shall serve as a moral values 
committee of the faculty and" 

OLD 

L ] indicates deletion 
OMMITTEE ON MEDICINE AND 
RELIGION shall be appointed by the President to consist 
of not less than [six members.] It shall be charged with main¬ 
taining liaison and effective lines of communication between 
physicians and clergymen leading to the most effective care 
and treatment of the patient and his family. It shall also en¬ 
deavor to assist medical schools and nursing schools in their 
educational endeavors, and shall be available to theological 
seminaries for similar assistance - all within the areas of 
medicine and religion combined. 


NEW 

CAPS indicate change 

Section 21. A COMMITTEE ON MEDICINE AND 
RELIGION shall be appointed by the President to consist 
of not less than FOUR OR MORE THAN EIGHT MEM¬ 
BERS. THE PRESIDENT SHALL DESIGNATE THE 
CHAIRMAN. It shall be charged with maintaining liaison 
and effective lines of communication between physicians 
and clergymen leading to the most effective care and treat¬ 
ment of the patient and his family. It SHALL SERVE AS A 
MORAL VALUES COMMITTEE OF THE FACULTY 
AND shall also endeavor to assist medical schools and nurs¬ 
ing schools in their educational endeavors, and shall be avail¬ 
able to theological seminaries for similar assistance - all 
within the areas of medicine and religion combined. 
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The Bylaws Committee recommends adoption of the 
above amendment. 

9. Proposed Amendment to Change the Language of the 
Peer Review Committee 

• Rationale: To reflect the recent changes in the law 
(SB-560) pertaining to the peer review system. 

• Amend Article XI (Committees), Section 25, by sub- 
stituting for it the following: 

The PEER REVIEW COMMITTEE shall consist of 
not less than 12 members, with an effort made to rep¬ 
resent major specialties. One-third shall be ap¬ 
pointed annually for three-year terms by the Presi¬ 
dent. The Chairman shall be designated annually by 
the President. It shall be the duty of this committee 
to review the practices of Maryland physicians in in¬ 
stitutions, offices, and other locations where medical 
care is rendered, for the purpose of evaluating the 
professional, physical, or mental competence of 
physicians, but only when formal peer review is duly 
authorized by Faculty bylaws or State law. This 
review shall include, but not be limited to, the stand¬ 
ard of medical care rendered. The committee shall 
also be charged with review of the care rendered by 
those persons under the supervision of physicians. 
All complaints shall be submitted in writing to the 
committee Chairman prior to initiation of the review 
process. At the discretion of the committee, a case 
may be referred to a local peer review committee. 
Any party aggrieved by the action of a local peer 
review committee may within 30 days of such action, 
file an appeal in writing to the Peer Review Commit¬ 
tee of the Faculty, which should review the matter on 
appeal. If a local peer review committee fails to in¬ 
itiate or pursue action with respect to any complaint 
within 90 days of the referral, the Faculty may take 
original jurisdiction of the case. This committee’s ser¬ 
vices shall be made available to any responsible com¬ 
plainant. All peer review committee proceedings are 
confidential within the legal limits. 


OLD 

Section 25. A PEER REVIEW COMMITTEE consist 
of not less than nine members, one third of whom shall be 
appointed annually for three-year terms by the President. It 
shall be the duty of this committee to review the practices of 
Maryland physicians practicing in institutions, offices and 
other locations where medical care is rendered, for the pur¬ 
pose of evaluating the appropriateness of the care rendered 
as well as the competency and efficiency of the physicians 
rendering it. This review shall include, but not limited to, the 
quality of the physical examination given The committee 
shall also be charged with review of the quality of care 
rendered by those persons under the supervision of 
physicians. All complaints, allegations, and/or accusations 
must be as specific as possible, and submitted to the Com¬ 


mittee Chairman, in writing, prior to initiation of a review 
process. The committee shall stimulate component societies 
to establish similar Peer Review Committees with the same 
purposes, but if a component society declines to establish 
such a committee, or refer cases to an already established 
committee, the Faculty’s Peer Reveiw Committee may as¬ 
sume original jurisdiction of the matter. Any party aggrieved 
by the action of a local Peer Review Committee may, within 
30 days of such action, file an appeal in writing to the Peer 
Review Committee of the Faculty which shall review the mat¬ 
ter on appeal; provided, however, that if a local Peer Review 
Committee fail to initiate or pursue action with respect to 
any complaint of an aggrieved party within 90 days of the 
referral of the matter to it, the Review Committee of the 
Faculty may take original jurisdiction of the matter. This 
Committee’s services shall be made available to any third 
party payor on request, or it may institute a review of the 
physician’s medical care delivery based upon information 
coming to it from any source, such as other Faculty commit¬ 
tees, public interest groups, other professional organiza¬ 
tions, local, state or federal agencies, or responsible and 
competent members of the general public. The identity of 
any patient, or any identifying information, shall be kept con¬ 
fidential by this committee. The Chairman shall be desig¬ 
nated annually by the President. 


4EW 

Rewritten in its entirety. 

The Bylaws Committee recommends adoption of the 
above amendment. 

10. Proposed Bylaw Amendment to Establish a Commit¬ 
tee on Specialist Identification 

• Rationale: To establish the present ad hoc commit¬ 
tee as a full standing committee of the Faculty. 

• Amend Article XI (Committees) by inserting after 
Section 35, a new Section 36 (subsequent sections 
automatically redesignated): 

Section 36. A COMMITTEE ON SPECIALIST 
IDENTIFICATION of at least nine members shall 
be appointed annually by the President; one of whom 
the President shall designate as Chairman. The com¬ 
mittee shall review applications received by the 
Board of Medical Examiners and referred to the 
Faculty for recommendation on identification of 
medical specialty. 

The Bylaws Committee recommends adoption of the 
above amendment. 


HAROLD B. BOB MD, Chairman, Baltimore 
JOHN R. LILLY MD, Hyattsville 
ALEX AZAR MD, Salisbury 
LESLIE R. MILES, Jr. MD, Lonaconing 
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Continuing Medical Education Review 

Mr. President and Members of the House of Delegates: 

The Sixth Annual Meeting for CME directors and plan¬ 
ners was held during Med-Chi’s Annual Meeting. The fea¬ 
tured speaker, Dr. Larrie W. Greenberg, from Childrens 
Hospital, National Medical Center in Washington, D.C., 
conducted a workshop entitled "Improving the Quality of 
CME: A Faculty Development Approach." The format of 
the workshop was excellent and well received by all the par¬ 
ticipants. 

The Committee held six meetings during the past year. 
Among other activities, the Committee conducted a survey 
of those Maryland hospitals identified as not currently being 
accredited by Med-Chi to provide Category I CME offer¬ 
ings. Each of those hospitals were contacted and provided 
and provided information on how to become accredited. At 
this time, sixty hospitals and organizations are accredited by 
Med-Chi. 

Action was taken on the following organizations/hospitals 
that are accredited by Med-Chi to provide intrastate 
Category I continuing medical education programs: 

1. American Cancer Society - Maryland Division 

2. American Heart Association - Maryland Affiliate 

3. American Lung Association of Maryland 

4- 4. Anne Arundel General Hospital 

4- 5. Baltimore County General Hospital 

6. Bon Secours Hospital 

7. Carroll County General Hospital 

8. Center for Health Education, Inc. 

9. Chestnut Lodge 

10. Children’s Hospital, Inc. 

11. Church Hospital 

12. Community Psychiatric Clinic, Inc. 

13. Crownsville Hospital Center 

14. AMI Doctors’ Hospital of Prince George’s Hospital 

15. Dorchester General Hospital 
4- 16. Fallston General Hospital 

17. Franklin Square Hospital 
4- 18. Frederick Memorial Hospital 

19. Good Samaritan Hospital 

20. Greater Baltimore Medical Center 

21. Greater Laurel Beltsville Hospital 
4- 22. Harford Memorial Hospital 

4- 23. Holy Cross Hospital 

24. Howard County General Hospital, Inc. 

4- 25. Kernan Hospital 

26. Levindale Hebrew Geriatric Center and 
Hospital, Inc. 

27. Liberty Medical Center 

28. Maryland General Hospital 

29. Maryland Hospital Education Institute 

30. Maryland Psychiatric Society 
4- 31. Maryland Radiological Society 

32. Memorial Hospital (Cumberland) 

33. Memorial Hospital (Easton) 

34. Mercy Hospital 

4- 35. Montgomery County Medical Society 


36. Montgomery General Hospital 

37. Montgomery Village Seminars 

38. The Neurology Center, P.A. 

39. North Arundel Hospital 

40. The North Charles Hospital 

41. Peninsula General Hospital 

42. Prince George’s County Medical Society 
4- 43. Prince George’s Hospital Center 

44. Sacred Heart Hospital 

45. St. Agnes Hospital 

46. St. Joseph Hospital 

47. Shady Grove Adventist Hospital 
4- 48. Sheppard & Enoch Pratt Hospital 

49. Sinai Hospital 

50. South Baltimore General Hospital 

51. Southern Maryland Hospital, Inc. 

52. Spring Grove Hospital 

53. Springfield Hospital Center 

54. Suburban Hospital 

55. Taylor Manor Hospital 

56. Union Memorial Hospital 

57. University Health Center, University of Maryland 

58. Veterans Administration Hospital/Perry Point 
4- 59. Washington Adventist Hospital 

60. Washington County Hospital 

4-/- indicates accreditation was renewed during 

1987-1988 

Those hospitals/organizations having no marking were 
granted accreditation in previous years. 

EUGENE P. LIBRE MD, Chairman 
JAMES CASTELLANO MD 
RICHARD F. CIOFFI MD 
IRVIN H. COHEN MD 
LAWRENCE F. COHEN MD 
WORTH B. DANIELS MD 
JOHN M. DENNIS MD 
HOWARD D. GOLDSTEIN MD 
KEVIN N. HENNESSEY MD 
CHARLES F. HOBELMANN MD 
JOHN C. HYLE MD 
HENRY H. KWAH MD 
SIMEON MARGOLIS MD 
GORDON W. MELLA MD 
ALBERT I. MENDELOFF MD 
ABDUL NAYEEM MD 
R. KENNEDY SKIPTON MD 
EDWIN H. STEWART MD 
BERNARD TABATZNIK MD 
WILLIAM L. THOMAS MD 
JOHN W. BULLARD PhD (Advisory) 

JACK L. MASON PhD (Advisory) 
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Delegates to the AMA House of Delegates 

Mr. President and Members of the House of Delegates: 

Your delegation attended the annual session of the AMA 
House of Delegates from December 6-9, 1987 in Atlanta, 
Georgia and reports the following summary of the major is¬ 
sues considered at the meeting. 

The AIDS Epidemic The House filed an important 
report of the Council on Ethical and Judicial Affairs provid¬ 
ing ethical guidelines to physicians on three significant issues 
related to the AIDS epidemic: 

1. A physician may not ethically refuse to treat a patient 
solely because the patient is seropositive. 

2. Where there is no statute that mandates or prohibits 
the reporting of seropositive individuals to public health 
authorities and a physician knows that a seropositive 
patient is endangering a third party, the physician should: 

a. attempt to persuade the infected patient to cease; 

b. if persuasion fails, notify the authorities; 

c. if the authorities take no action, notify the endangered 
third party. 

3. A physician who knows that he or she has an infectious 
disease should not engage in any activity that creates a 
risk of transmission of the disease to others. 

AMA Activities Related to AIDS The House adopted a 
Board report that describes a full range of Association ac¬ 
tivities in response to the growing AIDS crisis, including 

• Publication and distribution of 11 informational 
reports on AIDS to 370,000 physicians. 

• Regional AIDS health education programs were 
conducted in Pennsylvania, Texas, California, and Il¬ 
linois. 

• A national conference on "AIDS and Public Policy: 
A Community Response" was held in April 1987 with 
800 attendees. 

• Another national conference planned for March 
1988 and a video clinic on "AIDS in the Workplace" 
is under development. 

• Through the judicial process the AMA has continued 
to exercise leadership in protecting patients with 
AIDS from unreasoned discrimination based on 
their handicap. 

• A number of other educational activities were 
reported including cooperation with the CDC in the 
development of informational brochures for the 
public, public service announcements, and radio 
programming. 

Problems in AIDS Education The House approved a 
report outlining various national efforts in educating the 
public on the prevention of AIDS. The report claims that ef¬ 
forts in health education and prevention have been inade¬ 
quate in scope and lack coordination. 

The report, submitted by the AMA Council on Scientific 
Affairs, recommended that the AMA support AIDS educa¬ 
tion in the United States by 

• Encouraging national coordination and tracking of 
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all major AIDS health education and prevention ac¬ 
tivities. 

• Encouraging the federal government through AMA 
policy statements and recommendations to increase 
funding for prevention and education significantly in 
accordance with Public Health Service Projections of 
the incidence of HIV related disease. 

• Encouraging the federal government through AMA 
policy statements and recommendations to take a 
stronger leadership role in ensuring interagency 
cooperation, private sector involvement, and the dis¬ 
pensing of fund based upon real and measurable 
needs. 

• Organizing, in collaboration with other groups, a na¬ 
tional conference aimed at developing strategies and 
recommendations for AIDS education in the United 
States. 

• Developing and facilitating by all methods available 
to the AMA educational resources and effective 
delivery programs for specific targeted groups. 

• Encouraging physicians to assist parents in providing 
human sexuality education to children and adoles¬ 
cents. 

Professional Liability Professional liability continues to 
be of critical importance to medicine, generating much dis¬ 
cussion at the Interim Meeting. 

The House adopted a comprehensive report prepared by 
the AMA’s Special Task Force on Professional Liability and 
Insurance and the AMA’s Advisory Panel on Professional 
Liability. The report 

• described recent federal activity in this area 

• described recently developed alternatives to the civil 
justice system 

• discussed risk retention groups, procedural based in¬ 
surance rating plans, and the availability of Directors 
and 

• officers liability insurance. 

The House also considered a number of resolutions on 
this issue and approved 

• a resolution calling upon the AMA to compile a 
report of state tort reforms overturned by the courts 
in the past 15 years. 

• a resolution calling on the AMA to support and com¬ 
mend the efforts of the Florida Medical Association 
in seeking enactment of an alternative mechanism to 
the current tort system for resolving medical liability 
disputes, "Medical Incident Compensation Act" 
(MICA). The resolution also asked the AMA to 
carefully evaluate MICA along with other tort reform 
measures. 

• a resolution calling on the AMA to seek the coopera¬ 
tion of state medical associations and consumer 
groups to procure the enactment of legislation that 
will limit lawyer’s contingent fees to a reasonable per¬ 
centage of the net recovery. 

Physician Reimbursement Under Medicare Numerous 
reports and resolutions addressed the continuing problems 



physicians are having with the administration of the 
Medicare program. 

The House considered a comprehensive informational 
report providing an update on the current status of the 
Medicare physician payment issue and detailing the inten¬ 
sive AMA activities in this area. 

The House also approved a resolution calling on the 
AMA "to reaffirm to the public the principle that payment 
schedules adopted by third party payors shall be construed 
as schedules of benefits to their covered insureds except in 
cases where physicians have voluntarily contracted with the 
insurer to accept those benefits as payment in full for ser¬ 
vices rendered, or as required by law." 

Protection for Medicare Patients of Limited Means A 
resolution was adopted that asks the AMA to aid and en¬ 
courage individual state medical societies to develop volun¬ 
tary Medicare assignment programs that will assist in the 
protection of the financial resources of the elderly of limited 
means and that will ensure access to health care for all of the 
elderly. 

The House also recognized the National Eye Care Project 
of the American Academy of Ophthalmology as an example 
for other societies to follow. 

In a final word on the subject, the House approved a 
resolution calling on the AMA Board of Trustees to con¬ 
tinue to actively oppose, through appropriate political and 
legal means, any and all actions by any governmental agen¬ 
cy or legislative body requiring mandatory acceptance of 
Medicare assignment and that all concerned physicians be 
encouraged to join with the AMA in the active opposition to 
such oppressive action. 

Maximum Allowable Actual Charge (MAAC) Inequi¬ 
ties in Medicare’s maximum allowable actual charge limits 
stimulated several resolutions and stirred considerable 
debate among the physicians. The House approved policy to 

• seek legislation to eliminate unfair fee distortions 
created by the current MAAC implementations 

• exert every effort to prevent physicians from being 
penalized, persecuted, or prosecuted for uninten¬ 
tional possible MAAC violations 

• relieve physicians of the inequitable MAAC 
provisions 

• eliminate the artificial and misleading categorization 
of physicians as "participating" or "nonparticipating" 

• seek to correct MAAC discrimination against young 
physicians 

• oppose efforts by commercial carriers or the federal 
government that would require physicians to predict 
reimbursement for services rendered 

• work for repeal of the provision of the Omnibus 
Budget Reconciliation Act of 1986 regarding 
notification of patients receiving elective surgery of 
the physician charge and the amount the patient 
would be expected to pay when the charge is $500 or 
more and the claim is not accepted on an assigned 
basis 


• work to repeal provisions that require physicians to 
refund payments associated with Medicare services 
that are deemed medically unnecessary by HCFA 
after the fact 

• communicate to the federal government that: 

1. increases in Medicare reimbursement need to be 
universal. 

2. current reimbursement needs to be adjusted. 

3. discrimination in schedules between participating 
and nonparticipating physicians should be ended. 

Peer Review Organizations (PROs) The House con¬ 
sidered a status report on current PRO program develop¬ 
ments and on the activities of the Ad Hoc Committee on 
PRO. The House learned that significant progress has been 
made in working with HCFA, as well as with Congress, on 
PRO concerns. The House noted the current willingness of 
federal PRO program officials to listen to the concerns of 
physicians. The House took a number of actions to seek 
redress of weaknesses in the PRO program, asking the AMA 
to 

• challenge both the PROs and HCFA publicly and 
politically, to develop a program that honestly 
promotes high quality and the delivery of efficient 
medical care 

• take appropriate steps to assure that the PRO 
statutes as now written and implemented through 
HCFA guidelines reflect the community standards 
for high quality care 

• call upon Congress and HCFA to assure sufficient 
funding for programs to inform patients and 
physicians concerning the actions of PROs 

• urge that peer review organization review be ex¬ 
tended to all care rendered in government-managed 
hospitals and systems 

• work to eliminate the bounty system in the Office of 
HHS Inspector General that provides employees 
with bonuses based on the number of sanctions im¬ 
posed and penalties recovered 

• take appropriate steps to assure that physicians have 
early input in the PRO complaint process and receive 
appropriate due process review opportunities prior 
to any report being sent to the patient regarding the 
quality of care provided. 

Resident Physician Working Hours The AMA Coun¬ 
cil on Medical Education submitted a far-reaching report 
setting forth 10 guiding principles on issues of resident work¬ 
ing hours and supervision. The Council asked the House to 

• recognize that problems exist with regard to resident 
supervision, which may compromise the educational 
program, the health of residents, and patient care 

• urge the ACGME to revise the Essentials of Ac¬ 
credited Residencies in GME to emphasize the im¬ 
portance of resident supervision, work hours, and 
stress 

• urge each Residency Review Committee to revise its 
Special Requirements to define the supervision and 
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the maximum work hours to avoid excessive stress 
and fatigue, to assure quality patient care, and to at¬ 
tain the objectives of the educational program. 

Nursing Education and the Supply of Nursing Personnel 
in the US The House adopted a report that concluded a 
shortage of nurses impacts safe and effective medical ser¬ 
vices in hospitals and the home. The Board called for incen¬ 
tives that will effectively help recruit, retain, and encourage 
the continuing formal education of skilled personnel who 
will work at the bedside in hospitals. The House approved 
these recommendations to address this growing problem: 

1. Support all levels of nursing education, at least until the 
crisis in the supply of bedside care personnel is resolved. 

2. Support government and private initiatives that would 
facilitate the recruitment and education of nurses to provide 
care at the bedside. 

3. Support economic and professional incentives to at¬ 
tract and retain high quality individuals to provide bedside 
nursing care. 

4. Support hospital-based continuing education 
programs to promote the education of caregivers who assist 
in the implementation of medical procedures in critical care 
units, the operating and emergency rooms, and medical-sur¬ 
gical care. 

5. Cooperate with other organizations concerned with 
acute and chronic care to develop quality educational 
programs and methods of accreditation of programs to in¬ 
crease the availability of caregivers at the bedside and to 
meet the medical needs of the public. 

AMA Budget, Fiscal 1988 The House considered the 
1988 plan and budget and commended the Board and its 
Finance Committee and the Executive Vice President for 
their skillful management of the Association’s financial 
resources The budget includes operating revenues of 
$165,870,000 and operating expenses of $163,090,000. 

AMA Membership The House learned that the AMA 
made record-breaking membership gains in 1987 resulting 
in an increase in AMA market share. 

Membership Incentive Program The House adopted a 
Board Report describing the implementation of a financial 
incentive program designed to reward state medical 
societies for achieving AMA membership growth beyond es¬ 
tablished revenue goals based on each state’s own past per¬ 
formance. 

Members Insurance Plan The House approved a Board 
of Trustees recommendation to form an in-house, for-profit 
insurance agency subsidiary to handle the administration, 
brokerage, and marketing of the AMA’s insurance plans. 
These plans will now be offered to nonmembers. This expan¬ 
sion of the target market is designed to result in augmenta¬ 
tion of nondues income and increased profitability to the 
AMA. 


Resident Physician Involvement in AMA The House 
adopted a resolution asking the AMA to determine the num¬ 
ber of AMA delegates allocated to each state due to resident 
physician membership and to encourage equitable resident 
representation in each state’s AMA delegation. 

FMG Participation The House adopted a resolution as¬ 
king the AMA to offer encouragement and assistance to 
state and county medical societies in fostering greater par¬ 
ticipation of foreign medical graduates in leadership posi¬ 
tions at all levels of organized medicine. 

Medical Staff Participation in the Joint Commission Site 
Surveys The House voted to have the AMA work with the 
Joint Commission to assure that appropriate members of the 
medical staff, along with their designated support personnel, 
represent the medical staff during the Joint Commission site 
survey. 

Contractual Relations - Alternative Health Plans The 

House called for an AMA study on the implications of 
hospitals’ contractual relationships with alternative heath 
plans. 

Role of the Hospital Medical Director A resolution was 
adopted calling for the development of guidelines for the 
role of medical director that will maintain the autonomy of 
the self-governing medical staff and encouragement of a 
cooperative and effective relationship between the medical 
staff and the medical director. 

Harvard AMA Relative Value Study The Board of Trus¬ 
tees submitted a status report on the Harvard/AMA Rela¬ 
tive Value Study, a national study of resource based relative 
value scales for physician services. Several resolutions on 
the issue also were introduced and referred for action. 

One resolution asked the Board to develop criteria by 
which the Relative Value Study could be evaluated seeking 
input from the various national specialty organizations. 

Also, the resolution asked the Board to develop recom¬ 
mendations for implementation of the RVS, assuming ac¬ 
ceptance by the AMA, to include both specific methodology 
and time to achieve full realignment. 

• • • 

Many AMA policies began with an individual physician 
who had a good idea and coaxed it through the democratic 
process. AMA House meetings provide a unique oppor¬ 
tunity, and we encourage you to attend and participate. Any 
member of the Association may present testimony at the 
Reference Committee hearings, and corridor discussions on 
the issues provide additional opportunities to get your views 
across. 

If you cannot attend the meeting you can still be repre¬ 
sented through your delegate. Let your delegation know your 
opinions.You also can prepare a resolution and request it be 
submitted to the House. 
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Delegates 

ALBERT M. ANTLITZ MD, Chairman 
ROLAND T. SMOOT MD, Vice-Chairman 
MICHAEL R. DOBRIDGE MD 
DONALD T. LEWERS MD 
GEORGE S. MALOUF MD 
CHARLES F. O’DONNELL MD 


Alternates 

JOHN H. HEBB MD 
HILDA I. HOULIHAN MD 
JOSEPH SNYDER MD 
HENRY N. WAGNER, Jr., MD 
PHILIP L. SCHNEIDER MD (Resident) 
WILLIAM E. VENANZI, Jr. (Student) 


Historic Meetings. 

On Maryland’s Eastern Shore —two hours from the pressures 
and pace of Washington, Baltimore and Philadelphia. With a 
superb restaurant and lounge, swimming pool, colonial charm, 
personalized service and meeting expertise you expect from 
one of America’s oldest inns. Featuring 119 guest rooms and 
seven meeting rooms to accommodate gatherings of 25-300. 



-Business Meeting Package- 

▼ per person/night 

(double occupancy) 

$Q^* per person/night 
O / (single occupancy) 

Includes: • Complete breakfast, 
lunch and dinner daily • Meeting room 
• 2 coffee breaks daily 
• Free parking • All gratuities 


i Hi 


rG 


Easton, Maryland 21601 
Phone (301) 822-1300 


*Pkg. min. 10 rooms. Based on 
availability. Limited number of 
package rooms, rates and 
conditions subject to change . 
without notice. Sales tax not 
included. Offer valid thru 
12/30/88, 


You Should Be Taking 
Care Of Your Patients 
... Not Your Billing! 



Management Systems, Inc. 

Will Speed Up Your Billing 
And “Cure” Ailing Accounts 

MSI implements new methods, designs new programs, and 
enhances existing systems to help physicians improve financial 
controls. 

^ Our system provides the doctor with fast turnaround time. 
s Medicare & Blue Shield claim dispositions occur on a weekly 
basis. 

Statements reach patients shortly after services have been 
rendered and your expert care is still fresh in their minds. 

^ Insurance rejections are easily resolved. 

^ Self-pay statements are generated as required with clear 
explanations. 

Management Systems, Inc.’s 
“Computer-Side Manner” Is 
The Best 

MSI can provide the level of participation 
each customer requires with a full range of 
services, using a batch system, an online system, or a 
comprehensive turnkey system. 

^ Insurance forms are completed and submitted, and self-pay 
statements are mailed. 

^ Receipts, deposits, and patient inquiries are handled by MSI. 
^ We manage your accounts receivable 

Our turnkey systems are comprehensive in handling all a 
physician’s billing needs. 

MSI can help physicians structure their office procedures. Our 
years of experience allow us to serve you in an efficient and 
individualized manner. 

Call MS! to find out how we can help you. 


( 301 ) 825-5626 



Management \^^/Systems, Inc. 

7215 York Road, Baltimore, Maryland 21212 
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Drugs 

Mr. President and Members of the House of Delegates: 

With the increase in public awareness concerning to the 
physician review process, the Committee on Drugs was faced 
with a number of challenges over the last year. Since the late 
’70s, the Chairman of the Committee has been appointed 
Medical Consultant to the Department of Health and Men¬ 
tal Hygiene. Although the initial intent was for monitoring 
the prescribing of amphetamines in the State of Maryland, 
the emphasis of referrals included all types of controlled 
dangerous substances. Over the years, the Division of Drug 
Control has submitted the findings of routine pharmacy sur¬ 
veys for evaluation. Many of the questions concerning 
prescribing had been clarified through an exchange of cor¬ 
respondence between the Committee and the physician in¬ 
volved. The Committee has been an investigative arm of the 
Commission on Medical Discipline. 

With the implementation of Senate Bill 560, the climate 
of physician review changed. The Committee became even 
more investigative and involved in the review of physician’s 
prescribing practices. At the beginning of the tenure of this 
committee one year ago, there were 60 active cases pending. 
At present, the Committee continues to receive pharmacy 
surveys from the Division of Drug Control, most of which are 
forwarded to the Maryland Commission on Medical Dis¬ 
cipline for referral in accordance with the Peer Review 
Management Protocol. The current procedures of the Com¬ 
mittee on Drugs are being considered, and appropriate 
protocols are being developed to expedite referrals. 

As our experience has shown, one of the most serious and 
most often reported problems brought to the attention of this 
Committee is the prescribing of narcotic analgesics (al¬ 
though there are many significant problems with the 
prescribing of other controlled dangerous substances such 
as sedative-hypnotic, tranquilizers, and lesser analgesic 
drugs). Some physicians continue to prescribe these medica¬ 
tions over extended periods. All too frequently, we find this 
is done without documentation of need or improvement in 
the patient’s condition. Frequently, these drugs are 
prescribed for people known to be addicted, some of whom 
are street-addict types and others who appear to be ordinary 
citizens but who are none the less addicted. This latter prac¬ 
tice is in violation of the Annotated Code of Maryland. Com¬ 
mittee members believe physicians should review the 
available literature to update their knowledge of the effects 
and side effects of analgesics and narcotics as well as their 
interaction with other drugs (for example, "Will Your 
Prescribing Habits Cost Your License?" Maryland Medical 
Journal, February 1988). 

One area of great concern this past year was the number 
of reports of physicians administering injectable Demerol 
and prescribing injectable Methadone. It is imperative that 
physicians be aware of the legal restrictions on the use of 
Methadone, either injectable or oral. It is also the opinion 
of the members of the Committee on Drugs that patients who 
require recurrent or regular injectable medications are seek¬ 
ing some effect other than pain relief. 
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It is important that physicians be aware of the dangers of 
prescribing controlled dangerous substances and that a high 
level of suspicion be maintained when prescribing these 
drugs. 

Committee members and staff will continue to strive to 
maintain its balance of educational and disciplinary value to 
the profession and to the community and will continue to be 
active in educating physicians who misuse their prescribing 
privileges. 

The Chairman is appreciative of the time, effort, and 
devotion of the Committee members and staff to this impor¬ 
tant aspect of physician education. 

DONALD M. PACHUTA MD, Chairman 

JUAN A. BELTRAN MD 

STEPHEN A. HIRSCH MD 

RICHARD H. KASTNER MD 

RAMESH K. KHURANA MD 

DON M. LONG MD 

MARK PARKHURST MD 

DANIEL S. PEARL MD 

MELVIN SHAROKY MD 

JOHN A. SINGER MD 

JOHN R. SMITH MD 

RICHARD F. TYSON MD 

RAYMOND A. WERTHEIM MD 


Emergency Medical Services 

Mr. President and Members of the House of Delegates: 

The Emergency Medical Services Committee held five 
meetings during the past year to discuss issues such as the 
treatment of hospice patients in the Emergency Depart¬ 
ment, AIDS, indigent patient care, and problems en¬ 
countered in the Emergency Department with HMOs. 

At the Committee’s suggestion, the Executive Committee 
appointed a Task Force on Emergency Medical Services and 
Pre-Paid Health Plans to consider problems related to these 
health plans and emergency departments. The Task Force, 
which consisted of three EMS physicians and three 
physicians employed by HMOs, met several times and 
developed a list of problems and their possible solutions. 
This report was submitted to the Executive Committee 
together with other general recommendations. 

During the year, the Committee discussed the denial of 
care to indigent patients. A motion was passed by the Com¬ 
mittee and forwarded to the Executive Committee for con¬ 
sideration. It was instrumental in the development of an 
Emergency Medicine page in the Maryland Medical Journal. 

PETER M. FAHRNEY MD, Chairman 
HENRY I. BABITT MD 
RAYOUND D. BAHR MD 
ROBERT A. BARISH MD 
FRANK T. BARRANCO MD 
C. TIMOTHY BESSENT MD 
WILLIE C. BLAIR MD 


LAWRENCE F. BLOB MD 
NICHOLAS N. BORODULIA MD 
ALEXANDER P. CADOUX MD 
R ADAMS COWLEY MD 
JOHN B. DEHOFFMD 
RANDY ELLIS MD 
LEONARD H. FLAX MD 
MANUEL A. GONGON MD 
PAMELA M. GURNICK MD 
J. PATRICK JARBOE MD 
HOWARD M. MAHON-HAFT MD 
JOHN R. MARSH MD 
SURENDRA K. MILAK MD 
DAN K. MORHAIM MD 
AMEEN I. RAMZY MD 
STEVEN S. REMSEN MD 
JOHN SHAVERS MD 
KEITH T. SIVERTSON MD 
JOHN K. STENE, JR MD 
LOUISE M. STOMIEROWSKI MD 
NANCY M. SWEET MD 
JEAN M. THORNE MD 
CHARLES E. WILES III MD 
JEFFREY M. ZALE MD 

Emotional Health 

Mr. President and Members of the House of Delegates: 

During 1987-1988, the Committee on Emotional Health 
met monthly from September through April. These items 
were discussed and/or acted upon: 

The bylaws were reviewed, and the Bylaws Committee of 
Med-Chi was asked to consider a name change. The Com¬ 
mittee members felt that "The Committee on Mental Health" 
would better identify the Committee and its activities. This 
issue is still pending. 

Under the fine leadership and editorial input of Dr. Lino 
Covi, "Today’s Psychiatry" contained articles submitted by 
committee members to the Maryland Medical Journal. A 
goal of the Committee has been to improve communication 
and collaboration between psychiatrists and other 
physicians in Maryland. 

Concerns regarding social workers making medical diag¬ 
noses continued to be explored. Communication with the 
Office of the Attorney General, Department of Social 
Workers, and Blue Cross and Blue Shield took place 
throughout the year. 

Drs. Gary Nyman, Kenneth Fligsten, and Mark Komrad 
met with representatives from the Med-Chi Insurance Fund 
Board of Directors to discuss psychiatric insurance 
coverage. This issue continues to be researched. 

Dr. Henry Harbin was invited to a committee meeting to 
review the Report of the Commission on the Future of State 
Psychiatric Hospitals. A letter, initiated by the Committee, 
was sent to Governor Schaefer, Senator Miller, Delegate R. 
Clayton Mitchell, and members of the Commission from 
Med-Chi from Dr. Leon Kassel expressing appreciation for 


the report and supporting implementation of the 
Commission’s recommendations. 

Discussion of interhospital transfer of psychiatric 
patients took place. 

Ms. Peggy Kostritsky, President of the State of Maryland 
Alliance for the Mentally Ill, presented an overview of the 
agency’s charge as well as pertinent legislative issues. Con¬ 
tact will be maintained with the Alliance in the future. 

Richard Anderson, MD, President of the Maryland 
Psychiatric Association and member of the Med-Chi 
Physician Rehabilitation Committee, met with the commit¬ 
tee members to discuss collaboration on areas of mutual con¬ 
cern. A representative from the Physician Rehabilitation 
Committee will be asked to serve as liaison to the Commit¬ 
tee. 

A scientific session, "Update on Diagnosing and Treating 
Eating Disorders," was held during Med-Chi’s Annual 
Meeting. The presentation, co-sponsored with the Shep¬ 
pard and Enoch Pratt Hospital, was outstanding and well- 
attended. 

The Committee looks forward to a busy and productive 
1988-1989. The Chairman thanks each Committee member 
for his/her time and effort in working to improve the quality 
of care for Maryland’s citizenry. 

GARY NYMAN MD, CHAIRMAN 
IDO ADAMO MD 
DAVID BARRET MD 
CHRISTOPHER BEVER MD 
MICHAREL J. BISCO MD 
ARNOLD BRENNER MD 
GLENN BYRNES MD 
RONALD E. CANN MD 
ROBERTO S. CASTRENCE MD 
LINO COM MD 
ROBERT C. DUVALL MD 
KENNETH E. FLIGSTEN MD 
PHYLLIS GREENWALD MD 
BRIAN M. HEPBURN MD 
STEPHEN A. HIRSCH MD 
PETER L. KLEIN MD 
BRUCE A. KAUP MD 
THOMAS KRAJEWSKI MD 
MARK KOMRAD MD 
DOUGLAS LAKIN 
NANCY NICHOLS MD 
BRUCE REGAN MD 
BETTY ROBINSON MD 
BARRY F. RUDNICK MD 
STEVEN L. SHAPIRO MD 
STEPHEN SEIBERT MD 
HARRY W. SMITH MD 
RONALD J. TAYLOR MD 
EDWARD L. SUAREZ-MURIAS MD 
GUSTAV J. WEILAND MD 
JANE C. WELLS MD 
LORI A. VISCOGLIOSI 
LEONARD ZULLO MD 

ABRAHAM SCHNEIDMUHL MD, Advisory Member 
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Executive Director 

Mr. President and Members of the House of Delegates: 

This past year has been one of exceptional growth and 
evolution for the Faculty. Through the teamwork of many 
dedicated individuals on staff, we were able to overcome 
some of the most difficult challenges ever to face organized 
medicine. 

On June 29, 1987, representatives from Med-Chi at¬ 
tended a press conference held by Lt. Governor Melvin 
Steinberg, Secretary of Licensing and Regulation William A. 
Fogle, Jr., and Insurance Commissioner Edward Muhl to an¬ 
nounce a further reduction in the malpractice insurance rate 
increase previously announced by Med-Mutual. Through 
the tireless efforts of Lt. Governor Steinberg, members of 
his staff, and members of Med-Chi staff, the rate increase, 
targeted at 32 percent, was reduced to 24 percent. 

As a recently elected Board Member of Med-Mutual, I 
have continued to work throughout the year for a greater 
level of communication between Med-Mutual and the 
physicians of Maryland, particularly those in high-risk 
specialties. In accordance with this, Med-Chi staff mailed 
malpractice surveys to members of four high-risk specialties 
(OB/GYN, neurosurgery, orthopedic surgery and emergen¬ 
cy medicine) in order to identify the counties in Maryland 
that would experience heavy losses of practicing physicians 
if malpractice premiums continue to rise. Staff will continue 
to evaluate the survey results, looking closely at physician age 
and practice location. 

On September 26,1987, over 200 members and friends of 
Med-Chi attended the Dedication Ceremony of the new 
Faculty Building. The ceremony included remarks from 
Leon Kassel MD, President of Med-Chi; George Malouf 
MD, Chairman of the Building Committee; Thomas V. Mike 
Miller, President of the Senate; and Alan Rifkin, Governor 
Schaefer’s Chief Legislative Officer who delivered a 
proclamation from the Governor declaring September 26, 
1987 as "Med-Chi Day" in Maryland. 

The 1988 Maryland General Assembly was a very produc¬ 
tive legislative session for the physicians of Maryland, and I 
personally thank those individual physicians, auxilians, and 
Med-Chi staff members who assisted in our lobbying efforts 
by traveling to Annapolis and contacting legislators all over 
the state. Through their efforts, many necessary modifica¬ 
tions in the existing laws were effected, and other proposals 
designed to deteriorate the quality of health care in 
Maryland were defeated. 

This year brought the passage of a bill that will strengthen 
Maryland’s Peer Review System. The reorganization 
provides for increased budget and staff while simultaneous¬ 
ly preserving the integral role of Med-Chi’s Peer Review 
Committee. The new peer review organization, called the 
Physicians Quality Assurance Board, will combine the func¬ 
tions of the Commission on Medical Discipline and Board 
of Medical Examiners. In short, Med-Chi will maintain its 
role in direct peer review and the resolution of all cases ex¬ 
cept for those involving moral turpitude. Med-Chi is also 


responsible for recommending 10 of the 15 members of the 
new Board. 

Mandated Medicare Assignment was defeated once 
again, however, the issue of a means test among Medicare 
beneficiaries emerged during this last session as a com¬ 
promise proposal and received considerable support. We 
will need to work very hard next year to address such a 
proposal. 

Med-Chi also helped to defeat three bills that would have 
drastically changed the procedure of assessing Medical 
Malpractice Liability Insurance policies in Maryland. These 
bills would have required physicians at the lower range of 
the malpractice liability rating system to subsidize physicians 
in the higher categories. 

And finally for Maryland, the passage of HB 944, Health 
Care Malpractice Claims, and SB 481, Loss Reserves Bill, 
will help to dramatically reduce the Malpractice Insurance 
Premiums paid by physicians this year. 

At the national level, organized medicine scored several 
significant victories in the Energy and Commerce Commit¬ 
tee before Congress recessed in mid-August. The Commit¬ 
tee defeated the proposal for Mandatory Assignment for 
radiologic services, restricted the scope of the radiologic 
agreement to include only board certified and board eligible 
Radiologists, and established an outright prohibition of a 
DRG physician payment system involving Radiologists, 
Anesthesiologists, and Pathologists. 

In addition, the Energy and Commerce Committee 
amended an onerous MAAC base period provision to allow 
physicians who had performed a procedure prior to April 1, 
1984 but had no charges for that procedure submitted during 
April to June 1984, to obtain a MAAC for 1988. The base 
period for 1989 MAACs will be moved up to the twelve- 
month period ending June 30,1986. 

During Med-Chi’s Council sessions of the 1987 opera¬ 
tional year, several counselors stated their perceptions that 
the Executive Committee was taking action on matters that 
should be treated by Council. As a result, in April 1987 an 
Ad Hoc Committee to Study Role Relationships was formed 
to review the entire governance of Med-Chi and the relation¬ 
ship between the Executive Committee, the Council, and the 
House of Delegates. After months of deliberation by the 
Committee, a final report was submitted to Council on 
March 17, 1988. At that time, the following recommenda¬ 
tions of the Ad Hoc Committee were approved: To establish 
specialty society representation within the Faculty’s House 
of Delegates; to develop admission criteria for such special¬ 
ty delegates to the Faculty House of Delegates; and to ap¬ 
point subcommittees on medical practice, legislation, public 
health, membership services, and scientific affairs. Council 
also approved a recommendation that should the President 
be unable to preside over the House of Delegates, the presid¬ 
ing officer succession would be as follows: the President¬ 
elect, First Vice-President, Second Vice-President, and 
Third Vice- President. 

In January 1988 evaluation of the Faculty’s membership 
planning and recruitment efforts began. In March 1988, 
based on the results of this evaluation, Med-Chi’s manage- 
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ment structure was reorganized to strengthen marketing 
orientation and membership recruitment activity. Current¬ 
ly, existing membership statistics are under analysis, and 
goals are being established to increase membership in the 
county medical societies and in Med-Chi. 

In April, we concluded the calendar year with a very suc¬ 
cessful Annual Meeting at the Baltimore Convention 
Center. 

It has been my honor to serve the Faculty’s membership 
throughout this past year. I sincerely thank the leadership 
of Med-Chi and the individual physicians throughout the 
state who have offered advice and encouragement over these 
many months. 

ANGELO J. TROISI FACHE 
Executive Director 


Finance 

Mr. President and Members of the House of Delegates: 

The Finance Committee met several times during the year 
with representatives of the Bowman Financial Management 
Company, Inc. to review the Faculty Endowment Fund and 
Pension Plan Fund investment portfolios. 

The stock market decline in October adversely effected 
the performance of the investments, but the Faculty invest¬ 
ment performance still compares favorably to the major 
market indices, such as the S & P 500. At December 31, 
1987, the market value of the Consolidated Fund was 
$1,349,957. The investment return for the year 1987 was 4.0 
percent, and since inception was 15.4 percent. 

The market value of the Steiner Fund portfolio was 
$827,854. The investment return for the Steiner Fund for the 
year was 4.3 percent, and 13.2 percent since inception. 

The market value of the Pension Plan portfolio at year 
end was $1,112,117. The total time weighted investment 
return on the pension plan was 16.1 percent since inception. 

The 1988 Budget was reviewed and finalized for recom¬ 
mendation to the Executive Committee and Council. 

JOSE M. YOSUICO MD, Chairman 
WILLIAM J. BANFIELD MD 
LEWIS H. DENNIS MD 
GERALD H. GLOKACKI MD 
ARTHUR T. KEEFE, Jr., MD 
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Hospital Medical Staffs 

Mr. President and Members of the House of Delegates: 

The Committee on Hospital Medical Staffs held four 
meetings during the past year to address issues involving 
hospital medical staffs and their relationship with hospital 
administration and with hospital governance bodies. Con- 
sidertion was given to specific problems covering individual 
medical staffs at five Maryland hospitals. These problems 
included shortage in nursing personnel, less than optimal 
communication between a hospital medical staff and ad¬ 
ministration, and hospital marketing initiatives potentially 
damaging to a medical community. 

Several policy initiatives were developed by the Commit¬ 
tee and were subsequently adopted by Council. These in¬ 
cluded distribution of AMA model staff bylaws to the 52 
hospital medical staffs in Maryland with the recommenda¬ 
tion that individual hospital bylaws be reviewed and updated 
if necessary so as to comply with AMA recommendations. 
Also approved was the recommendation that all active mem¬ 
bers of medical staffs, geographic and nongeographic, be 
treated equally in terms of qualifications for positions on 
hospital staff committees, staff governance bodies and rep¬ 
resentation on hospital governing bodies elected by the 
general medical staff. 

The Faculty also will develop a centralized legal service 
to advise subscribing medical staffs on legal matters of con¬ 
cern. Such service will be provided on a contractual basis 
and through the Faculty service corporation. This legal ser¬ 
vice is in keeping with AMA policy recommendations call¬ 
ing for hospital medical staffs to retain their own counsel for 
the specific purpose of providing advocacy and guidance to 
medical staffs as independent entities. A survey was con¬ 
ducted of all Maryland hospital medical staffs regarding ex¬ 
isting methods of legal representation and to measure 
interest in participating in shared legal counsel through 
Med-Chi. The response was overwhelmingly positive. 

In the area of quality assurance, the Committee recom- 
mendecfto Council that the Medical and Chirurgical Facul¬ 
ty of Maryland stay abreast of current actions in quality 
assessment and assurance as communicated by the 
American Medical Association and that periodic reports be 
provided to the Council on current quality assessment initia¬ 
tives by the Committee on Hospital Medical Staffs. It also 
recommended that Med-Chi explore initiatives for the 
development of quality assessment and assurance programs 
including applications for grants. Both policy recommenda¬ 
tions were adopted by Council and are being developed. 

A resolution was developed and approved by Council 
calling on the Joint Commission on Accreditation of Hospi¬ 
tals to ensure that its inspectors sufficiently interact with 
medical staff during institutional inspections. Specifically, 
the resolution would enable the Governing Council of the 
American Medical Association - Hospital Medical Staff 
Section to study the feasibility of the JCAHO using the con¬ 
cepts of self-governance in quality control of all patient care 
and medical activities in the accreditation process with a 
report to the HMSS Assembly at the Interim 1988 meeting. 
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The Governing Council of the AMA-HMSS would review 
the JCAHO medical staff and governing body standards 
(and the inspection thereof by the JCAHO) for provisions 
that are not consistent with AMA policies on self-govern¬ 
ment and would recommend suggested changes and report 
to the HMSS Assembly at the Interim 1988 meeting. 

As Chairman, I wish to extend my appreciation to Com¬ 
mittee members for their valuable committment to this 
developing area of Faculty activity. 

VICTOR R. HREHOROVICH MD, Chairman 

CHARLES E. BUCKLEY MD 

BENJAMIN V. DEL CARMEN MD 

JOHN R. DAVIS MD 

SALVATORE R. DONAHUE MD 

MARK L. FRYDENBORG MD 

NORTON I. GETTES MD 

DAVID M. GOLDMAN MD 

GUNTHER HIRSCH MD 

DEUSDEDIT JOLBITADO MD 

GAYLORD KNOX MD 

RALPH L. LONGWAY MD 

RICHARD F. MANEGOLD MD 

FRANCIS MAYLE MD 

LESLIE R. MILES, Jr., MD 

GARY MILLES MD 

ALFRED T. NELSON MD 

ANDREW NOWAKOWSKI MD 

STEPHEN K. PADUSSIS MD 

MONIRA K. RIFAAT MD 

JEFFREY ROCHE MD 

BARRY N. ROSENBAUM MD 

RONALD F. SHER MD 

WILLIAM SMULYAN MD 

PAUL A STAGG MD 

ALBERT J. STRAUSS MD 

JOHN B. UMHAU MD 

GEORGE WATHEN MD 


Legislative 

Mr. President and Members of the House of Delegates: 

The 1988 Maryland General Assembly was a very produc¬ 
tive legislative session for the physicians of Maryland. With 
the guidance and support of Governor William Donald 
Schaefer, Speaker of the House R. Clayton Mitchell, Jr., and 
President of the Senate, Thomas V. Mike Miller, Jr., many 
needed changes in the present law were effected. Other 
measures designed to erode the quality of health care in 
Maryland were defeated. 

The physicians of Maryland are very well represented 
through the Co-Chairs of the Legislative Committee, Israel 
Weiner, MD and Leonard Lichtenfeld MD, with Susan 
Owens MD as Vice-Chair. 

The following abbreviated account of major issues con¬ 
sidered by the Legislative Committee of the Medical and 


Chirurgical Faculty does not cover every piece of legislation 
tracked by the Government Relations Office but only those 
of significant statewide interest. 

The Government Relations Office is staffed to answer 
and address the concerns of physicians through legislative 
action. Do not hesitate to contact Gerard E. Evans, Direc¬ 
tor of Government Relations, 1211 Cathedral Street, Bal¬ 
timore, Maryland 21201 if you have any concerns or 
questions about how the office may assist you. 

The Faculty wishes to thank F. Carvel Payne, Director, 
State Department of Legislative Reference for graciously 
providing most of the following information. 

Mandated Medicare Assignment 

HB 688 - Physicians - Medicare Charges (failed) Once 
again in the 1988 Session, Mandated Medicare Assignment 
was introduced by Delegate Paul Pinsky from Prince 
George’s County. Seniors of Maryland mounted an impres¬ 
sive lobbying effort in support of this legislation. Busloads 
of seniors traveled to Annapolis weekly to lobby members of 
the House Environmental Matters Committee about the vir¬ 
tues of the legislation. Medicine was well represented with 
physicians who traveled from as far away as Allegany Coun¬ 
ty and Wicomico County. Dr. Joseph O’Connor of the Mas¬ 
sachusetts Medical Society led the testimony for the 
opponents. Dr. O’Connor spoke eloquently of the problems 
in Massachusetts stemming from Mandated Assignment. 
The testifying proponents of the bill were well organized and 
included economists from Johns Hopkins, representatives 
from the American Association of Retired People (AARP), 
and the State Office on Aging. Between the hearing and the 
time the legislation was voted on, the issue of a Means Test 
emerged as a compromise proffered by Delegates from 
Montgomery County. At the voting session, the House 
Committee rejected the proposal by a vote of 19 to 4. 
However, an unrecorded hand vote on the compromise 
proposal showed a substantial number of supporters. Many 
legislators who voted with us this year indicated that a Means 
Test seems to be a reasonable compromise. There was dis¬ 
cussion about a movement to petition the bill out of Com¬ 
mittee with an unfavorable report, but this attempt to 
resurrect the bill was stifled by the House leadership. 

Malpractice Insurance 

SB 400 - Maryland Physician Liability Fund (failed) 

SB 401 - Medical Malpractice Insurance - Rate Clas¬ 
sification (failed) 

HB 1342 - Medical Malpractice Insurance - Rating Clas¬ 
sifications (failed) These three bills would have drastically 
altered the method of assessing Medical Malpractice 
Liability Insurance policies. In Maryland the legislation was 
designed to collapse the present experienced-based rating 
category system and to force physicians at the lower range 
of the malpractice liability rating system to pay for physicians 
in the higher categories. In fact, one of the bills, SB 401, 
would have required that all physicians in Maryland pay ex- 
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actly the same malpractice premium by dividing the total 
premium necessary to meet claims by the number of insured 
physicians. This would have driven up the price of insurance 
paid by primary care and similarly situated physicians to 
about $30,000 in the second year of a claims-made policy. 

HB 944 - Health Care Malpractice Claims - Waiver of Ar¬ 
bitration-Retroactive Effect (passed) The passage of HB 
944, sponsored by Delegates Ehrlich, Montague, Flanagan, 
Kelly, Poole, and Maddox, had a significant impact on the 
Medical Malpractice Liability outlook. The bill allows 
plaintiff and defendant to mutually agree to waive the Health 
Claims Arbitration process and take their claims and defen¬ 
ses directly to court. This emergency legislation was signed 
into law by the Governor on April 12,1988. 

SB 481 - Insurance - Loss Reserves - Medical Malprac¬ 
tice Claims (passed) Similarly, SB 481, sponsored by 
Senators O’Reilly and Kasemeyer, allows Med-Mutual to 
conservatively discount loss reserves. This legislation 
demanded a herculean effort to pass, as the companion 
House bill was defeated by the House Committee in a lop¬ 
sided vote. With the help of Speaker Mitchell and Delegate 
Cas Taylor, Chairman of Economic Matters Committee, the 
Senate bill was received favorably by his Committee, and he 
guided it through the House of Delegates. 

It is estimated that the effect of the passage of HB 944 and 
SB 481 will dramatically reduce the Medical Malpractice In¬ 
surance premiums paid by Maryland’s physicians this year. 

Medical Discipline 

SB 508/HB 855 - Medical Discipline - State Board of 
Physician Quality Assurance (passed) This year the 
Maryland General Assembly passed a much-needed enhan¬ 
cement of the Physician Peer Review System. The reor¬ 
ganization, designed by Governor Schaefer and Lt. 
Governor Steinberg provides increased budget and staffing 
while preserving the traditional integral role of the Medical 
and Chirurgical Faculty Peer Review Committee. The newly 
named Physician Quality Assurance Board will be com¬ 
posed of a combination of the functions of the Board of 
Medical Examiners and the Commission on Medical Dis¬ 
cipline. 

To comprehend how the new system will function, one 
must understand the clear policy statement made by the 
Governor and the Legislature through the enaction of this 
legislation. Heretofore, this has been unreported by the 
media. Once the clamor of citizens demanding radical 
reform had quieted and the Attorney General’s Office, the 
trial lawyers, the citizens groups, the physicians assistants, 
and others had been beaten, the role of the Medical and 
Chirurgical Faculty emerged as the focal point of the new or¬ 
ganization. Med-Chi is more firmly ingrained in the peer 
review system now than ever before. 

Let’s examine a breakdown of how cases will be chan¬ 
neled under the new system. First, all fee disputes (about 25 
percent of all complaints filed against physicians) will go 
directly to Med-Chi without preliminary investigation. 
Med-Chi will make the final adjudication of fee dispute 
cases. 


Second, cases involving standards of medical practice 
comprise the great majority of complaints against physicians. 
Disciplinary grounds such as competence make up this 
group. These cases are slotted for a preliminary investiga¬ 
tion as necessary. 

It is important to say a word about the use of investigators 
and hearing officers in the new system. The present statute 
allows the Commission to hire investigators and hearing of¬ 
ficers to help in the resolution of cases; the new law codifies 
this existing provision. The investigator and hearing officers 
will be assigned to the Board and will not be part of the 
Department of Health and Mental Hygiene’s central unit. 
This means they will be accountable to the physician- 
dominated board. The investigators will only perform 
preliminary investigations as necessary. Again, the Board 
has discretion in deciding what is necessary and what is not. 
Preliminary investigations means just that: the collection of 
records, the conduction of interviews, and the like. 

Whether or not a case receives a preliminary investiga¬ 
tion, all cases involving standards of medical practice shall 
be sent to Med-Chi or the appropriate component or 
specialty society for peer review. Med-Chi retains its tradi¬ 
tional role in peer reviewing physicians in all cases involving 
the standards of medical practice. 

Third, and perhaps most important in terms of impact al¬ 
though not numbers of cases, are situations in which 
physicians have been convicted of crimes of moral turpitude. 
Although limited in number, theses cases get the most media 
attention. The Governor insisted that physicians who have 
been convicted of such crimes should be dealt with sternly. 
Although these physicians will have every benefit of due 
process and the right to a hearing, their licenses will be 
suspended automatically. Although the term "moral tur¬ 
pitude" eludes exact definition, we know from case law that 
situations of rape and drug distribution clearly are crimes of 
moral turpitude. 

Med-Chi has maintained its historical role in the direct 
peer review or resolution of all cases except convictions of 
crimes involving moral turpitude. 

As far as the appointment of new board members is con¬ 
cerned, Med-Chi recommends 10 of the 15 members to the 
new board. This two-thirds proportion is the exact ratio we 
exercised over the combination of members on the Board of 
Medical Examiners and the Commission on Medical Dis¬ 
cipline. 

Perhaps the most important feature of the new legislation 
(and an aspect vigorously attacked throughout the legislative 
process) was the following. Formerly, if a physician were 
brought before the Commission on Medical Discipline the 
evidence would be judged by a legal standard known as 
"preponderance of the evidence." Preponderance of the 
evidence in quantitative terms means about 51 percent. On 
this basis the Commission could find someone in violation of 
the statute. As of July 1,1988 the standard necessary to find 
a physician incompetent in Maryland was elevated to "clear 
and convincing evidence." Clear and convincing evidence is 
a substantially higher burden the State must meet in order 
to take action. 
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Medical Laboratory Regulations 

SB 659 - Medical Laboratories - Regulations (failed) 

SB 320 - Pap Smear Test - Medical Labs - Regulations 
(passed) 

HB 1293 - Medical Laboratories and Procedures 
(passed) 

SB 753 - Human Immunodeficiency Virus (HIV) - 
Donors of Semen, Blood, or Tissue (passed) 

HB 1329 - Medical Laboratories - Human Im¬ 
munodeficiency Virus Tests - Reporting (passed) The issues 
and concerns surrounding Medical Laboratories were given 
a great deal of attention this Session. Some of the attention 
followed media reports about the unreliability of the Pap 
Smear. Several legislators were motivated by reports from 
Senator Barbara Mikulski who referred to those taking and 
examining the Pap Smear as "propagating medical mugging." 
She called the situation "scandalous" and urged legislators, 
both state and federal, to enact stricter laws to closely regu¬ 
late and scrutinize physicians and their laboratory practices. 
Like Senator Mikulski, Dr. Joseph (PhD) of the Maryland 
Department of Health and Mental Hygiene testified before 
several Legislative Committees in Annapolis urging stricter 
control over Medical Laboratories. Although Dr. Joseph 
was very critical of the larger, so-called commercial 
laboratories, he was particularly critical of small physician 
laboratories. He claimed these physician laboratories posed 
a public health problem to Maryland citizens which, by com¬ 
parison, made the Pap Smear issue insignificant. Dr. Joseph 
urged the Maryland Legislature to abolish the right of small 
physician practices to maintain medical laboratories. It 
seems his words were heeded: Senator Leo Green (D- 
Bowie) introduced SB 659 that essentially would have car¬ 
ried out the dismantling of small practice physician 
laboratories. After a significant lobbying effort, SB 659 was 
defeated in Committee although the fate of small practice 
physician laboratories may be in jeopardy. Dr. Joseph in¬ 
tends to continue his crusade, and the Legislature has indi¬ 
cated it will look at the issue in a summer study during the 
interim. ANY PHYSICIAN INTERESTED IN THIS 
ISSUE, PLEASE CONTACT THE GOVERNMENT 
RELATIONS OFFICE. 

Because of the increasing incidence of cervical cancer in 
women going undetected and the criticism of the administra¬ 
tion and examination of Pap Smear tests, the General As¬ 
sembly passed SB 320/HB 1293 to regulate the cytology 
industry. SB 320/HB 1293 require the Secretary to adopt 
regulations establishing specific standards for medical 
laboratories engaged in cytology including regulations that 
limit the number of slides a cytologist may examine each 
year, prohibit the off-site or piecemeal examination of slides, 
provide for review of at least 10 percent of all negative Pap 
Smears, and require an on-site quality assurance program. 
The bills also mandate the Department of Health and Men¬ 
tal Hygiene to establish and conduct a cytology proficiency 
testing program for all cytology personnel in Maryland. 
Proficiency tests under this program are to be hand carried, 
on-site, and under the supervision of an official of the 


Laboratories Administration in DHMH. HB 1293 also re¬ 
quires proficiency testing program to be hand carried, on¬ 
site, and unannounced. Lastly, HB 1293 requires the 
Department of Health and Mental Hygiene to conduct a 
study on physicians or groups of physicians performing 
medical laboratory procedures that are currently exempt 
from the permit requirements. 

In an effort to obtain better data on the extent of the AIDS 
crisis in Maryland SB 753/HB 1329 require medical 
laboratories that test serum samples for the Human Im¬ 
munodeficiency Virus to submit monthly statistical reports 
to the Department of Health and Mental Hygiene. The bills 
specify that the monthly report may not disclose, directly or 
indirectly, the identity of any individual tested. 

Utilization Review 

SB 658/HB 960 - Health-Care Utilization Review - 
Private Review Agents (passed) In 1985, as a part of its 
health-care cost-containment efforts, the General Assemb¬ 
ly mandated that all hospital administrations undergo 
utilization review to eliminate inappropriate use of health¬ 
care services. Because of the increasing reliance on utiliza¬ 
tion review, the number of independent private review 
agents expanded greatly, creating severe administrative 
problems. Hospitals found themselves confronted with a 
plethora of standards and systems; the result was confusion 
and uncertainty as to what services were necessary and reim¬ 
bursable. To address these concerns, the General Assemb¬ 
ly passed SB 658/HB 960, the first legislation of its kind in 
the country, requiring private review agents to register with 
the state and to obtain a certificate from the Secretary of 
Health and Mental Hygiene before conducting utilization 
review. To become certified, a private review agent must 
submit a plan, outlining its program’s purpose, require¬ 
ments, notification and appeals process and provide as¬ 
surances that procedures will protect the confidentiality of 
patient records. The bill, however, does not establish 
uniform standards for determining medical necessity. SB 
658/HB 960 becomes effective December 1,1988 in order to 
provide interested parties an opportunity to participate in 
the adoption of the implementing regulations. 

AIDS 

SB 215/HB 16 - Firefighters, Emergency Medical Tech¬ 
nicians, and Rescue Squadmen - Exposure to Disease 
(passed) 

SB 753/HB 712 - Human Immunodeficiency Virus (HIV) 
- Donors of Semen, Blood, or Tissue (passed) 

SB 826/HB 1329 - Medical Laboratories - Human Im¬ 
munodeficiency Virus Tests - Reporting (passed) Twenty- 
one bills, either pertaining to AIDS directly or to contagious 
diseases in general, were introduced this year. Of these, 
three were reported favorably, several were withdrawn, and 
others failed. 

SB 215/HB 16 (passed) require emergency personnel be 
notified by medical facilities if an exposure to AIDS has oc- 
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curred. Specifically, the bills provide that if a firefighter, 
emergency medical technician, rescue squadsmen, or law 
enforcement officer, while treating, transporting, or acting 
in the performance of duty, comes into contact with a per¬ 
son who subsequently is taken to a medical facility and diag¬ 
nosed as having the AIDS virus, notification must occur. It 
is important to note that medical facilities and physicians ac¬ 
ting in good faith to provide the required notice are immune 
from actions related to breaches in patient confidentiality. 
Similar notification concepts contained in other bills, HB 
132, HB 1204 and HB 1207 (all failed), were incorporated in 
the amended version of SB 215/HB 16. 

SB 753/HB 712 (both passed) require any institution that 
processes semen, blood, or tissue to test all potential donors 
for the presence of HIV antibodies. The institution must in¬ 
form the potential donor that he or she will be tested and 
must obtain written consent for the administration of the test 
and anonymous disclosure of a positive test result to the 
Health Department. 

Finally, SB 826/HB 1329 (both passed) extend the avail¬ 
able data base on AIDS in an effort to get a better grasp on 
the magnitude of the epidemic. The bills require the direc¬ 
tor of a medical laboratory to submit to the Department of 
Health and Mental Hygiene a monthly report containing the 
number of serum samples tested for AIDS, the number of 
positive test results, and a breakdown of results by age, race, 
sex and county of residence. These requirements do not 
apply if the data is not available or if it would lead to the dis¬ 
closure of the identity of the individual. 

The legislature considered but did not pass a bill that 
would have required the offering of premarital testing for 
AIDS (HB 34), two bills that would have required quaran¬ 
tine or isolation of persons (SB 316/HB 1073), a bill that 
would have required the testing for AIDS of persons who 
bite others (SB 296/HB 251), or who assault others (HB 104) 
and a bill that would have expanded the prohibitions against 
willfully exposing others to disease (HB 43). Three bills 
failed (SB 621, HB 495, and HB 1434) that would have re¬ 
quired notification to morticians or notification on a death 
certificate if AIDS were the cause of death. 

Also failing was a bill that would have required hospitals 
to permit autologous blood donations for use in nonemer¬ 
gency procedures (HB 36). Most Maryland hospitals with 
facilities for accepting blood donations already permit dona¬ 
tions of one’s own blood for one’s own use. 

Medical Records 

SB 856 - Medical Records - Request for Information 
(failed) If SB 856, introduced by Senator Stone, Baltimore 
County, had passed, physicians would have been required to 
inform patients about each and every entry in their medical 
record. Further, physicians would have been required to ex¬ 
plain the entry to the patient so that the patient understood 
the record entry. The bill was heard in Senate Economic and 
Environmental Affairs Committee and defeated by an over¬ 
whelming vote. Informed sources indicate the bill will be 
back again next year during the 1989 Legislative Session. 


Peer Review - Liability 

HB 398 - Physicians - Immunity from Civil Liability 
(passed) The passage of HB 398 makes physicians immune 
from civil liability for giving medical institutions information 
relating to the qualifications, fitness, or character of a 
physician if the information is given in good faith to aid in an 
evaluation and represents what the person believes is true. 

Smoking 

SB 325 - Tobacco Smoking - Retail Stores (passed) 

SB 324/HB 899 - Tobacco Smoking - Retail Food Stores 
(failed) 

SB 326/HB 923 - Nonsmoking Areas in Restaurants and 
Cafeterias (failed) 

HB 113 - Smoking in Public Places (failed) After several 
years of debate, the General Assembly passed SB 325, which 
prohibits smoking in the public areas of retail stores employ¬ 
ing 20 or more full-time employees. Supervisors must post 
signs prohibiting smoking or face a fine. Because retail food 
stores are covered under SB 325, two bills SB 324/HB 899 
(which would have prohibited smoking in this setting), did 
not pass. Other bills (SB 326/HB 923) that would have re¬ 
quired the manager of a cafeteria or restaurant with a seat¬ 
ing capacity of more than 50 people to provide a 
conspicuously posted, designated nonsmoking area for the 
public, did not pass. A broader bill (HB 113) that would 
have prohibited smoking in all sections of public places ex¬ 
cept areas designated through regulations by the Depart¬ 
ment of Health and Mental Hygiene, failed. 

Radiation Technologists 

SB 750/HB 612 - Certification of Medical Radiation 
Technologists and Nuclear Medical Technologists (passed) 
The effective date for requiring certification of radiation 
technologists was delayed until July 1989 by these two bills. 
The bills also specify that persons nationally certified are 
automatically certified under the bill, and persons practic¬ 
ing radiation technology as of July 1, 1988, who are uncer¬ 
tified, may receive temporary certification from the Board 
for a period of two years from the effective date of the bill. 
During this time persons with temporary certification must 
take a test of proficiency from the Board for permanent cer¬ 
tification. Physicians who may practice radiation technology 
as part of their scope of practice are exempt under the bill’s 
requirement. 

ISRAEL WEINER MD, Co-chairman 

J. LEONARD LICHTENFELD MD, Co-Chairman 

SUSAN OWENS MD, Vice-Chairman 

JEFFREY A. ABEND MD 

GEORGE R. ABESHOUSE MD 

RICHARD H. ANDERSON MD 

RUBEN BALLESTEROS MD 

MADHAV D. BARHAN MD 

JAMES BELL MD 

KEVIN BELVILLE MD 
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Liaison with the Department of Health 
and Mental Hygiene 

Mr. President and Members of the House of Delegates: 

The Committee maintains continuous liaison with the 
Maryland Medical Assistance Program. For fiscal year 
1989, the recently reorganized Health Systems Financing 
Administration of the Department of Health and Mental 
Hygiene will manage a budget of $950,000,000, providing 
health care services to approximately 342,000 Medicaid 
beneficiaries. 

Throughout the past year, the Committee monitored and 
consulted with the Department regarding the development 
of the budget and increased expenditures in AIDS preven¬ 
tion, pediatrics, geriatric, mental health, and obstetrics. 
Generally, the budget includes a 9 percent increase for the 
provision of primary care by physicians. 

One issue that generated a good deal of controversy was 
the proposal to direct all General Public Assistance 
beneficiaries (those individuals covered fully by the state 
without federal matching funds) into managed care systems. 
This Committee (and many other groups) objected to the 
proposal, resulting in its withdrawal by the Department. We 
will carefully monitor further developments in this aea. 

The Committee also reviewed a proposal to reduce cost¬ 
ly emergency department visits and to correct payment in¬ 
equities endured by emergency medicine physicians. This is 
an ongoing matter that will be addressed by policy and 
budgetary groups within the Department. 

We are planning to strengthen the established liaison with 
the Department through improved ties with the Deputy 
Secretary for Public Health Services. I extend my sincere 
appreciation to the members of this Committee who have 
given their valuable time to these endeavors. 

KARL M. GREEN MD, Chairman 
DONALD M. BARRICK MD 
JOSEPH F. BOWES MD 
RAY BRODIE MD 
CESAR M. CASTILLO MD 
HILDA I. HOULIHAN MD 
IRVIN B. KAPLAN MD 
JAMES W. KARESH MD 
WILLIAM R. LINTHICUM MD 
EUGENE H. OWENS MD 
SELVIN PASSEN MD 
ALLEN E. SILVER MD 
JOHN R. SMITH, Jr., MD 
REGIS STORCH MD 
J. ANDREW SUMNER MD 
ANDREW P. WEINFELD MD 


Liaison with Third-Party Carriers 

Mr. President and Members of the House of Delegates: 

The past year saw the continuation of the Medicare Max¬ 
imum Allowable Actual Charge (MAAC) reimbursement 
system with its related confusion and arbitrary implementa¬ 
tion by the two Medicare carriers in Maryland. A series of 
three MAAC seminars were held at the Faculty building 
designed to assist physicians and office personnel regarding 
proper compliance with this requirement. The seminars 
were well attended. 

Of particular concern was the issuance of letter by 
Medicare carriers to physicians and beneficiaries indicating 
that a particular medical service was not considered 
reasonable and necessary, and directing the physician to 
refund the beneficiary a specified amount of money. In one 
instance the refund in question was as little as fifteen cents! 
The Faculty worked in conjunction with the AMA on this 
problem and the Health Care Financing Administration 
consequently issued directives to Medicare carriers modify¬ 
ing the arbitrary methods by which many such letters were 
issued. This matter remains under active review by the Com¬ 
mittee. 

Early in the year the Chairman worked with a Med-Chi 
Task Force regarding the National Blue Cross and Blue 
Shield Association’s Diagnostic Testing Guidelines. As¬ 
surances have been made by Maryland Blue Cross and Blue 
Shield that there is no intent by that organization to apply 
the guidelines as a reimbursement mechanism. This entire 
issue will be monitored closely. 

Most recently, the Committee has been discussing the 
practices of health insurance companies whereby revenue 
obtained through indemnity programs is directed to develop 
and subsidize managed systems and other ventures. We an¬ 
ticipate much activity in this area during the upcoming year. 
Other general areas of activity included vigorous discussion 
with Third-Party Payors regarding claims specific problems 
brought to our attention by Med-Chi members, review of 
corporate policies, electronic billing systems, and other is¬ 
sues. We are confident that this Committee provides a good 
medium for problem resolution, and we are appreciative of 
the availability of third-party representatives who interact 
directly with our group. 

ARISTIDES C. ALEVIZATOS MD, Chairman 

JOSEPH BERKOWMD 

JEANNE E.S. KRAUS MD 

JOHN G. LAVIN MD 

GEORGE E. LINHARDT, Jr., MD 

J. NELSON McKAY MD 

SELVIN PASSEN MD 

WILLIAM POGODA MD 

NORMAN B. ROSEN MD 

ERNEST SCHER MD 

JOHN W. STANDIFORD MD 

J. ANDREW SUMNER MD 

ALAN J. SWEATMAN MD 
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Library and History 

Mr. President and Members of the House of Delegates: 

The year 1987-1988 was one of transition for the Faculty’s 
library. Nancy T. Nichols MD was appointed by the Presi¬ 
dent to chair the newly formed Library Committee under the 
revised bylaw regarding the Faculty’s Library. The Commit¬ 
tee met five times during the past year. These meetings have 
served largely as an orientation for the Chairperson and the 
Committee members, with presentation on the history of the 
Faculty’s library, the library’s place within the organization¬ 
al structure of the Faculty, the library’s services to members 
of the Faculty, the extent of use of the library by faculty mem¬ 
bers, the sources of the library’s funding, the library’s 
relationship to the National Library of Medicine and to other 
libraries, and the library collection, especially its rare and 
historical books. 

In addition to the bylaw change and the new Chair and 
Committee, there were turnovers in three key staff positions. 
All this while the final stages of renovations and restoration 
to the library were under way. 

In September 1987 the Faculty’s Librarian, Joseph Jen¬ 
sen became Director of Health Policy Research and Infor¬ 
mation Systems for the Society. In September, Patricia 
Munoz, Cataloging and Acquisitions Specialist, transferred 
to become the Faculty’s Director of Convention Services. In 
December 1987 Deborah Woolverton resigned her position 
as History of Medicine Specialist and Archivist. 

The Faculty named Adam Szczepaniak as Library Direc¬ 
tor, to succeed Mr. Jensen. Susan Harman was promoted to 
Associate Librarian and Head of Cataloging Services. 
Sharon Seide joined the Faculty as Public Services Librarian, 
following a move from Iowa. The position for Archivist and 
History of Medicine Librarian is yet to be filled. 

The Cataloging Department has moved to a larger office 
on the third floor in the new building. The Public Services 
Department and periodical reading room now occupy the 
renovated third floor of the old building. 

Information and Reference Services 

The number of Faculty members who used the services of 
the library during 1987-1988 remained virtually the same as 
during the last two years; 1,105 members used the library for 
either photocopying services or computerized literature 
searching, which represents approximately 20 percent of the 
Association’s active members. 

The following table itemizes the volume of informational 
and reference services for 1987-1988: 


Computerized database searches 1,692 

Photo copied articles 7,754 

Items borrowed from other libraries 1,773 

Items loaned to other libraries 1,486 

Telephone reference questions 8,606 


The income generated from photocopying and literature 
searching services again increased. The library has 


generated sufficient income to cover the cost of operating 
these services without seeking additional Faculty support. 

Eighteen corporate users and four individuals subscribed 
to membership in the Library’s Non-Affiliated Users 
Program, generating $3,100 income. 

Library Resources 

The library continued to provide book purchasing ser¬ 
vices to both Faculty members and the Maryland hospital 
libraries. This program remains very popular. 

The library staff under the direction of Charlotte Karin 
initiated a weeding program to identify unused and out-of- 
scope books in the collection. So far, the project has suc¬ 
ceeded in reviewing all books purchased by the Faculty since 
1972. The next phase will include all the books purchased 
between 1950 and 1971. 

The following table reflects the adjusted change in the 
size of the library’s collection in the past year: 


Books added 

277 

Journals bound 

760 

Total volumes added 

1,037 

Volumes with drawn 

2,575 

Total volumes in collection 

109,298 


History of Medicine and Rare Books 

At the Faculty’s 1988 Annual Meeting the library’s exhibit 
was a special project, "Is There a Doctor in the House?" 
featuring physicians who have been elected to or served in 
some capacity at the Maryland State House. The exhibit 
duplicated an exhibit the staff prepared and placed on dis¬ 
play at the Maryland State House in Annapolis while the 
1988 legislature was in session. 

The Chirurgical Bookshop issued one catalog this year 
and generated $1,024 income from sales. 

Stall Activities 

Library staff represented the Faculty at two national 
library meetings during the past year: the annual meeting of 
the Medical Library Association in Portland, Oregon in May 
1987, and the Special Library Association’s annual meeting 
in Anaheim, California in June 1987. 

The state of Maryland hosted the annual meeting of the 
Mid-Atlantic Chapter of the Medical Library Association in 
October 1987. Several members of the library staff were part 
of the local arrangements committee for the meeting. 

The entire staff participated in the annual meeting of the 
Faculty. The library’s exhibit booth allowed staff to meet 
Faculty members and to demonstrate and to promote the 
library benefits of Faculty membership. 

Plans for 1988-1989 

There will be a gala rededication ceremony for the 
renovated Faculty Library in September 1988, held in con- 
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junction with the semiannual meeting of the Faculty’s House 
of Delegates. At the ceremony, the restored reading room 
will be formally designated as the "Louis A.M. Krause, MD 
History of Medicine" room. More than 15 ago, the Faculty’s 
House of Delegates resolved that when an appropriate room 
was prepared to house the Faculty’s great historical and rare 
book collection, the room should be dedicated to the 
memory of Dr. Krause, whom many physicians still recall as 
a beloved teacher and fellow practitioner. 

The dedication will also mark the designation of the 
Faculty’s library as a repository and clearinghouse for all 
publications and information dealing with medical problems 
of performing musicians. The ceremony will include an ap¬ 
propriate musical program. 

The library will begin providing all its bibliographic sear¬ 
ching services using compact discs. Up until this time, litera¬ 
ture searching has required on-line use of the National 
Library of Medicine’s computer. The final bibliographies 
will appear the same to physicians. However, the process 
will permit greater flexibility in making the services available 
and in the format of the bibliographies. It may be possible 
to permit Faculty members who own computers to do their 
own literature searches at any time from their homes or of¬ 
fices. 

By midyear the Cataloging Department will begin estab¬ 
lishing a computerized record of all the library’s books and 
periodicals. During the early phase, all new books pur¬ 
chased will be cataloged into the database. Gradually, older 
items will be included. 

The weeding project will continue. A goal is to conduct 
a thorough review of all the journal holdings. 

NANCY T. NICHOLS MD, Chairperson 
CONRAD B. ACTON MD 
VICTOR E. ALBITES MD 
DAVID W. FRICKE MD 
J. MICHAEL HAMILTON MD 


Long-Term Care and Geriatrics 

Mr. President and Members of the House of Delegates: 

The Committee on Long-Term Care and Geriatrics met 
five times between September 1987 and May 1988. 

The Committee has concentrated on its long-standing 
commitment to assuring the highest quality of care in long¬ 
term care facilities. For the past year, the two major goals 
of this Committee have been: Continuing Medical Educa¬ 
tion by bringing the special problems of the elderly to the at¬ 
tention of physicians and developing educational resources 
in these areas, and Consumer Information by educating the 
public about what physicians can offer in the care of the 
elderly. 

The Committee was charged with expanding its respon¬ 
sibilities in other areas of geriatric care. After review and 


editing, recommendations were submitted to the Bylaws 
Committee for its approval and presentation to the Execu¬ 
tive Committee for acceptance. 

In November 1987, the Committee met with repre¬ 
sentatives from the University of Maryland Geriatrics and 
Gerontology Education and Research Council concerning 
consumer information and linking the activities of the Com¬ 
mittee with those of the GGEAR Program. 

The Committee submitted to Med-Chi’s Executive Com¬ 
mittee a plan for an educational program that is being 
developed in cooperation with the Center for Health Educa¬ 
tion and is scheduled for early 1989. 

The Committee cosponsored (with the Maryland 
Academy of Family Physicians) the Coggins Memorial Lec¬ 
ture at Med-Chi’s Annual Meeting in April 1988. Mark 
Williams MD, Director of the Program on Aging, University 
of North Carolina at Chapel Hill, presented discussion on 
"Geriatric Assessment." 

In May 1988, the Committee sponsored the Tenth Annual 
Meeting of Medical Directors and Principal Physicians, and 
over 100 physicians throughout Maryland were invited. 
Delegate Tony Fulton of the Environmental Matters Com¬ 
mittee presented a discussion of audits and problems of 
long-term care financing. The group also was addressed by 
Thomas F. Krajewski, MD, Director of Clinical Programs 
for the Mental Hygiene Administration, concerning tran¬ 
sinstitutionalization between psychiatric hospitals and nurs¬ 
ing homes. 

In closing, I extend my sincere appreciation to the mem¬ 
bers of this committee and staff who have given their valu¬ 
able time and services to these important issues. 


GEORGE TALER MD, Chairman 
FEDERICO G. ARTHES MD 
EDMUND G. BEACH AM MD 
TILL BERGEMANN MD 
EDWARD N. BRANDT Jr,MD 
MARSHA BROWN MD 
MACK BONNER MD 
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HERBERT J. LEVICKAS MD 
ALLAN MACHT MD 
PAULA R. MACRAE MD 
DONALD W. MINTZER MD 
JANET V. SHORT MOGHBELI MD 
EDDIE NAKHUDA MD 
MARK RATNER MD 
JULIAN W. REED MD 
PAUL S. RHODES MD 
AUBREY D. RICHARDSON MD 
DEBRA WERTHEIMER MD 
BENJAMIN K. YORKOFF MD 
JOSEPH W. ZEBLEY MD 
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Maryland Medical Journal 

Mr. President and Members of the House of Delegates: 

This report covers the period from August 1987 to August 
1988, during which MMJ continued its excellent health and 
growth because of our outstanding local advertising sales 
and the efforts of the Managing Editor to keep production 
costs under control. Page count for volume 36 (1987) was 
1,084, up 16 pages from 1986. Issues averaged 92 pages, and 
distribution of copies was about 7,100 each month. Waver- 
ly Press continues to provide satisfactory local printing and 
distribution services. 

Advertising increased in 1987, but both national phar¬ 
maceutical and local advertising sales slumped during the 
first three months of 1988, reflecting the black Monday in 
October. We anticipate increased page sales and a more 
consistent picture for the remainder of 1988. Editorial 
Board policy dictates that the ratio of advertising will be ap¬ 
proximately 40 percent advertising to 60 percent text; the 
average number of advertising pages per issue was 47 per¬ 
cent, as it was last year. Production costs have remained 
relatively stable, but postal rates continue to increase. 

During the past twelve months MMJ has produced five 
special issues, each concentrating on a specific topic. There 
will be two more "dedicated" issues in volume 37, and two 
groups already have planned issues for the 1989 volume year. 
The November 1987 MMJ, Adolescent Pregnancy: A Multi¬ 
specialty Issue, was compiled under the aegis of the Center 
for Health Education. It included twelve articles and two 
resource lists. January 1988 featured four articles related to 
the Maryland legislative session as well as a Legislative 
Directory and was organized by the Faculty’s Governmental 
Relations Department, headed by Gerard E. Evans, 
Esquire. Med-Chi’s Committee on Physician Rehabilitation 
celebrated a tenth anniversary in the March issue with eight 
articles and a resource list. 

In May, National High Blood Pressure Month, the 
Maryland Commission on High Blood Pressure and Related 
Cardiovascular Risk Factors coordinated an eleven-article 
issue devoted to public health and clinical approaches to 
reducing the morbidity and premature mortality resulting 
from uncontrolled hypertension and related risk factors. 
The July issue comprised articles describing ten areas of the 
Maryland Insitute for Emergency Medical Services Systems 
(MIEMSS) and gave an updated overview of the entire sys¬ 
tem. 

The majority of MMA business is conducted by correspon¬ 
dence. The full Editorial Board met three times during the 
past year to consider items that merited full board discus¬ 
sion. Some 74 manuscripts were reviewed in 1987; of the 40 
unsolicited papers, 28 were accepted for publication, in¬ 
dicating a 30 percent rejection rate. 

For the past twenty years MMJ has been indexed by the 
Medical Literature Retrieval Systems (MEDLARS) on an 
average of one hundred times each year. A worldwide ser¬ 
vice, MEDLARS indexes in forty different languages. 

The Maryland Medical Journal always has invited com¬ 


ments as well as scientific articles. During the 1987 volume 
year and through June 1988, twelve Commentaries, five 
Editorials, and four Letters to the Editor have been 
published. 

With the February 1988 issue a new administrative insert, 
"Quality Practice Digest," was added to follow each "Execu¬ 
tive Director’s Newsletter." A summary of state laws as well 
as guidelines, procedures, codes of cooperation, and policy 
statements of Med-Chi, the "Digest" reflects current areas of 
concern to Maryland physicians. 

MMJ has been able to use Med-Chi’s inhouse Computer 
Services to good advantage. The April cover used a com¬ 
puter-generated map of Maryland to show the number of 
reported cases of Rocky Mountain Spotted Fever in the state 
in 1987. We hope to take advantage of even more inhouse 
computer capabilities in the near future. 

In April 1988, the Managing Editor was invited to speak 
to a resident seminar in the Department of Epidemiology 
and Preventive Medicine, University of Maryland School of 
Medicine. Ms. Wintriss discussed journal article prepara¬ 
tion in general terms and manuscript preparation and edit¬ 
ing with particular reference to the Maryland Medical 
Journal and its editorial goals and policies. 

As always, everyone associated with the production of the 
journal welcomes comments from Med-Chi members 
regarding any and all facets of the publication. The ration¬ 
ale for any editorial decision will be shared with anyone 
having an interest in MMJ. The Editorial Board and the 
Managing Editor thank the many outside reviewers of 
manuscripts who so graciously donated their time and exper¬ 
tise in assisting the Editorial Board in this important func¬ 
tion over the past year. We also appreciate the careful 
attention of individual department editors who monitor their 
columns for scientific accuracy and correct citations. 

JAMES G. ZIMMERLY MD, JD, MPH, Editor 

VICTOR R. HREHOROVICH MD, Associate Editor 

RICHARD A. BAUM MD 

DeWITT E. DeLAWTER MD 

JAMES P.G. FLYNN MD, MPH 

PHILLIP J. GOLDSTEIN MD 

FRED J. HEDLRICH MD 

LOUIS KOZLOFF MD 

ANN WINTRISS, Managing Editor 


Med-Chi Insurance Fund 

Mr. President and Members of the House of Delegates: 

The Med-Chi Insurance Fund Board of Directors met 
regularly in 1987 to carry out their responsibilities of direct¬ 
ing the operation of the Med-Chi Agency and of monitoring 
the various insurance programs provided to the member¬ 
ship. 
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The Hartford Plan of Major Medical and Disability 
coverage was improved again in 1987. Psychiatric benefits 
were increased for physicians and their employees. Dis¬ 
ability benefits for physicians employees were increased to a 
maximum of $500 per week. 

Every group plan has increased in subscriber participa¬ 
tion. The newest life insurance group plan underwritten by 
the Manhattan Life Insurance Company continues to attract 
participants. The Blue Cross and Blue Shield plans are at 
their highest in membership subscriptions. The Workers 
Compensation plan is very successful because of the substan¬ 
tial cost reduction for the physicians. 

The Property and Casualty Department is the busiest and 
most profitable. There are three full-time people involved 
in that area because Professional Liability Insurance is the 
main product. Other coverages are homeowners, 
automobile, and personal umbrella. 

The overall operation of the Med-Chi Agency has grown 
every year, and 1987 was the most successful year since its 
establishment. 

The Board of Directors are most appreciative of the en¬ 
thusiastic participation in the programs. This support 
enables us to continually upgrade the products and offer the 
most economically sound plans of the market. 

W. KENNETH MANSFIELD MD, Chairman 

ADRIAN M. COHEN MD 

WILLIAM J.R. DUNSEATH MD 

PAUL F. GUERIN MD 

DONALD T. LEWERS MD 

GEORGE E. LINHARDT, Jr., MD 

JOSE M. YOSUICO MD 


Medicine and Religion 

Mr. President and Members of the House of Delegates: 

The Medicine and Religion Committee held three meet¬ 
ings during the past year. Activities included the following: 

a. Sponsoring the Prayer Breakfast during Med-Chi’s 
1988 Annual Meeting at which Theodore E. Woodward MD 
gave a presentation, "Religion and Medicine: A Centuries 
Old Relationship." 

b. Cosponsoring a session with the Professional Ethics 
Committee during Med-Chi’s 1988 Annual Meeting entitled 
"Hippocrates and Euthanasia." 

LESLIE R. MILES, Jr., MD, Chairman 
JOHN T. CRAIGHEAD MD 
DAVID W.FRICKEMD 
THOMAS C. HILL MD 
BERNARD F. KOZLOVSKY MD 
Robert i. McAllister md 
ARNOLD H. MICHAEL MD 
DAVID I. OTTO MD 
GIBSON J. WELLS MD 


Medicolegal 

Mr. President and Members of the House of Delegates: 

The Medicolegal Committee, sponsored jointly by the 
Medical and Chirurgical Faculty of the State of Maryland, 
the Maryland State Bar Association, and the Baltimore City 
Bar Association, has continued its work in bringing the medi¬ 
cal and legal professions closer together. The Committee 
rendered advisory opinions on complaints from either dis¬ 
cipline. Again this year, the Committee organized a 
Medicolegal Hotline staffed by committee members for 
quick resolutions of simple disputes. 

In addition, the Committee sponsored and presented a 
program at the April Annual Meeting of the Faculty, 
"Malpractice Law and Legislation." The panelists were dis¬ 
tinguished and knowledgeable physicians, judges, and attor¬ 
neys. The program was well received. 

The Committee’s Executive Board continues to meet be¬ 
tween meetings of the entire Committee. 

LAWRENCE PINKNER MD, Co-Chairperson 

PATTI G. WEST, ESQ, Co-Chairperson 

ROBERT W. BRIGHT MD 

RAYMOND CAPLAN MD 

EDWARD J. CONNER MD 

EDWARD DEVIN MD 

RAFAEL C. HACISKI MD 

MURRAY F. HAMMERMAN MD 

ALLEN HETTLEMAN MD 

NEIL NOVIN MD 

JOHN H. WEIGEL MD 

MARY ALANE DOWNS, ESQ 

PHILIP C. FEDERICO, ESQ 

L. RICHARD PHILLIPS, ESQ 

CHARLES B. KEENAN, Jr., ESQ 

WILLIAM W. CAHILL, Jr., ESQ 

JOHN WHEELER GLENN, ESQ 

AUGUSTUS F. BROWN, IV, ESQ 

PHILIP A. DALES III, ESQ 

WILLIAM H. ENGELMAN, ESQ 

BAYARD Z. HOCHBERG, ESQ 

JEANNETTE A. PLANTE, ESQ 

VICTORIA E. SELPH, ESQ 

ELLEN CALLEGARY, ESQ 

JEFFERY A. SHANE, ESQ 


Complete Information for Authors 

about submitting manuscripts 
to the Maryland Medical journal 
will appear quarterly (SEP/DEC/MAR/jUN) 
in the meantime, please refer to 
June 1988, page 450 
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Nominations 

Mr. President and Members of the House of Delegates 

For presentation to the House of Delegates, Wednesday, 
April 27,1988. Those elected will assume office at the con¬ 
clusion of the Annual Meeting, 1989 unless otherwise indi¬ 
cated.) 

President-elect 

Raymond M. Atkins, Baltimore, Baltimore City 
(President-elect 1988-89) (President, 1989-90) 

First Vice-President 
Marvin Schneider, Wheaton 
Montgomery County (1989) 

Second Vice-President 
Bahram Erfan, Riverdale 
Prince George’s County (1989) 

Third Vice-President 

Alex Azar, Salisbury, Wicomico County (1989) 
Secretary 

Harold B. Bob, Baltimore, Baltimore County (1989) 
Treasurer 

Jose M. Yosuico, Baltimore, Baltimore City (1989) 
Committee on Scientific Activity (6-year term-1989-1995) 
Benjamin V. Del Carmen, Baltimore 
Baltimore County 

Finney Fund Committee (5-year term-1989-1994) 
Edmund G. Beacham, Baltimore, Baltimore City 
Delegates to the AMA 

Joseph Snyder, Silver Spring, Montgomery County 
(January 1,1989-December 31,1991) 

Alex Azar, Salisbury, Wicomico County 
(January 1,1989-December 31,1991) 

Board of Medical Examiners (4 year term) 

Vacancy (No Nominee Selected) 

(June 30,1988-June 30,1992) 

Vacancy (No Nominee Selected) 

(June 30,1988-June 30,1992) 

DONALD T. LEWERS MD, Easton, Chairman 
STEPHEN K. PADUSSIS MD, Baltimore, 

Baltimore City District 

A.H. GHILADI MD, Towson, Baltimore County District 
MARVIN SCHNEIDER MD Wheaton, 

Montgomery County District 
BAHRAM ERFAN MD Riverdale, 

Prince George’s County District 
FEDERICO G. ARTHES MD, Berlin, Eastern District 
D. V. FAUSTINO MD, Hampstead, Western District 
MODESTO S. RIVERA III MD, Prince Frederick, 
Southern District 

HIROSHI NAKAZAWA MD, Baltimore, 
Member-at-Large 


Occupational Health 

Mr. President and Members of the House of Delegates: 

The Occupational Health Committee met five times 
during the past year. Its main activity was drafting suggested 
modifications to the psychiatry and musculoskeletal sections 
of the AMA Guides to the Evaluation of Pennanent Impair¬ 
ment for submission to the Workers’ Compensation Com¬ 
mission. In legislation passed last year, the Workers’ 
Compensation Commission was directed to adopt its own 
guidelines by July 1, 1988. The Committee thought that if 
the Commission adopted the AMA’s guides, these two sec¬ 
tions needed modifications. 

The Committee also held a panel session at Med-Chi’s 
Annual Meeting, "Guides for Reporting Permanent Impair¬ 
ments to the Compensation Commission." Commissioner 
G. Joseph Sills, Jr. was among the panelists who familiarized 
physicians with the guides to be adopted by the Commission 
for measuring and reporting medical evaluations of per¬ 
manent impairment. 

MICHAEL K. SPODAK MD, Chairman 
TIMOTHY D. BAKER MD 
DENISE M. BAYUSZIK MD 
HERBERT L. BLUMENFELD MD 
S. CHANARONG MD 
PETER CHODOFF MD 
JAMES FRENKIL MD 
SIDNEY R. GEHLERT MD 
GEORGINA Y. GOODWIN MD 
ERCOLINA A. GRESIA MD 
ENRIQUE A. HERRERA MD 
THOMAS E. HOBBINS MD 
FERDINAND G. MAINOLFI MD 
EMMANUEL M. MANIAGO MD 
CHRISTIAN S. MASS MD 
MICHAEL D. POTASH MD 
JOSE G. PUIG MD 
JAMES C. RICELY DO 
NORMAN B. ROSEN MD 
HENRY S. SABATIER MD 
HENRY M. SCAGLIOLA MD 
ROSE SESSOMS MD 
RAJINDAR S. SIDHU MD 
ROLAND T. SMOOT MD 
BORIS G. VLALUKIN MD 
EDWIN W. WHITEFORD MD 
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Peer Review 

Mr. President and Members of the House of Delegates: 

Last year, we observed that Senate Bill 560 would sig¬ 
nificantly increase the volume of cases coming before this 
Committee. Although some newspaper articles have tar¬ 
nished the image of physician peer review during the year, 
the Faculty, through its legislative efforts, has received con¬ 
tinued support of its peer review system from the Governor 
and the State Legislature. The legislature has provided the 
resources and assistance to improve the system, and we have 
been assured that standards of medical care will continue to 
be established and monitored by physicians. 

Committee members and staff have worked to improve 
the system by devoting a great deal of their time and energy 
to the task. The Committee’s work includes comprehensive 
and periodic review in most cases. A review of committee 
activities reveals: 


Cases referred by Commission on Medical Discipline 58 

Physicians interviewed 10 

Site visits 28 

Recommendations to Commission on Medical Discipline 55 
Final actions by Commission on Medical Discipline 23 


These figures do not include cases that were referred to 
component societies or single patient complaints that were 
referred to another Med-Chi committee for resolution. 

Because it is not possible to have all specialties repre¬ 
sented on the Committee, each Maryland specialty society 
has been asked to submit the names of physicians who are 
willing and able to assist in the peer review process. We have 
received timely responses from the societies and already 
have benefited from their services. 

The Committee members and staff are anxious to under¬ 
take the challenges ahead, which include the implementa¬ 
tion of the new Board of Physicians Quality Assurance. Peer 
Review Committee members have been attentive and 
devoted and in addition to attending at least monthly meet¬ 
ings, its members work many hours in conducting site visits, 
reviewing medical records, and submitting written reports. 
The Chairman expresses his gratitude to all committee mem¬ 
bers, to the specialty consultants, and to the Med-Chi staff 
for its able assistance. 

EMIDIO A. BIANCO MD, Chairman 
JOSEPH S. ARDINGER MD 
WILLIAM A. CASSIDY MD 
RONALD COHEN MD 
AUGUSTO R. DE LEON MD 
LIEBE S. DIAMOND MD 
PABLO E. DIBOS MD 
WILLIAM H.M. FINNEY MD 
WILLIAM FITZPATRICK MD 
CHRISTOPHER HARVEY MD 
WILLIAM H.B. HOWARD, Jr., MD 
SHEPPARD KAPLOW MD 
JAMES W. KARESH MD 


EUGENE R. McNINCH MD 
ELLIS MEZ MD 

JEROME P. REICHMISTER MD 
EDWARD J. RICHARDS MD 
SIDNEY B. SEIDMAN MD 
GERALD P. STERNER MD 
SUSAN T. STRAHAN MD 
LARRY G. TILLEY MD 
RICHARD L. WOLFE MD 
HERBERT L. YOUSEM MD 


Physician/Patient Relations 

Mr. President and Members of the House of Delegates: 

The Physician/Patient Relations Committee continued its 
vigorous schedule throughout the last year. In our second 
year since Senate Bill 560 became effective, the Committee 
has enjoyed further improvements in the system, although 
no less a workload. The Committee continues to investigate 
complaints resulting from the practice of medicine includ¬ 
ing Health Claims Arbitration cases. Reports and recom¬ 
mendations are submitted to the Maryland Commission on 
Medical Discipline for consideration of disposition. 

A review of the Committee’s activities reveal the follow¬ 
ing statistics: 


Cases referred by the Commission 131 

Total interviews 8 

Physicians 7 

Complainants 1 

Grievances between physicians 10 

Professional association designation 11 


In addition, Committee members and staff responded to 
innumerable inquiries regarding the practice of medicine 
and related issues. These questions vary in source and com¬ 
plexity and are answered thoroughly and appropriately. I 
am confident that this particular function is successful in 
fostering proper communication relative to the 
physician/patient relationship. 

As a result of recent publicity given to the review process, 
great strides have been and are being made to improve the 
system even more. The development of a protocol to ex¬ 
pedite complaints specifically related to fees will allow the 
full Committee to concentrate on medical practice com¬ 
plaints. Another improvement in the system was to assign 
Med-Chi staff with sole responsibility of the peer review 
process. 

The Committee members and staff are devoted to this sys¬ 
tem and have sacrificed time from family and practice for 
the betterment of the medical profession. For this I, as 
Chairman, am sincerely grateful. 

LOIS E. WEHREN MD, Chairman 
RAYMOND M. ATKINS MD 
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JACK D. FRANCIS MD 
MARY B. GORMAN MD 
GERALD A. HOFKIN MD 
DANILO G. LEE MD 
ROBERT A. LISS MD 
RAYMUNDO S. MAGNO MD 
B. MARTIN MIDDLETON MD 
BENJAMIN ROTHFELD MD 
LEX B. SMITH MD 
W. HADDOX SOTHORON MD 
JAMES G. ZIMMERLY MD 


Physician Rehabilitation 

Mr. President and Members of the House of Delegates: 

The Committee on Physician Rehabilitation has con¬ 
tinued to increase its activities in 1987. The number of 
reports to the Commission increased to 78, and the active 
caseload continued at about 90. There have been many 
presentations made by the staff and the Chairman to a variety 
of medical groups. 

The March 1988 issue of the Maryland Medical Journal 
was devoted to the subject of physician rehabilitation. It fea¬ 
tured anonymous stories by physicians who had been helped 
by the program. 

Med Mutual Liability Insurance Society again con¬ 
tributed $25,000 to the Committee as support for our 
program. The Committee has proposed Council consider a 
full-time medical director for the program because of the in¬ 
creased caseload and number of reported physicians. 
Several states have done this, and many others are interested 
in doing so. 

In closing, I extend my sincere appreciation to the mem¬ 
bers of this Committee and staff who have given their valu¬ 
able time and services to these important issues. 

EDWARD J. KITLOWSKI MD, Chairman 

WILLIAM E. ABRAMSON MD 

H. PATRICK ADAMS MD 

ANDY BAER MD 

CHARLES BEATTIE MD, PhD 

HAZEL CHAMBERS 

GEORGINA Y. GOODWIN MD 

PAUL F. GUERIN MD 

MICHAEL G. HAYES MD 

ROBERT R. KENT MD 

Robert McDaniel md 

DONALD MEEKS MD 

EDSON B. MOODY MD 

LAURIE J. POSSMD 

RICHARD H. SCHLOTTMAN MD 

JOHN R. STEINBERG MD 

EDWARD A. THOMPSON MD 


MAXWELL WEISMAN MD 
MAURICIO ZEPLO MD 
PENELOPE ZIEGLER MD 

Advisory Members 
RICHARD H. ANDERSON MD 
JOSEPH F. CHAMBERS MD 
GEORGE H. HALL MD 
MEL UDEL MD 
CHARLES L. WHITFIELD MD 


Preventive Medicine and Public Health 

Mr. President and Members of the House of Delegates: 

1. The Subcommittee on Immunization and Infectious 
Diseases has taken action on the following: 

a. Reviewed an informational brochure on pertussis that 
is to be distributed by the Department of Health and Men¬ 
tal Hygiene. 

b. Reviewed guidelines, "Control Measures for Citrobac- 
ter Diversus Infections in Newborn Nurseries." 

c. Kept abreast of the activities of the Med-Chi Commit¬ 
tee on AIDS and the Governor’s Commission on AIDS 
through the Chairman. 

d. Reviewed the revisions to the "Recommended 
Schedule of Immunizations," which is to be distributed by the 
Department of Health and Mental Hygiene. 

2. The Subcommittee on Infant, Child and Adolescent 
Health has: 

a. Discussed legislation for footprint identification of 
newborns. 

b. Reviewed available services for hospice care for 
children. 

c. Discussed school immunization records. 

3. The Sports Medicine Subcommittee has acted on the 
following: 

a. Reviewed guidelines for support of state licensure of 
athletic trainers from Physical Therapists Association. 

b. Discussed the AMA’s resolution of all terrain vehicles. 

c. Discussed plans for a newsletter to be directed to high 
school coaches from the subcommittee. 

The Committee invited a representative from the AIDS 
Administration of the Department of Health and Mental 
Hygiene to discuss guidelines for physicians when dealing 
with suspected AIDS patients. 

A scientific session of the Annual Meeting, cosponsored 
by the Committee and the Maryland Radiological Society, 
was held, "Imaging Assessment of Cranio-Cerebral Trauma: 
An Overview." 

ANNELIES S. ZACHARY MD, CHAIRMAN 
WILLIAM ANDERSON MD 
IDO ADAMO MD 
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ROBERT ANCONA MD 
MICHAEL R. BOWEN 
EDWARD N. BRANDT, Jr, MD 
RUDIGER BREITENECKER MD 
JAMES DURKAN MD 
FRANKLIN EVANS MD 
VINCENT D. FITZPATRICK MD 
WILSON L. GRUBB MD 
JOHN A. HAWKINSON MD 
WILLIAM H.B. HOWARD MD 
JOHN M. KRAGER MD 
JULIUS LOEBL MD 
JUANITO LOPEZ MD 
DAVID NAGEY MD 
DENNIS NAKAMURA MD 
DAVID M. PAIGE MD 
THOMAS REICHELDERFER MD 
J.C. ROBINSON MD 
ABRAHAM SCHNEIDMUHL MD 
RUTH SINGER MD 
ANDREW WILEY MD 


Professional Ethics 

Mr. President and Members of the House of Delegates: 

The Committee on Professional Ethics continued to 
develop and revise opinions dealing with a variety of patient 
care issues. The Committee developed new opinions on 
Treatment of Contagious Patients, Sale or Closing of a Medi¬ 
cal Practice, Fees for Assisting at Surgery, Ethical Relation¬ 
ship of Treating Physician to Patient Involved in Litigation, 
Second Surgical Opinion, Medical Record Requests Involv¬ 
ing Alternative Delivery Systems, and Physician Dispensing. 
The Committee revised opinions concerning Tissue and 
Organ Banking, Referrals and Consultations, Physician 
Responsibility for Advertising, Health Care Facility Owner¬ 
ship, and Referrals Between Physician Spouses. 

The Committee also cosponsored with the Committee on 
Medicine and Religion an educational program in April on 
"Hippocrates and Euthanasia." 

The Committee will be assuming the duty formerly car¬ 
ried out by the Physician/Patient Relations Committee of ap¬ 
proving professional corporation names. 

LOUIS C. BRESCHI MD, Chairman 
BETH L. ARONSON MD 
EDILBERTO BELTRAN MD 
VINCENT O. CASIBANG MD 
JACK C. CHILDERS MD 
FRANCISCO CORREA-PAZ MI) 

DEOGRACIAS FAUSTINO MD 
JOSEPH R. GLADUE MD 
EDWARD J. GOLDMAN MD 
EUGENE GUAZZO MD 
STEPHEN N. JONES MD 
LESLIE R. MILES, Jr., MD 


RIVA E. NOVEY MD 
BENJAMIN ROTHFELD MD 
FRANK E. SCHUSTER MD 
RONALD J. TAYLOR MD 


Professional Review Organization Monitoring 

Mr. President and Members of the House of Delegates: 

The PRO Monitoring Committee exercised its respon¬ 
sibilities by maintaining close liaison with the federally desig¬ 
nated Professional Review Organization, the Delmarva 
Foundation for Medical Care, Inc. Faculty members should 
clearly understand that Med-Chi has no review power nor 
legal authority over the PRO, but does maintain a good 
working relationship with the Delmarva Foundation. 

Many physicians expressed their individual concerns 
regarding PRO review actions, particularly with respect to 
denial of hospital stays and overall communication 
problems. Individual complaints received are summarized 
as follows: criteria for continued stay is too narrow; specific 
circumstances involving acute care are overlooked by 
reviewers; reason and frequency of ordering labortory tests 
are questioned inappropriately. Quality review remains a 
major concern. In many cases, the PRO raised questions as 
to why certain tests were not ordered. 

To accurately measure and quantify physician complaints 
regarding the PRO on as statewide basis, a survey was 
developed and published in the Maryland Medical Journal. 
The results of the survey are being refined at this time, but 
many respondents reported a significant untimely response 
to appeals of PRO actions and also reported deleterious ef¬ 
fects on physician/patient relationships. These and other is¬ 
sues will be continually addressed with the PRO. 

It is noted that retrospective reviews are triggered follow¬ 
ing reimbursement of the bill by the Medicare carrier. Ac¬ 
cording to Delmarva the fact that most claims are paid after 
three months following discharge causes the delay in 
retrospective reviews frequently objected to by physicians. 
The high number of retrospective denials in Maryland is at¬ 
tributable to concern within the Health Care Financing Ad¬ 
ministration that because this state is not under a DRG 
system, it allegedly has one of the highest length-of-stay rates 
in the country. 

This Committee has emphasized to the PRO that denials 
and reconsiderations must be determined by qualified 
physician reviewers with necessary and complete medical 
documentaion. In another area, the Committee is exploring 
the situation where under federal regulations, the Profes¬ 
sional Review Organization is prohibited from notifying the 
Maryland Board of Physician Quality Assurance directly 
should it identify a physician who was providing substandard 
care. The Committee will work toward establishing an ap¬ 
propriate liaison between the Professional Review Or¬ 
ganization and the Maryland disciplinary organization 
should a physician practicing substandard care be identified. 
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The Delmarva Foundation for Medical Care, Inc. has 
been cooperative in responding to many physician com¬ 
plaints received by this Committee and referred to Delmar¬ 
va for clarification. 

I wish to take this opportunity to thank R. Lane Wroth 
MD, Medical Director; Linda Clark, Executive Director; 
and Jean Murphy, Vice President for Review for their 
availability and cooperation. 

Additionally, I thank the members of this Committee for 
their valuable expertise and committment to this work on be¬ 
half of all members of the Medical and Chirurgical Faculty 
of Maryland. 

JOHN A. SINGER MD, Chariman 
PETER E. DANS MD 
AUGUSTO R. DE LEON MD 
BYRON S. HURWITZ MD 
DAVID S. McHOLD MD 
KARL F. MECH, Jr., MD 
RICHARD T. SCHOLZ MD 
KARL H. WEAVER MD 


Public Relations 

Mr. President and Members of the House of Delegates: 

The Public Relations Committee was extremely active 
during the past year and successfully implemented the 1987- 
88 long-range public relations plan. 

On July 1, 1987 the Faculty signed a one-year contract 
with WBAL-AM Radio in Baltimore to air "Consultation," 
the one-hour radio talk program coordinated by the Public 
Relations Committee. The program is broadcast every 
Thursday evening from 8 to 9 p.m. Program topics and 
speakers are scheduled in cooperation with the Baltimore 
City Medical Society and the Baltimore County Medical As¬ 
sociation. Some subjects discussed on the program this year 
included eating disorders, AIDS, menopause, and the pros 
and cons of HMOs. 

In September 1987 a Logo/Name Change Subcommittee 
of the Public Relations Committee was created to evaluate 
Med-Chi’s current title and seal. The Subcommittee sur¬ 
veyed the membership in the March 1988 issue of the 
Maryland Medical Journal, questioning members on the 
association’s name as well as possible ideas for a new logo 
design. Survey responses were returned in late April and are 
being evaluated. The Subcommittee was created by the 
Public Relations Committee to strengthen and update the 
Faculty’s image. 

In January 1988 the Committee developed its First An¬ 
nual Citizenship Award for outstanding community service 
by nonhealth professionals. The Award was designed to 
recognize achievements above and beyond the call of duty 
that have improved the quality of life within the community. 
One Award will be given annually, and component societies 
will nominate one individual for the Award. A Citizenship 
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Award Subcommittee will review all entries and submit its 
recommendations to the Public Relations Committee for 
final approval. The nominee selected as the most outstand¬ 
ing will receive a plaque at Med-Chi’s Semiannual Meeting. 
Through this program, the Public Relations Committee 
hopes to enhance the image of physicians in the eyes of the 
public and to stimulate individual involvement within local 
communities. 

To celebrate Doctors’ Day on March 30, Med-Chi’s 
Auxiliary and Public Relations Committee presented the 
Johns Hopkins School of Medicine, the University of 
Maryland School of Medicine, and the Faculty with promo¬ 
tional stamp plates to be inserted into the organizations’ mail 
machines. The stamp plates bear a red carnation (the offi¬ 
cial symbol of Doctors’ Day) and can be used each year 
throughout the month of March to help commemorate the 
event. 

The Editorial Board of the. Maryland Medical Journal and 
the Public Relations Committee cooperated in sponsoring 
the Eighth Annual Photo Contest. Faculty and Auxiliary 
members entered a total of 30 photos in both the color and 
black-and-white categories, which were on display during 
the Annual Meeting. 

Dr. Lawrence Rubin and Mrs. Erma Hirschfeld, first 
place winners of last year’s competition, served as chairmen 
of the contest. Judges were Mr. Thomas Beck, photo¬ 
curator for the University of Baltimore, and Mrs. Albert 
Nahum, a free-lance photographer and artist. First and 
second prizes this year were gift certificates from The 
Camera Shop. Names of the winners were announced 
during the House of Delegates Session of the Annual Meet¬ 
ing. The first place winner in the color category was Michael 
Liteanu MD, and second place went to Jerrold Post MD. 
The first place winner in the black-and-white category was 
Mohommad Inayatullah MD, and second place went to Wil¬ 
liam Goodman MD. 

Certificates of Recognition were presented during the 
House of Delegates Session of the Annual Meeting to three 
physicians for their outstanding service and dedication as 
chairmen of Med-Chi committees. The Certificates were 
presented by the President on behalf of the Public Relations 
Committee, with thanks from the entire membership of the 
Medical and Chirurgical Faculty. Certificates went to the 
following Chairmen: Dr. Leonard Lichtenfeld, Co-Chair¬ 
man of the Legislative Committee; Dr. Victor Hrehorovich, 
Chairman of the Committee on Hospital Medical Staffs; and 
Dr. Gerry Oster, Chairman of the Committee on Computers 
in Medicine. 

This year, over 4,700 new medical student members were 
recruited to the AMA during the 1987 Medical Student Out¬ 
reach Program by 90 student members, making it the most 
successful program in its three-year history. Daniel Paoli of 
the University of Maryland School of Medicine recruited 27 
of those new members, and was presented with a plaque 
from the AMA for his outstanding achievements. The 
Public Relations Committee further recognized Mr. Paoli’s 
efforts by presenting John M. Dennis MD, Dean of the 
University of Maryland School of Medicine, with the AMA- 


MSS Membership Recruitment Award. The award was 
presented by the President during the House of Delegates 
Session of the Annual Meeting. 

The Public Relations Committee joined with the Commit¬ 
tee on AIDS, the Maryland Academy of Family Physicians 
and the Maryland Chapter of the American Academy of 
Pediatrics to sponsor an educational session at the Annual 
Meeting entitled "AIDS: Perinatal and Adolescent." The 
session focused on the immediate and future problems of 
AIDS regarding its transmission, diagnosis, and treatment. 
The broad base of expertise on the panel included John P. 
Johnson MD, Department of Immunology, 

University of Maryland at Baltimore; Gerri Robinson 
MD, Social Services Division; and Robert Ancona MD, 
Pediatrician. 

Other projects completed this year by the Public Rela¬ 
tions Committee and staff include the monthly distribution 
of health tips to radio stations throughout the state; the 
weekly circulation of an in-house newsletter, "Housecalls," 
to all Med-Chi staff members; and monthly distribution of 
health-related articles from the Washington Post and the 
Baltimore Sun to members of the Med-Chi Executive Com¬ 
mittee and staff. The Committee also compiled a roster of 
physician speakers and topics to respond to requests from 
the public and the media. 

JAMES E. BELL MD, Chairman 
GEORGE A. ABESHOUSE MD 
ORHAN H. AYDINEL MD 
ELLIOTT M. BERG MD 
MARK T. BIRNS MD 
WILLIAM A. CASSIDY MD 
ANAND M. DHANDA MD 
ALLEN W. DITTO MD 
K.G. DRITSAS MD 
WILLIAM J. DUNSEATH MD 
WILLIAM DVORINE MD 
JYOTHI GADDE MD 
ANTONIO GALINDO MD 
ALFONSO H. JANOSKI MD 
WILLIAM KORMAN MD 
FRED MAGAZINER DDS 
MARK E. MAUSNER MD 
HIROSHI NAKAZAWA MD 
MUSTAFA ONAL MD 
EUGENE H. OWENS MD 
GARY W. PUSHKIN MD 
IBRAHIM A. RAZZAK MD 
GHOLAM R. SADJADI MD 
MARGARET T. SNOW MD 
STEPHEN G. SPURR MD 
MILDRED TAYLOR 
THERESA M. VOGEL MD 
JEFFREY M. ZALE MD 


Scientific Activity 

Mr. President and Members of the House of Delegates: 

The 1987 Semiannual Meeting was held in Maui, Waikiki, 
and San Francisco, January 26-February 7, 1988. This 
marked not only the first time the meeting was held in Hawaii 
and San Francisco but also the first time the meeting was 
held in the winter. The 133 attendees rated the 23 CME 
credits offered during the scientific sessions highly. Con¬ 
tributors to the sessions included speakers from the Univer¬ 
sity of Hawaii, San Francisco General Hospital, and the 
UCLA School of Medicine. A number of optional tours of¬ 
fered in Maui and Waikiki were enjoyed by the participants. 

The 1988 Annual Meeting was held in the new Exhibit 
Hall E of the Baltimore Convention Center, April 27-29. 
Once again specialty societies were urged to collaborate in 
order to increase attendance. This proved to be a positive 
approach. 

The 1988 Annual Meeting combined new ideas with some 
old ones. To emphasize the importance of physician invol¬ 
vement in the legislative process, John Kitzhaber MD, Presi¬ 
dent of the Oregon State Senate, was the Keynote Speaker 
at the Plenary Session. Dr. Kitzhaber’s talk, "The Physician’s 
Role in the Emerging Public Health Debate" drew a crowd 
of 160 on Wednesday afternoon. 

That evening, the Maryland Medical Political Action 
Committee presented the Capitol Steps performing at a 
cabaret. These brilliant satirists presented their views on 
topics ranging from the Baltimore Orioles to Russian "glas- 
nost." A hot buffet was served to over 250 physicians, legis¬ 
lators, and spouses. 

Since the complimentary lunch served in the Exhibit Hall 
was so well received last year, it was offered again in 1988. 
This was done to urge the physicians to visit the exhibit 
booths. The quality of the food was much improved since 
only three complaints were received about food. 

An audience of 52 attended the Prayer Breakfast at 7:15 
on Thursday morning. Even though the attendance was 
lower than last year, participants enjoyed Dr. Theodore E. 
Woodward’s presentation "Religion and Medicine: A Cen¬ 
turies Old Relationship." 

There were fourteen tables at the Lunch and Learn ses¬ 
sions on Thursday afternoon; most were sold out, and few 
people were turned away. A total of 15 Category I CME 
credits were offered at the Annual Meeting. 

To continue a policy initiated last year, all the Past Presi¬ 
dents and their spouses/guests were given complimentary 
tickets to the Presidential Banquet. There were 10 Past 
Presidents in attendance. The Presidential Banquet, honor¬ 
ing Leon E. Kassel MD, featured a gourmet meal and danc¬ 
ing to the music of Zim Zemarel. As part of the evening’s 
activities, Dr. Kassel made several presentations: first, a 
special presentation of roses and a Med-Chi watch to Mrs. 
Mary McGibbon in recognition of her retirement after 14 
years of service to the Med-Chi Faculty. In addition, Dr. 
Kassel presented a Past-President’s plaque to Donald T. 
Lewers MD in recognition of his service, and President- 
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Elect Michael R. Dobridge MD, presented Dr. Kassel with 
a Past-President’s plaque. 

Annual Meeting attendance remained steady at ap¬ 
proximately 1,000 physicians, 38 other health providers 
(nurses, technicians, etc.) 382 exhibitors, and 131 speakers. 
Comments on attendees’ evaluation forms praised the scien¬ 
tific sessions and the meeting in general; however, the nega¬ 
tive comments centered on the difficulty in finding 
convenient parking. A few comments concerned returning 
to Hunt Valley. We are still in contact with Hunt Valley, but 
they have indicated we do not use enough sleeping rooms to 
justify the amount of space used for the Annual Meeting. 

The next Semiannual Meeting will be held at the Princess 
Southampton, Bermuda, September 14-18,1988. 

Forty-three requests from various organizations were ap¬ 
proved for cosponsorship by the Faculty for Category ICME 
credits. Eleven practice management workshops were of¬ 
fered for physicians and office staff during 1987. 

The Committee on Scientific Activity appreciates the as¬ 
sistance given to make this a successful year and wishes to 
thank the many individuals who gave of their time and effort. 

JOHN M. KRAGER MD, Chairman 
GARY L. ROSENBERG MD 
JACK ZIMMERMAN MD 
ERNEST HARMON MD 
JOSE MARTINEZ MD 
JOHN R. LILLY MD 

MS PATRICIA MUNOZ, Director of Meeting Services 
MISS JOANN CIRILLO, Assistant, Meeting Services 


Small Area Practice Variations 

Mr. President and Members of the House of Delegates: 

The Committee on Small Area Practice Variations has 
monitored several studies measuring area-to-area variations 
in the utilization of medical services. The Faculty actively 
participated in an ongoing study involving statewide varia¬ 
tions in coronary artery bypass surgery (CABS) with the Of¬ 
fice of Policy Analysis and Program Evaluation of the 
Department of Health and Mental Hygiene and the 
Maryland Hospital Association. Other areas of activity in¬ 
clude a Health Department study of "medical practice pat¬ 
tern analysis to measure utilization of hospital services by 
vulnerable populations," and a current study involving 
statewide variations in caesarean section rates undertaken 
by the Maryland Hospital Association. This Committee did 
involve the Obstetrical and Gynecological Society of 
Maryland in the caesarean section study so that it will have 
the opportunity to evaluate the data and to provide input on 
variations in the utilization of this particular procedure. 
Wherever possible, it is our intention to involve individual 
physicians, appropriate medical and specialty societies, and 
hospital medical staffs so that physicians will be able to 
evaluate all aspects of variations in medical practice. 


We are pleased to report that the House of Delegates es¬ 
tablished the Committee on Small Area Practice Variations 
as a standing Committee of the Faculty in April 1988. Plans 
for the future include an issue of the Maryland Medical Jour¬ 
nal devoted to small area practice variations in Maryland. 
As Chairman, I wish to extend my appreciation to each mem¬ 
ber of the Committee for his valuable time and experience 
in this area of Faculty activity. 

PETER E. DANS MD, Chairman 
GUNTHER D. HIRSCH MD 
HARRY G. RANDALL MD 
LEONARD SCHERLIS MD 
KARL H. WEAVER MD 
JACK M. ZIMMERMAN MD 


Specialty Designation 

Mr. President and Members of the House of Delegates: 

The Committee on Specialty Designation has held five 
meetings to plan and implement the mandated specialist 
identification authority of the Board of Medical Examiners. 
This Committee functions as the reviewing body for the 
Board on applications received from physicians requesting 
designation in a particular medical specialty. 

Application for specialty designation is open to all 
licensed physicians in Maryland. If a physician is certified 
by the American Board of Medical Specialists, the iden¬ 
tification is automatically given by the Board upon confirma¬ 
tion of that credential. 

If not certified by the American Board of Medical 
Specialists, the physician must complete an application out¬ 
lining specific training and experience in the requested 
specialty. The Applications are referred by the Board to this 
Committee for evaluation and recommendation to the 
Board. Criteria used for such evaluation was developed 
jointly by Med-Chi and the Board and is set forth in ad¬ 
ministrative regulations (COMAR 10.32.08), which have the 
force and effect of the law. The Board makes the final 
decision on the basis of recommendations from the Commit¬ 
tee. The identification is permanent, and the physician may 
publicize himself or herself in the given area of specialty. 

Much time and effort has been exercised in reviewing ap¬ 
proximately 1000 applications received thus far. Each ap¬ 
plication is reviewed thoroughly and fairly, and in strict 
compliance with required criteria. 

I thank each member of the Committee for his patience 
in carrying out this mandated function. 

JOSEPH I. BERMAN MD, Chairman 
ARISTIDES C. ALEVIZATOS MD 
SAMUEL D. FRIEDEL MD 
B. MARTIN MIDDLETON MD 
JOSE M. YOSUICO MD 
DAVID ZAJANO MD 
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Tel-Med 

Mr. President and Members of the House of Delegates: 

Maryland Tel-Med is part of a nationwide network of 350 
telephone information programs throughout the United 
States, Canada, South America, and Saudi Arabia. Tel- 
Med, Inc., is a wholly owned subsidiary of the San Bernar¬ 
dino, California, County Medical Society. The Medical and 
Chirurgical Faculty of Maryland is the Statewide Coor¬ 
dinator of six operating programs in Maryland. The Facul¬ 
ty helps new programs begin operation, reviews and 
develops scripts for the Maryland Master Library, and in 
cooperation with Blue Cross and Blue Shield of Maryland 
assists in funding local programs. 

Over the past year, Med-Chi and Blue Cross and Blue 
Shield developed a statewide brochure for all Maryland Tel- 
Med Programs. The brochures are in use, and the standard 
design gives Tel-Med an increased level of recognition 
throughout the state. 

The daily activities of Tel-Med, including newsletter pub¬ 
lication, script development and revision, and new program 
development, are conducted by Caroline Harman, Maryland 
Tel-Med statewide coordinator and Med-Chi staff member. 
All contributions to the Maryland Tel-Med Program are 
received by the Medical and Chirurgical Charitable Fund, 
Inc. and are tax deductible. Inquiries about the program 
should be directed to Maryland Tel-Med, 1211 Cathedral 
Street, Baltimore, MD 21201 or contact Caroline Harman at 
301-539-0872. 


Maryland Tel-Med Programs: 

Anne Arundel General Hospital, Annapolis 
Giant Food, Inc., Landover 
Memorial Hospital, Easton 

Peninsula General Hospital Medical Center, Salisbury 
St. Mary’s County Health Department, Leonardtown 
Washington County Hospital Association, Hagerstown 


Young Physicians 

Mr. President and Members of the House of Delegates: 

The Committee held several meetings to develop 
programs and to encourage the active participation of young 
physicians in the Medical and Chirurgical Faculty of the 
State of Maryland and its component societies. By defini¬ 
tion, young physicians are licensed physicians under the age 
of forty or in practice less then five years. 

The defined goals of the Committee are to strengthen the 
Medical and Chirurgical Faculty through increased mem¬ 
bership by young physicians. This shall be done by educat¬ 
ing young physicians about organized medicine, the political 
process, and the many issues surrounding medicine at this 
time. As membership increases we hope to stimulate the in¬ 
volvement of young physicians in leadership roles at the com¬ 
ponent society and Medical and Chirurgical Faculty levels, 
thereby bringing the unique perspective of young physicians 
on medical, political, and socioeconomic issues to the medi¬ 
cal society. 

The Committee has developed a survey instrument 
designed to obtain demographic information to assess 
priorities of young physicians in Maryland. Additionally, the 
Council has approved funding to send a Maryland Delegate 
to the Young Physician Section of the American Medical As¬ 
sociation. Through these activities, we plan to further 
develop young physician involvement and resolve to 
strengthen Med-Chi through increased membership and 
through new program initiatives. 

SUSAN OWENS MD, Chairman 
JAMES A. D’ORTA MD 
RANDY ELLIS MD 
MARTIN G. GUERRERO MD 
B. LARRY JENKINS, Jr., MD 
STEPHEN R. KAY MD 
STEVEN H. PEARLMAN MD 


Vol 37, No 8 MMJ 661 


Treasurer 

Mr. President and Members of the House of Delegates: 

The financial books and records of the Medical and 
Chirurgical Faculty have been audited for the year ended 
December 31,1987 by O’Dea and Labrador, Certified Public 
Accountants. 

The financial reports reflecting the results of operations 
for the year 1987 and the financial position of the Faculty at 
year end are part of this report. The auditors have submitted 
an unqualified opinion that the financial statements are ac¬ 
curate and conform to generally accepted accounting prin¬ 
ciples. 

The 1988 Budget was approved by Council in January and 
is presented in this report for your information. 

The Faculty investment portfolio was reviewed and is part 
of the report of the Financial Committee. 

JOSE M. YOSUICO MD 

Treasurer 


O’Dea & Labrador 

CERTIFIED PUBLIC ACCOUNTANTS 

28 W. Allegheny Avenue 
Towson, Maryland 21204 
296-5880 

The Medical and Chirurgical Faculty 
of the State of Maryland 
Baltimore, Maryland 

We have examined the balance sheet of The Medical and Chirurgical Faculty of the 
State of Maryland as of December 31, 1987 and 1986 and the related statements of 
income, expenditures and transfers, and changes in fund balances for the years then 
ended. Our examinations were made in accordance with generally accepted auditing 
standards and, accordingly, included such tests of the accounting records and such 
other auditing procedures as we considered necessary in the circumstances. 

In our opinion, the financial statements referred to above present fairly the 
financial position of The Medical and Chirurgical Faculty of the State of Maryland as 
of December 31, 1987 and 1986 and the results of its operations and the changes in 

its fund balances for the years then ended, in conformity with generally accepted 
accounting principles applied on a consistent basis. 


133 Defense Highway 
Annapolis, Maryland 21401 
841-5471 


June 10, 1988 
Towson, Maryland 
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Exhibit A 


The Medical and Chirurgical Faculty of the State of Maryland 


Balance Sheet 



General 

Fund 

Endowment 

Plant 

Fund 

Med-Chi 

Total 

Total 

Assets 

and Special 

Insurance 

December 

December 


Funds 

Fund 

31, 1987 

31,1986 

Current 







Cash 

Accounts Receivable 

$3,823,906 

$ 809,723 

$ 11,851 

$1,523,126 

$ 6,168,606 

$ 4,352,053 

Membership dues, journal and 
advertising 

103,772 




103,772 

65,247 

Other funds 

483,921 

— 

— 

— 

483,921 

406,864 

Other 

— 

— 

— 

54,590 

54,590 

342,072 

The Med-Chi Agency, Inc. 

64,344 

— 

— 

— 

64,344 

129,167 

Loans receivable—plant fund 

— 

— 

— 

— 

— 

500,000 

Prepaid expenses 

6,877 

— 

— 

— 

6,877 

3,937 


4,482,820 

809,723 

11,851 

1,577,716 

6,882,110 

5,799,340 

Marketable securities 

Investment—The Med-Chi 

— 

1,959,237 

— 

— 

1,959,237 

1,793,343 

Agency, Inc. 

Fixed 

248,039 

— 

— 

— 

248,039 

229,304 

Land, buildings and improve¬ 
ments 

76,696 


2,813,822 


2,890,518 

2,617,801 

Other 

— 

— 

373,719 

— 

373,719 

458,747 

Other assets 

503,646 

106,830 

— 

— 

610,476 

1,076,147 


$5,311,201 

$2,875,790 

$3,199,392 

$1,577,716 

$12,964,099 

$11,974,682 

Liabilities and Fund Balances 
Current 







Accounts Payable 







Trade 

$ 32,631 

$ 

$ 

$1,079,179 

$ 1,111,810 

$ 437,849 

Other funds 

165,645 

75,287 

11,851 

58,569 

311,352 

906,864 

Other 

52,782 

— 

— 

— 

52,782 

18,696 

The Med-Chi Agency, Inc. 

— 

— 

— 

103,632 

103,632 

62,594 

Component societies 

1,117,097 

— 

— 

— 

1,117,097 

732,108 

Payroll taxes 

6,125 

— 

— 

— 

6,125 

4,884 

Accrued expenses 

77,435 

— 

— 

— 

77,435 

58,062 

Grants payable 

71,313 

— 

— 

— 

71,313 

77,508 

Deferred income 

830,901 

— 

— 

— 

830,901 

767,234 

Deferred compensation 

— 

319,947 

— 

— 

319,947 

373,109 

Loans payable—general fund 

— 

— 

— 

— 

— 

— 


2,353,929 

395,234 

11,851 

1,241,380 

4,002,394 

3,438,908 

Fund Balances 







Invested in fixed assets 

Designated 

— 

— 

3,187,541 

— 

3,187,541 

2,991,520 

Legal fund 

92,245 

— 

— 

— 

92,245 

92,245 

Educational purpose 

30,823 

— 

— 

— 

30,823 

27,151 

Other 

5,181 

— 

— 

— 

5,181 

4,214 

Undesignated 

2,829,023 

2,480,556 

— 

336,336 

5,645,915 

5,420,644 


2,957,272 

2,480,556 

3,187,541 

336,336 

8,961,705 

$12,964,099 

8,535,774 

$11,974,682 


$5,311,201 

$2,875,790 

$3,199,392 

$1,577,716 


The accompanying notes to financial statements are an integral part of this statement. 
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Income 


Dues 

$1,169,964 

$1,162,495 

Rents and services 

22,465 

20,731 

Meetings 

Journal advertising and 

76,340 

84,555 

subscriptions 

152,189 

134,076 

Interest 

185,149 

154,978 

Miscellaneous 

Equity interest in the 

236,943 

186,659 

Med-Chi Agency, Inc. 

268,734 

204,956 

Expenditures 

2,111,784 

1,948,450 

Operating expenses 

Excess of income over 

2,073,721 

1,805,008 

expenditures 

T’ransfers-Endowment and 
Special Funds 

From consolidated fund 

38,063 

143,442 

income 

— 

5,654 

From special funds 

— 

— 

From plant fund 

— 

— 

Excess of income and trans- 

— 

5,654 

fers over expenditures 

$ 38,063 

$ 149,096 


The accompanying notes to financial statements are an inte¬ 
gral part of this statement. 


Notes to Financial Statements 
December 31, 1987 

Note 1—Summary of Significant Accounting Policies 

The Medical and Chirurgical Faculty of the State of Mary¬ 
land is a nonprofit organization, tax exempt under Section 
501 of the Internal Revenue Code. 

Marketable securities are carried at cost. Market values at 
December 31, 1987 and 1986 were $2,200,654 and $2,211,167, 
respectively. 

The Faculty carries its investment in the 100% owned The 
Med-Chi Agency, Inc. at equity. The net assets of the corpo¬ 
ration as of December 31, 1987 and 1986 were as follows: 



1987 

1986 

urrent assets 

$329,541 

$420,459 

Fixed assets—net 

13,470 

5,229 


343,011 

425,688 

Current liabilities 

94,972 

196,384 


$248,039 

$229,304 


Fixed assets of the plant fund, other than personal property, 
are recorded at cost. Portraits were appraised as of December 
31, 1963 at $65,000, an increase of $51,000 over prior years. 
All other personal property was appraised as of December 31, 



145,963 

126,287 

Expenditures 



Administrative services 

27,387 

32,295 

Postage, printing and supplies 

33 

108 

Rent 

960 

960 

Telephone 

200 

200 

Professional fees 

— 

750 

Contributions 

100,000 

905,000 


128,580 

939,313 

Excess (deficit) of income over 



expenditures 

$ 17.383 

$(813,026) 


The accompanying notes to financial statements are an inte¬ 
gral part of this statement. 


1949. Depreciation on fixed assets is not provided. A schedule 
of fixed assets follows: 



1987 

1986 

Real Estate 



1209-1215 Cathedral Street 



Land and building 

$ 110,636 

$ 110,636 

Improvements 

1205-1207 Cathedral Street 

347,014 

347,014 

and 1204 Maryland Avenue 
Land and buildings 

1,997,215 

1,997,215 

Improvements 

358,957 

162,936 


2,356,172 

2,617,801 

Other 



Library books, journals 

Office and library—fixtures, 

231,370 

231,370 

antiques and museum pieces 

77,349 

77,349 

Portraits—appraised value 

65,000 

65,000 


373,719 

373,719 

$3,187,541 

$2,991,520 


Fixed assets of the general fund are recorded at cost and 
depreciated using the straight-line method over their esti¬ 
mated useful lives for assets acquired prior to 1981, using the 
accelerated cost recovery system for assets acquired after 1980 
and the modified accelerated cost recovery system for those 
acquired after 1986. 


December December Life in 
31, 1987 31, 1986 Years 


Auto equipment 

$ 32,000 

$ 15,700 3 

Office equipment 

231,435 

271,325 5-10 

Total cost 

263,435 

287,025 

Less—accumulated 



depreciation 

186,739 

201,997 


$ 76,696 

$ 85,028 


Provision for depreciation charged to operations for the 
years ended December 31, 1987 and 1986 was $51,714 and 
$44,567, respectively. 


Exhibit B 


Exhibit C 


Statement of Income, Expenditures 
and Transfers 

General Fund (Undesignated) 

For Years Ended 
December December 
31, 1987 31, 1986 


Statement of Income and Expenditures 
Med-Chi Insurance Fund 

For Years Ended 
December December 
31, 1987 31, 1986 


Income 

1 ninistrative fees 
;rest 


$ 46,811 
99,152 


44,362 

81,925 
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Exhibit D 


Statement of Changes in Fund Balances for Year Ended December 31, 1987 


Additions Deductions 




Excess of 



Other 






Balance 
January 
1, 1987 

Income 

over 

Expendi¬ 

tures 

and 

Transfers 

Invest¬ 

ment 

Income 

Interest 

on 

Savings 

Accounts 

Income 

and 

Contribu¬ 

tions 

Received 

Gain on 
Sale of 
Securi¬ 
ties 

Trans¬ 

fers 

In (Out) 

Expend¬ 

itures 

Balance 
December 
31, 1987 

General Fund 










Designated 

$ 123,610 

$ - 

$ - 

$ - 

$ 4,639 

$ — 

$ - 

$ - 

$ 128,249 

Undesignated 
Endowment and 

2,790,960 

38,063 

— 

— 

— 

— 

— 

— 

2,829,023 

Special Funds 

2,310,730 

— 

128,662 

— 

— 

165,893 

— 

124,729 

2,480,556 

Plant Fund 

Med-Chi Insurance 

2,991,520 

— 

— 

— 

— 

— 

196,021 

— 

3,187,541 

Fund 

318,954 

17,382 

— 

— 

— 

— 

— 

— 

336,336 


$8,535,774 

$ 55,445 

$128,662 

— 

$ 4,639 

$165,893 $196,021 

$124,729 

$8,961,705 



For Year Ended December 31, 1986 







Additions 




Deductions 


Balance 

Excess of 
Income 

over 

Invest- 

Interest 

on 

Other 

Income 

Gain on 
Sale of 

Trans- 

Expendi¬ 

tures 

Balance 


January 
1, 1987 

Expendi¬ 

tures 

ment 

Income 

Savings 

Ac- 

and 

Contribu¬ 

tions 

Received 

Securi¬ 

ties 

fers 

In (Out) 

December 
31,1986 



and 


counts 







Transfers 







General Fund 










Designated 

$ 150,889 

$ — 

$ - 

$ — 

$ 28,183 

$ 

$ - 

$ 55,462 

$ 123,610 

Undesignated 
Endowment and 

2,641,864 

149,096 

— 

— 

— 

— 

— 

— 

2,790,960 

Special Funds 

2,025,774 

— 

103,209 

16,236 

6,424 

239,869 

(5,654) 

75,128 

2,310,730 

Plant Fund 

Med-Chi Insurance 

1,943,943 

— 

— 

4,504 

1,043,073 

— 

— 

— 

2,991,520 

Fund 

631,980 

(313,026) 

— 

— 

— 

— 

— 

— 

318,954 


$7,394,450 

$(163,930) 

$103,209 

$20,740 

$1,077,680 

$239,869 

$(5,654) 

$130,590 

$8,535,774 


The accompanying notes to financial statements are an integral part of this statement. 


Note 2—Pension Plan 

The Faculty has a noncontributory pension plan covering 
substantially all its employees. Pension contributions for the 
current year and prior year were $61,295 and $55,289 respec¬ 
tively, which includes amortization of prior accrued. Actuarial 
determined pension costs are funded on an annual basis by 
the Frozen Initial Liability method with initial accrued liabil¬ 
ities computed under the Entry Age Normal Cost method. A 
comparison of accumulated plan benefits and plan net assets 
for the Faculty is presented below: 


Acturial Present Value of 
Accumulative Plan Benefits 

1987 


1986 

Vested 

$730,298 

$ 

610,895 

Nonvested 

121,276 


365,501 

Net assets available for 

$851,574 

$ 

976,396 

benefits 

$941,334 

$1,295,590 


The assumed rate of return used in determining the acturial 
present value of accumulated plan benefits was 6.5% for both 
1987 and 1986. The fund’s assets as of April 1, 1987 and April 
1,1986 exceeded the vested benefits by $211,036 and $684,695, 
respectively. 


Note 3—Related Parties 

The Medical and Chirurgical Faculty of the State of Mary¬ 
land owns the stock of The Med-Chi Agency, Inc. The Faculty 
leases office space to the Agency under a month-to-month 
lease. Lease payments from the Agency were $14,003 and 
$10,320 for 1987 and 1986, respectively. Additionally, the 
Faculty performed certain management and accounting serv¬ 
ices for the Agency; income for these services was $100,000 in 
1987 and $80,000 in 1986. 

Note 4—Other Assets 

The Faculty has deposits in several savings and loan asso¬ 
ciations under control of the Maryland Deposit Insurance 
Fund (MDIF). Availability of these funds is controlled by the 
state agency and the funds are not considered current for this 
fiscal period. 
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PROPOSED BUDGET: Estimated Income 



Budget 

Projected Actual Thru 

Budget 


1987 

Dec. 31,1987 

1988 

Membership Dues 

$1,170,000 

$1,170,000 

$1,170,000 

Investment Income 

350,000 

420,000 

500,00 

Medical Journal 

170,000 

150,000 

170,000 

Annual & Semiannual Meetings 

70,000 

66,000 

80,000 

Administrative Services 

110,000 

150,000 

120,000 

Other Income 

40,000 

43,000 

50,000 

Total 

$1,910,000 

$2,005,000 

$2,090,000 


Estimated Expenditures 


Auditing 

Legal 

Contributions 
Gas/Electric/W ater 
Telephone/Telegraph 
Postage 

Household/Janitorial 
Property Maintenance 
Insurance 
New Equipment 
Equipment Maintenance 
Stationery/Supplies 
Salaries 
Social Security 

Unemployment Conipenastion 

Employees’ Insurance Program 

Employees’ Pension 

Supplementary Hours 

Travel 

Printing 

Data Processing 

Government Relations 

Library 

Journal Expense 

Annual & Semiannual Meetings 

Presidential Fund 

Auxiliary 

Miscellaneous Expense 
Depreciation 
Public Relations 


Total 


Budget 1987 

Projected Actual 

Thru 1987 

Budget 1988 

$7,200 

$7,200 

$7,200 

7,000 

9,000 

7,000 

1,000 

300 

1,000 

32,000 

55000 

55,000 A’ 

34,000 

30,000 

35,000 

55,000 

51,000 

55,000 

14,000 

20,000 

10,000 

12,000 

12,000 

10,000 

14,000 

30,000 

30,000 

15,000 

10,000 

6,000 

2,000 

3,500 

4,000 

21,000 

23,000 

23,000 

916,000 

971,000 

1,094,700 

61,000 

65,000 

75,000 

10,000 

5,000 

6,000 

2,000 

60,000 

70,000 

70,000 

73,000 

85,000 

9,000 

10,000 

10,000 

80,000 

80,000 

80,000 If 

29,000 

30,000 

25,000 e 

21,000 

10,000 

10,000 

40,000 

50,000 

50,000 D’ 

20,000 

20,000 

20,000 E’ 

1,000 

150,000 

150,000 

35,000 

103,500 

105,000 F 

16,0000 

10,000 

10,000 

100,000 

1,000 

1,000 

10,000 

40,000 

20,000 

48,000 

60,000 

60,000 

$55,000 

$8,6000 

$5,000 

$1,951,200 

$1,999,000 

$2,119,900 


* see budget notes 


A. CONTRIBUTIONS: 

• Reflects a reserve for possible requests during the year. 

B. TRAVEL: 

• Includes attendance at the following meetings: 

• Regional Legislative Conference - January. 

• National Medical Leadership Conference, Chicago; Presidents, 
President-Elect, Council Chairman, two staff members 
February. 

• Six Delegates, Six Alternates, President, President-Elect, and 
staff to attend: 

1. AMA Annual Meeting, Chicago - June. 

2. AMA Interim Meeting, Dallas - December. 

• Medical Society Executive Conference, in conjunction with the 
above. 

• American Society of Association Executives, 

• Annual Meeting or similar education activity. 

• AAMSE (American Association of Medical Society Executives) 

• Travel throughout the state for various component society meet¬ 
ings, other business and activities, as well as out of state 

• Regional and National Sessions as determined on an individual 
basis. 
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C. PRINTING: 

• Includes the net publication cost of the membership directory. 

D. GOVERNMENT RELATIONS: 

• Includes nurses’ salaries and supplies for First Aid Room, An¬ 
napolis office, publications printing, mailing costs and travel. 

E. LIBRARY: 

• Includes Memberships, Travel, Supplies, Equipment, Xeroxing, 
Postage and Miscellaneous Library expenditures. Library salaries 
are in the salary account. Journal subscriptions, books, binding, 
etc. are purchased by designated funds andare not included in this 
item. 

F. ANNUAL & SEMI-ANNUAL MEETING EXPENSES: 

• New expenditure items of over $5,000 for these meetings (ex¬ 
clusive of pass-through items) to be approved by Exeuctivc Com¬ 
mittee or Council. Arrangements and costs for Presidential 
Banquet and other social evants, to be cleared by Executive Com¬ 
mittee. 









Do something different 
two days a month 


Receive a commission 
in the Army National Guard 

The Maryland Army National Guard has immediate open¬ 
ings for physicians which require participation of only 2 
days a month plus a 15-day Annual Training Period (a total 
of 39 days per year). 

YOU WILL BE ELIGIBLE FOR: 

• A COMMISSION IN THE ARMY NATIONAL GUARD 

• AN EXCELLENT PART-TIME INCOME 

• PAID ATTENDANCE AT 

-CONTINUING MEDICAL EDUCATION COURSES 
-AMA CONFERENCES 

-KPUP (Active duty assignment up to 30 days in Europe, 
Asia and South America) 

-TRAINING AT U.S. ARMY HOSPITALS 

• POST EXCHANGE & COMMISSARY 

• MILITARY AIR TRAVEL WITHIN THE 50 STATES 

MARYLAND ARMY NATIONAL GUARD 

T Phil Howard 
(301) 576-1472 

29th Division Street, Baltimore, Md. 21201 


Dow Jones Industrial Average 



BLACK MONDAY 

PUT YOU IN THE 

RED? 

Control your financial future and realize a return 
on your investment of 23% or more!* 

SAFELY!!! 


Realize all of the positive aspects of real estate investment, 
while you eliminate all of the negatives. 

NO NEGATIVE CASH FLOW NO TENANT HASSLES 
NO CLOSING COSTS NO MAINTENANCE WORRIES 

NO QUALIFYING PROBLEMS NO PROPERTY MANAGEMENT FEES 

AND ALL WITH ONLY 10% DOWN! 


offered exclusively by 



Columbia Lakefront Office * The Ryland Bldg. * Columbia, MO 21044 

Office: 730-7400 Res.: 796-2090 

•jlWuer 

ttw i •Return on investment is based on an annual appreciation of 8%. 


1&D3 


ad-dict \ 9-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

————■ excessively 2 : to cause (a person) to . 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 

■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 



Call us. We can help. 

OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, P.O. Box E, Emmitsburg, Md. 21727 / 301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 
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Doctors take Note 


The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium Building unless 
otherwise indicated. Sponsored Continued Education Ac¬ 
tivities for 1987-1988. Info: Office of Continuing Education, 
720 Rutland Ave., Turner Auditorium, Baltimore, MD 
21205 (301-955-5880). 

Sep 8-10 Intensive Training in Spirometry Testing, 
Tremont Plaza, Baltimore; sponsored by the Dept of En¬ 
vironmental Health Sciences. Fee: $450; limited to 20 
registrants. Info: C. Walsh 301-955-2609. 

Sep 15-16 Pediatrics for the Practitioner, Update ’88. 
Fee: physicians $200, nurses/practitioners, & retired 
physicians $135; 14.5 AMA Cat I credits. Info: J. Ryan 301- 
955-2959. 

Sep 23 Diabetic Retinopathy in 1988. Fee: $200, $100 
(those in training); 8 AMA Cat I credits. Info: D. Heydinger 
301-955 2959. 

Sep 27 The Economic Impact of AIDS. Fee: $75. Info: P. 
Macedonia 301-955-2959. 

Oct 6-8 Fourteenth Annual Topics in Gastroenterology 
and Liver Disease. Fee: physicians $370; residents & fellows 
$185 (with letter verifying status); 20.5 AMA Cat I credits. 
Info: J. Ryan 301-955-2959. 

Oct 10-14 Thirtieth Annual Emil Novak Memorial 
Course: Gynecology, Gynecological Pathology, Endocrinol¬ 
ogy, and High-risk Obstetrics. Fee: $550 ($400 for resi¬ 
dents); 41 AMA Cat I credits. Info: C. Kearney 
301-955-2959. 

Nov 4 Management of Complicated Retinal Detach¬ 
ments. Fee $175 ($90 those in training); AMA Cat I credit. 
Info: D. Heydinger 301-955-2959. 

Dec 8-10 First Annual Wilmer Institute Current Con¬ 
cepts in Ophthalmology. Fee: $250, $200 (those in training); 
AMA Cat I credit. Info: D. Heydinger 301-955-2959. 

Ophthalmic Electrophysiology Technician Training 
Course (on-going 1-week course by appointment). The Fil- 
mer Eye Institute, Baltimore. Info: C. Kearney. 

The Department of Radiology and Radiological Sciences 
offers several courses in abdominal and obstetrical 
ultrasound. Info: C. Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer 8/8-12, 
11/14-18. Fee: $460; AMA Cat I credits. 

Advanced Practicum in Ultrasound 12/5-9. Fee: $460; 40 
AMA Cat I credits. 

Visiting Physicians - offered throughout the year for ex¬ 
perience in the lab and participation in read-in sessions; by 
appointment only. Fee: $460; 40 AMA Cat I credits. 

Johns Hopkins Medical Grand Rounds - Accredited 
audiovisual continuing education series of case discussion 
for clinicians; 30 topics/year in 5 bimonthly programs. In¬ 
dividual and groups subscriptions; 40 AMA Cat I credtis. 
Info: 301-955-3988. 


University of Maryland School of Medicine 

CME Courses: For each course additional information 
may be obtained by contacting the Program of Continuing 
Education, University of Maryland School of Medicine, 
Room 300, Medical School Teaching Facility (MSTF), 10 
South Pine St., Baltimore, MD 21201 (301-328-3956). 

Sep 16-17 Topics in Geriatrics, The Royce Hotel at BWI 
International Airport, Linthicum. Fee and credits TBA. 

Sep 22 Dean’s Conference #1: Dermatology, UMBC, 
MSTF, Baltimore. Fee: $25; 6 AMA Cat I credits. 

Sep 23 Current Concepts in Ophthalmology: Eighth An¬ 
nual Clinical Conference, Hyatt Regency Baltimore. Fee: 
$60; 6 AMA Cat I credits. 

Oct 14-15 Roots of Creativity: The Study of Creative Im¬ 
agination in Infancy, Omni International Hotel, Baltimore. 
Fee: TBA; 10 + AMA Cat I credits. 

Oct 20 Dean’s Conference #2: AIDS, UMBC, MSTF 
Auditorium. Fee: $25; 6 AMA Cat I credits. 

Oct 27-29 Fourth Annual University of Maryland Con¬ 
tact Lens Symposium, Hyatt Regency Inner Harbor, Bal¬ 
timore. Fee: $160; 12.25 AMA Cat I credits. 

Nov 4-5 Second Medical Perioperative Management 
Postgraduate Course, Harbor Court Hotel, Baltimore. Fee: 
$165; approx 10 AMA Cat I credits. 

Nov 5 A Brief Course in Brief Psychotherapy, UMBC. 
Fee: $100; approx 6 AMA Cat I credits. 

Nov 16 Dean’s Conference #3: Surgery, UMBC. Fee: 
$25; 6 AMA Cat I credits. 

Dec 1-3 Eleventh National Trauma Symposium, Bal¬ 
timore Convention Center. Info: K. Unitas, MIEMSS, 
301-328-2399. 

Visiting Professor Program - Directory of speakers and 
topics available for area hospitals and other health care or¬ 
ganizations. No administrative fee is charged. Info: 
301-328-3956. 

Visiting Practitioner Preceptorships - Opportunity for 
physicians to partiepate in clinical situations in the Univer¬ 
sity of Maryland Medical Systems. Requires approval from 
clinical department/division heads. Direct all inquiries to 
CME, 301-328-3956. 

Departmental Rounds and Conferences - Weekly, hands- 
on and lecture presentations hosted by the University’s clini¬ 
cal departments. Hour-for-hour AMA Cat I credits 
available. Brochure available. 

Advanced Trauma Life Support Provider/Instructor 
Programs sponsored by University of Maryland/MIEMSS. 
Fee: $350-500; 16-22 CME Cat I credits. Info: Melody Nel¬ 
son 301-328-2919. 

Aug 18-19 - Provider 

Sep 14-16 - Instructor 

Oct 13-14 - Provider 

Nov 16-17 - Provider 

Dec 15-16 - Provider 
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Miscellaneous Meetings 

Temple University School of Medicine sponsors a series 
of weekend summer conferences to be held at Timberline 
Four Seasons Resort in Canaan Valley WV; 9 Cat I credits. 
Regis & info: KI. Saumure 215-387-3685. 

Aug 12-14 Physician Update on Cancer, AIDS, and 
Liver Disease 

Aug 19-21 Advances in Cardiology 

Aug 26-28 Lasers in Medical Practice 

Sep 9-11 New Antibiotics for Life-Threatening Infec¬ 
tions 

Sep 16-18 Interventional Radiology 


Sep 17-19 American Society for Reconstructive 
Microsurgery Fourth Annual Meeting, Lord Baltimore 
Hotel, Baltimore, MD. Fee: active members $325, associate 
& corresponding members $175, nonmembers $325, resi¬ 
dents & fellows $175. Info: ASRM, 3025 S. Parker Rd. - Ste 
65, Aurora, CO 80014. 

Sep 23 Professional Rehabilitation: Intervention and 
Treatment, sponsored by Med-Chi in cooperation with the 
Health and Education Council, at the Marriott Hunt Valley 
Inn, Hunt Valley, MD. Fee: early registration $100, after 
Sep 2 $110; 6.5 CME Cat I credits. Info: Don Neilenson 
301-686-3610 or JoAnn Cirillo 1-800-492-1056 or 
301-539-0872. 

Sep 24 Physicians’ Cholesterol Education Program, The 
Annapolis Ramada, 173 Jennifer Rd., Annapolis, MD. Info: 
301-685-7074 or 225-5891. 

Sep 29-30 American College of Nuclear Physicians & 
Society of Nuclear Medicine Joint Symposium on Biology of 
Radionuclide Therapy, Loews L’enfant Plaza Hotel, 


Washington, DC. Fees by Sep 6, members $195, nonmem¬ 
bers $215, technologists (members) $75, technologists (non¬ 
members) $105; thereafter: members $215, nonmembers 
$235, technologists (members) $95, technologists (nonmem¬ 
bers) $125. Info: G.S. Dikeos, ACNP, 1101 Connecticut 
Ave. NW - Ste 700, Washington, DC 20036 (202-857-1135). 

Oct 3-5 NIH Consensus Development Conference: Uri¬ 
nary Incontinence in Adults, Masur Auditorium, Warren 
Grant Magnuson Clinical Center, NIH, Bethesda. Info: A. 
Manning Prospect Assoc., Ste 500, 1801 Rockville Pike, 
Rockville, MD 20852. 

Oct 22 The Second Annual John C. Dumler OB/GYN Up¬ 
date, St. Agnes Hospital, Baltimore, MD. Sponsored by the 
Depts of OB/GYN at St. Agnes Hospital and University of 
Maryland School of Medicine. Info: Terry Young 
301-328-2399. 

Oct 26 Physicians’ Cholesterol Education Program, The 
Ramada Inn, 901 Dual Highway, Hagerstown, MD. Info: 
301-685-7074 or 225-5891. 

Nov 9-11 First National Cholesterol Conference, Hyatt 
Regency Crystal City, Arlington, VA. Advance registration 
$150; conference participation limited to first 1,000 
registrants. Info: The National Cholesterol Conference, 
4733 Bethesda Ave. - Ste 530, Bethesda, MD 20814 
(301-951-3275). 

Nov 12-13 Fetal Cardiology, Key Bridge Marriott, Ar¬ 
lington, VA, sponsored by the Div of Pediatric Cardiology, 
University of Maryland School of Medicine. Info: 
Terry Young 301-328-2399. 

Nov 19-20 Regional Review Course in Hand Surgery, 

Washington, DC. Fee: physicians $200, residents, fellows, & 
allied health professionals $100; 12 AMA Cat I credits. Info: 
American Society for Surgery of the Hand, 3025 S. Parker 
Rd. - Ste 65, Aurora, CO 80014. 


PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Facultyof theStateof Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state. A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872. 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resumd to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate. 


Doctor Planning to Relocate? 

If you are moving or planning to, let us know so that you 
won’t miss a single issue of Maryland Medical Journal. 
Fill out the form below and mail it to: 

Wanda Griebel 

MMJ 1211 Cathedral Street, Baltimore, MD 21201. 
Old Address: 

Name:_ 

Address:_ 

City/Town:_ 

State:_Zip:_ 

New Address: 

Name:_ 

Address:_ 

City/T own:_ 

State:_Zip:_ 

Telephone:_ 

DATE EFFECTIVE:_ 

Signature:_Date:_ 
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Homes/Lots in: 

• Rangeley Lakes Region 

• Great Moose Lake 

• Sebago Cove 

Single Family Developments 

Prime/exclusive locations either on/or 
adjacent to Lakes or Golf Course 

SECLUDED, QUALITY HOMES/LOTS 
IN SPECTACULAR MAINE 

For more information, contact owner: 

P.O. Box 717 P.O. Box 651 

Rangeley , ME 04970 or Stratford, CT 06497 
(207) 864-3410 (203) 377-8370 


ftp 

r JjM 


OOMS OF 


ISTINCTION 



FOR MARYLAND’S 
OUTSTANDING 
HOMES 


-call or visit 
our new showroom at 
3553 E. Joppa Road, Baltimore 


Sunspoce Design 
Studio Inc. 


the 


SfHAMUm 

BY GAMMANS INDUSTRIES. INC. 


(3(H) 862-6200 

MHIC #16069 


GET BACK 


AW 

ARE YOU A NATURAL FOR^M 'W 7* MEMBERSHIP? 

VVY 

YOU ARE if you are a physician, a nurse, or a pharmacist who 

ON TRACK 


HeNNI'a/G & CoIe 

mmm physical therapy/speech pathology 


wants to submit a readable and publishable article to a pro¬ 
fessional journal. 

YOU ARE if you are a professional writer, an editor, or a 
graphics designer in the health care field who wants to be¬ 
come even more creatively productive. 

YOU ARE if you are a medical communicator who wants to 
know and use the best contemporary verbal/visual techniques 
for conveying information. 

YOU ARE if you want to meet, on social and professional 
levels, the many kinds of people described who conduct and 

Specializing in Orthopedic Injuries 


participate in relevant, stimulating workshops and seminars in 
all parts of the country. 

and Sports Medicine 


YOU ARE it you fill out, clip, and mail this coupon [ 


Executive Director, AMWA 

• Acute Injury Care • Rehabilitation 


5272 River Road, Suite 410 

Bethesda, Maryland 20816 

• Physical Conditioning 


YES 1 want to know more about AMVYA. 

NAME 

Flexible hours-3 convenient locations.. 


TITLE (or specialty) __ 

ADDRESS - 

Hunt Valley Medical Center— 628-7330 

Perry Hall Professional Center— 256-7070 

Stem-Ross Professional Building— 686-3600 


CITY _ _ . STATE. ZIP 

AW 

member: American Physical Therapy Association 

National Strength and Conditioning Association 

National Association of Rehabilitation Agencies 


AMERICAN 'l'l 71 

mhxalwritbsYvA 

ASSOCIATION ▼ TV 
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_ THE _ 

WASHINGTON 

MEDICAL 

CENTER 


91(1 19th Street. MY, Washington, DC 20006 

MEDICAL SUITES AVAILABLE 
WASHINGTON, D.C. 

Top Downtown Location-19th & K Sts. 

All Medical Office Building 
Convenient In-building Parking 
Freshly Renovated 
Competitive Rates 

For further information, please call 
202-659-5660. 


Another quality project of 

\\Sr 

THE WEST END CORPORATION 


SPENDING YOUR VACATION 
IN THE CARIBBEAN? 



Why pay for 
accommodations, 
meals, beverages 
and entertainment, 
when you could 
Charter a yacht and 
get all these for one 
affordable price? 


• Luxury crewed yachts for those who like to be 

pampered. Boats from 30' to 120', fully 
provisioned with snorkeling gear, sailboard. 

• Bareboats for the experienced sailor. 

• Sailing schools for the beginner. 

It's fun, it's easy. Call Sophie Now. 

Sophie has 10 years experience in chartering. 
She knows the boats, crews and islands. 



HARBOR CHARTERS, INC. 

SOPHIE P. STEPHENS 

( 301 ) 962-1171 


A Step Above... 


Roland Park North is a step above ordinary townhome living. In its final phase, with 4 levels of luxurious 
living space, two-car garages, over-sized decks, fully-equipped custom kitchens by Stuart, seven skylights, fireplaces 
and luxurious master bath suites, it’s everything you’ve come to expect in a Roland Park home. . .and more. 
Visit our furnished model today or call Esther Fitez at 323-9494, open daily 12-5 or by appointment; closed 
Wednesday. 5700 block of Roland Avenue, South of Lake Avenue. Priced from $344,500. 


The Strutt Group tit 

(**wn*rr* 

628-2207 
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PHYSICIANS 
Full-time & Part-time 

WYMAN PARK MEDICAL ASSOCIATES, a 

Johns Hopkins Health System medical group, 
needs additional physicians in these specialties for 
full-time and part-time positions at new and 
established offices in Baltimore City, Baltimore 
County, Anne Arundel County, and other 
expansion areas. 


Addictions 

Allergy/lmmunology 

Cardiology 

Dermatology 

Endocrinology 

Family Practice 

General Surgery 

Internal Medicine 

Obstetrics and Gynecology 

Occupational Medicine 

Oral Surgery 

Orthopedics 

Pediatrics 

Physical Medicine and 

Rehabilitation 

Psychiatry 

Pulmonary Medicine 

Urology 

and others. 


Physicians must be board certified or active 
candidates, and eligible for Maryland license and 
DEA certificate. Send CV’s or contact: 


Charles R. Mock, M.D. 

Medical Director 
Office of Regional Programs 
3100 Wyman Park Drive 
Baltimore, Maryland 21211 
(301) 338-3493 

An Equal Employment Opportunity Employer. 


BC/BE General Internist, who 

desires to work hard to join 2 busy BC 
Internists in the Balto. Met. area. Active 
inpatient load in 2 hospitals. 

Reply: 

P.O. Box 589 
Randallstown, MD 21133 


HOUSE PHYSICIAN: Full-time and part- 
time positions available. Minimal re¬ 
quirements — Maryland license, 2 years 
residency, ACLS certified. Excellent 
salary. Pleasant work environment. 

Contact: Michael A. Stang, M.D. 

Carroll County Gen. Hospital 
Westminster, MD 21157 
(301) 857-6924 


PHYSICIANS: M.D.’s with general medical, 
surgical, or Family Practice background to work 
as urgent care physicians in busy hospital 
Emergency Department. Part-time/Full-time 
positions available. 

For details, contact: 

Dan K. Morhaim, M.D. 

Franklin Square Hospital Center 
9000 Franklin Square Drive 
Baltimore, MD 21237 
(301) 682-7046 


MEDICAL ADVISOR 

The Maryland State Accident Fund is recruiting for a part-time 
Medical Advisor. This position requires minimum experience of 
10 yrs. of practice with specialization preferred in Orthopaedic 
or General Surgery. 

The annual salary is $12,000. Requires time of approximately 15 
hrs. per wk. A contract will be for a 3 year period. 

Preference will be given to retired and/or semi-retired physician. 
Send resume before 8/31/88 to: Donald W. Potter 

Superintendent 
Box 19102 

Baltimore, MD 21284 
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Classified Ads 


NEUROLOGIST SEEKS COLLEAGUE in Washington DC 
area. Established practice weighted toward peripheral NS, 
EMG, and occupational medicine. Need experienced, 
hard-working, BC colleague with similar interests. Excel- 
j lent financial arrangement. Reply with CV to Box 26 MMJ, 
1211 Cathedral St., Baltimore, MD 21201. 

MARYLAND PRACTICE FOR SALE: established, quality 
IM/FP, adjacent hospital in growing community near Bal¬ 
timore, Wilmington, Philadelphia. Country setting, good 
schools, water, beaches, and mountains. Evenings: 301-398- 
8032. 

ESTABLISHED EMERGENCY DEPARTMENT GROUP 

seeking BC or prepared full-time or part-time Emergency 
Physician. Teaching hospital with Chest Pain ER, fast, track, 
excellent compensation, and benefits. Contact Dr. Anne 
Salmon Barone 301-368-2012. 

PHYSICIAN WANTED IMMEDIATELY: general surgery, 
minor trauma, or industrial medicine background helpful. 
Write: P.O. Box 23664, Baltimore, MD 21203. 

OBSTETRICIAN-GYNECOLOGIST in Montgomery 
desires associates. For details call 301-774-6500. 

CARDIOLOGIST PRACTICE AVAILABLE, suburban Bal¬ 
timore: well established, fully equipped, favorable lease. Ex¬ 
cellent opportunity. Box 6 MMJ, 1211 Cathedral St., 
Baltimore, MD 212011. 

GENERAL/INTERNSHIP MEDICAL PHYSICIAN 

needed on p/t basis. For details call 301-859-0355. 

ORTHOPAEDIC SURGEON needed to share space with 
internists in an area lacking this specialty. For details call 
301-859-0355. 

BUSY PEDIATRIC PRACTICE has office space to share in 
our satellite office located in Upper Marlboro. Newly 
decorated and fully equipped 301-292-2200. 


CLASSIFIED ADVERTISING 
(for Med-Chi members only) 

$3.50 per line per insertion 

Members of the Medical and Chirurgical Faculty shall be entitled 
to one complimentary ad insertion for personal, noncommercial 
use in any consecutive 12-month period. (PAs count as one mem¬ 
ber.) Items will be related to the practice of medicine. Widows of 
members shall be entitled to two complimentary insertions for the 
disposal of the deceased physician’s practice or equipment. 

MARYLAND MEDICAL JOURNAL 
1211 Cathedral St.. Baltimore. MD 21201 


OFFICE SPACE AVAILABLE for sublet in new profes¬ 
sional building in Reistcrstown. Call Lawrence S. Schieken 
MD 301-833-2211. 

OWINGS MILLS/PIKESVILLE OFFICE to sublease at 
Beltway Exit 20 N in Commercecenter. Fully furnished, 
private consultation room, 3 exam rooms, lab facilities, park¬ 
ing. Ideal for satellite location 301-486-4445. 

OFFICE TO SHARE, full or part time in the Professional 
Centre, St. Joseph Hospital; 2 exam rooms, 2 consult rooms. 
Reasonable rates, flexible arrrangement 301-337-1586. 

NEW MEDICAL OFFICE for rent, full or part time. The 
Professional Centre, next to St. Joseph Hospital. Fully 
equipped, free parking 301-337-6800. 

NEW MEDICAL OFFICE SPACE TO SHARE in Towson 
part-time or evenings; excellent parking. Call 9 to 5 (301- 
828-5151). 

FOR SALE: Toshiba complete electronic phone system in¬ 
cluding 16 phones, $4,000 (301-435-5300). 

VIAGRAPH II IMC CARDIAC TREADMILL SYSTEM 

1977 for sale. New $32,000; asking $5,000 or best offer. 
Marie 301-997-7660. 

AMES SERALYZER REFLECTANCE PHOTOMETER 

1984 for sale. New $2,500; asking $800 or best offer. Marie 
301-997-7660. 


License Registration Renewal 

Physicians whose surnames begin with the initials A through L must renew their license registrations this 
September 1988. The Board began mailing renewal information around the middle of July. 

Physicians who have not recieved the renewal application by the second week in August should contact the 
Board to get the information necessary for renewal before their licenses expire on September 30,1988. It is the 
physicians’ responsibility, by law, to communicate with the Board concerning renewal of their licenses if, for some 
reason, they do not receive the renewal application. 

Physicians may contact the Board by writing to the address below or by calling 301-225-5900. 

Board of Physician Quality Assurance 
201 West Preston Street 
Baltimore, MD 21201 
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REISTERSTOWN 

FEDERAL 

SAVINGS 

BANK 


FROM HOMEOWNERS, TO BUILDERS, TO COMMERCIAL 
DEVELOPERS —WE DO IT ALL! 

CALL THE LOAN TEAM 

833-2226 


SPECIALIZING IN 

CONSTRUCTION 

LOANS 

“WE DO IT ALL ” 


COMMERCIAL 


RESIDENTIAL 


DEVELOPMENT 


BALTIMORE COUNTY: 11817 Reisterstown Road • Reisterstown, Maryland 21136 • (301) 833-2226 
CARROLL COUNTY: 6415 Ridge Road • Eldersburg, Maryland 21784 • (301) 795-5000 


FSLIC 


X-RAY 

EXPERTS 


For INSENSITIVE foot management 
we now offer: 


★ EXTRA DEPTH 
and the new "Thermolds" shoes 

★ Accomodative, impression molded 
inlays, for proper weight distribution, 
made of PLASTIZOTE or PELITE. 


Give us a call 
1-800-782-XRAY 
539-1888 

• 24-hour expediency 

• Exact film duplication of original x-rays 

• Available for your experts review/ 

insurance/legal responses 
? Convenient downtown location 

• Competitive prices 

“Our expertise shines through everytime. 
We make no bones about it.” 


★ Custom MOLDED footwear 

as required. 

★ Outside fitting in home or hospital. 

★ Also—Complete prescription service, 
including many special purpose shoes 

and shoes suitable for brace attachment. 

Store Hours 9:00 to 5:00 
except Thursday to 7:00 P.M. 

ZIMMERMAN N’S SHOES 

227 W. Saratoga St., Balto., MD 21201 
(301) 685-3665 

Charles E. Brown, Certified Pedorthist 
Member, Prescription Footwear Association. 


Duplication 

Services 
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Attention: Member Photographers 

The Maryland Medical Journal is building a file of Maryland pictures to use on 
our covers. Please submit your best shots of scenes around the state. If there can 
be a medical connection, so much the better. We can use 

black and white 

color 

verticals 

glossy prints (not slides or negatives) 

We will either reduce or enlarge your prints to MMJ cover size (approximately 
8 1/2 X 11). Send your nonreturnable photos to MMJ, 1211 Cathedral Street, 
Baltimore, MD 21201. 
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9800 YORK ROAD 

SALES‘LEASING*SERVICE«PARTS«BODY SHOP 


A DEOGHTFUl 
DICHOTOMY 

The performance capability of the 300 E Sedan rivals 
that of the great Mercedes-Benz sports cars of all 
time. Consider zero to 55 mph in a scant 6.8 seconds 
and an exalted test-track maximum of 137 mph. Yet 
this is an automobile that provides the comfort and 
spaciousness of a four-door sedan, and the amenities 
of a fully equipped Mercedes-Benz. All wrapped in a 
superbly aerodynamic form-a shape that knifes 
through the airstream, maximizing efficiency and 
stability while minimizing wind noise. Judged a 
masterwork of automotive science by the worlds 
toughest critics, the 300 E Sedan awaits your eval¬ 
uation at our authorized Mercedes-Benz dealership. 

Valleu motor/ 

^ Mercedes-Benz 
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In moderate depression and anxiety 


^ 74% of patients experienced improved sleep 
after the first h.s. dose 1 

^ First-week improvement in somatic symptoms 1 

^ 50% greater improvement with Limbitrol in 
the first week than with amitriptyline alone 2 

Protect Your Prescribing Decision: 
Specify “Do not substitute.” 


limbitrol 

Each tablet contains 5 mg chlordiazepoxide and /jT7 
12.5 mg amitriptyline (as the hydrochloride salt) vY> 


Each tablet contains 10 mg chlordiazepoxide and o 
25 mg amitriptyline (as the hydrochloride salt) vY, 






References: 1 . Data on file, Hoflinann-La Roche Inc., Nutley, NJ. 2. Feighner VP, 
et al: Psychopharmacology 61 .-217-225, Mar 22,1979. 


Limbitrol®® 

Tranquilizer—Antidepressant 

Before prescribing, please consult complete product information, a summary of which 
follows: 

Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants; 
concomitant use with MAOIs or within 14 days of monoamine oxidase inhibitors (then initiate 
cautiously, gradually increasing dosage until optimal response is achieved); during acute recovery 
phase following myocardial infarction. 

Warnings: Use with caution in patients with history of urinary retention or angle-closure glau¬ 
coma. Severe constipation may occur when used with anticholinergics. Closely supervise cardio¬ 
vascular patients. Arrhythmias, sinus tachycardia, prolongation of conduction time, myocardial 
infarction and stroke reported with tricyclic antidepressants, especially in high doses. Caution 
patients about possible combined effects with alcohol and other CNS depressants and against 
hazardous occupations requiring complete mental alertness ( eg ., operating machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital mal¬ 
formations. Consider possibility of pregnancy when instituting therapy. 

Withdrawal symptoms of the barbiturate type have occurred after discontinuation of benzodiaze¬ 
pines (see Drug Abuse and Dependence). 

Precautions: Use cautiously in patients with a history of seizures, in hyperthyroid patients, 
those on thyroid medication, patients with impaired renal or hepatic function. Because of suicidal 
ideation in depressed patients, do not permit easy access to large quantities of drug. Periodic liver 
function tests and blood counts recommended during prolonged treatment. Amitriptyline may 
block action of guanethidine or similar antihypertensives. When tricyclic antidepressants are 
used concomitantly with cimetidine (tegamet), clinically significant effects have been reported 
involving delayed elimination and increasing steady- state concentrations of the tricyclic drugs. 
Use of Limbitrol with other psychotropic drugs has not been evaluated; sedative effects may be 
additive. Discontinue several days before surgery. Limit concomitant administration of ECT to 
essential treatment. See Warnings for precautions about pregnancy. Should not be taken during 
the nursing period or by children under 12. In elderly and debilitated, limit to smallest effective 
dosage to preclude ataxia, oversedation, confusion or anticholinergic effects. Inform patients to 
consult physician before increasing dose or abruptly discontinuing this drug. 


Adverse Reactions: Most frequent: drowsiness, dry mouth, constipation, blurred vision, dizzi¬ 
ness, bloating. Less frequent: vivid dreams, impotence, tremoi; confusion, nasal congestion. 
Rare: granulocytopenia, jaundice, hepatic dysfunction. Others: many symptoms associated with 
depression including anorexia, fatigue, weakness, restlessness, lethargy. 

Adverse reactions not reported with Limbitrol but reported with one or both components or 
closely related drugs-. Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, 
myocardial infarction, arrhythmias, heart block, stroke. Psychiatric: Euphoria, apprehension, 
poor concentration, delusions, hallucinations, hypomania, increased or decreased libido. Neuro¬ 
logic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns. Anticholinergic: Disturbance of 
accommodation, paralytic ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, 
urticaria, photosensitization, edema of face and tongue, pruritus. Hematologic.- Bone marrow 
depression including agranulocytosis, eosinophilia, purpura, thrombocytopenia. Gastrointesti¬ 
nal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, black 
tongue. Endocrine: "testicular swelling, gynecomastia in the male, breast enlargement, galactor¬ 
rhea and minor menstrual irregularities in the female, elevation and lowering of blood sugar 
levels, and syndrome of inappropriate ADH (antidiuretic hormone) secretion. Other: Headache, 
weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. 

Drag Abuse and Dependence: Withdrawal symptoms similar to those noted with barbiturates 
and alcohol have occurred following abrupt discontinuance of chlordiazepoxide; more severe 
seen after excessive doses over extended periods; milder after taking continuously at therapeutic 
levels for several months. Withdrawal symptoms also reported with abrupt amitriptyline discon¬ 
tinuation. Therefore, after extended therapy, avoid abrupt discontinuation and taper dosage. 
Carefully supervise addiction-prone individuals because of predisposition to habituation and 
dependence. 

Overdosage: Immediately hospitalize patient, teeat symptomatically and supportively. 

I.V. administration of 1 to 3 mg physostigmine salicylate may reverse symptoms of amitriptyline 
poisoning. See complete product information for manifestation and treatment. 

How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg 
chlordiazepoxide and 25 mg amitriptyline (as the hydrochloride salt), and Tdblets, blue, film- 
coated, each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride 
salt)—bottles of 100 and 500; tel-E-Dose® packages of 100; Prescription Paks of 50. 

ROCHE PRODUCTS INC. 

Manati, Puerto Rico 00701 
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In the depressed and anxious patient 

See Improvement In The First Week!.. 

And The Weeks That Follow 

^74% of patients experienced improved sleep 
after the first h.s. dose 1 

^First-week reduction in somatic symptoms 1 


Caution patients about the combined effects of 
Limbitrol with alcohol or other CNS depres¬ 
sants and about activities requiring complete 
mental alertness, such as operating machinery 
or driving a car. In general, limit dosage to the 
lowest effective amount in elderly patients. 


limbitror 

Each tablet contains 5 mg chlordiazepoxide and 
12.5 mg amitriptyline (as the hydrochloride salt) 


Percentage of Reduction in Individual Somatic Symptoms 
During First Week of Limbitrol Therapy* 



VOMITING NAUSEA HEADACHE ANOREXIA CONSTIPATION 
*Patients often presented with more than one somatic symptom. 


Copyright © 1988 by Roche Products Inc. All rights reserved. 
Please see summary of product information inside back cover. 


Limbitror DS 

Each tablet contains 10 mg chlordiazepoxide and /o 
25 mg amitriptyline (as the hydrochloride salt) 
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THE DOCTOR'S OFFICE 


For most of your life, that suite of rooms on 
Main Street, with the fading prints and the 
cheerful nurse, was the place you remembered 
when you thought of the doctor's office. The 
doctor was a friend and advisor, a respected 
member of the community, an independent 
sort. He ran his practice with a mixture of 
good humor and his best business sense. 

Doctors have had to change their style, 
and often place, of practice in order to meet 
the complex, contradictory, and sometimes 
frustrating demands of the "health care mar¬ 
ketplace." Increasingly, doctors, trained to 
practice medicine and not to compete in the 
world of business, are finding that individual 
practice may be impractical. Some are taking 


salaried positions to stabilize their income 
and to decrease their individual liability. 
Some are abandoning areas of practice which 
place them at risk of litigation or which prove 
unprofitable in the increasingly competitive 
market for "health care services." 

And while patients are wondering what 
happened to the "good old doctor,” doctors are 
wondering what happened to the "good old 
patient." Many patients now seem to be consu¬ 
mers, demanding not only individualized and 
humane care, but also low cost, convenience, 
and perfect results. Physicians find them¬ 
selves caught up in a storm of expectations 
which they must single-handedly navigate in 
order to achieve and maintain quality patient 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle»Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 


































The MML Network 

Quality and Accessibility... 



24 hours a day, 7days a week! 


The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 
Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides a 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 



Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 

Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY. INC. 


1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301)247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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Announcing the cure for 
Delayed Office Automation Syndrome. 



The A.D.S. Medical System 

124351 R 


For: Doctors Everywhere 

Use daily for the most effective 
and affordable relief from all 
medical office headaches. 

American Digital Systems Corporat 



You know the headaches. They never stop. Mountains 
of paperwork. Appointment scheduling. Insurance 
forms and claims submissions. Files and files of patient 
information. Billing and receivables. Payroll. And more. 

Well, now there’s finally an effective and affordable cure. 
The Medical System from American Digital Systems. 

The A.D.S. Medical System. The features 
you need at a price that’s easy to swallow. 

Now any practice can afford to fully automate with a high 
performance, easy to use system. 


Priced from under $10,000, each individually configured 
multi-user system comes complete with the hardware, 
software, support services and training to answer your 
needs now and for years to come. The A.D.S. Medical 
System is that flexible and expandable. 

For a more thorough examination, 
call 876-4760. 

Find out today how The A.D.S. Medical System can 
alleviate the headaches of managing and operating your 
practice. Call or write for more information. Better yet; 
ask for a free demonstration. 


The A.D.S. Medical System. It can make a practice perfect 

American Digital Systems Corporation • 8401 Arlington Blvd. • Fairfax, VA 22031 • (703) 876-^760 

A Dewberry & Davis Company 
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Practice 

Made 

Perfect 


Lanier's Practice Management System, 
Practi-Care™ Medical System 


Practi-Care helps you 
in all areas of practice 
management, including: 

Account Information: 

Set up accounts by 
guarantors, patients and 
third parties. Quick 
access to current and 
inactive guarantor/patient \ 
information. 

Collections: Update information 
on the status of accounts receivable. 
Help assure timely, orderly payments. 



Practice Analysis: 
Thoroughly evaluate 
your practice with 
detailed information 
reports. 

For more information 
on how Practi-Care can 
help you with your 
Medical Practice call 
1 - 800 - 241 - 1706 . 


(II LANIER 


9644 Deereco Rd. 
Timonium, MD 21093 

Call: (301) 561-4600 
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“Get Back to Work!” 


He would if he could. 

But, like many, this man 
has been injured on-the-job. 

WORKSTART is a back to 
work rehabilitation program 
specifically designed to evaluate 
a worker’s physical capabilities 
and assist in a safe and timely 
return to work. 

This physician-directed program 
utilizes an integrated, multi¬ 
disciplinary approach towards 
rehabilitation, and is completely 
supervised by occupational and 
physical therapists. 

For the physician, WORKSTART removes the guesswork from 
the return-to-work prescription and assists in rating the individuals 
level of impairment and in the identification of malingering. 

It’s your responsibility to get him back to work... .It’s 
our responsibility to help. WORKSTART 

Our specialized focus on outpatient services includes Physical Therapy 
Occupational Therapy • Speech/Language Pathology 
Cardiac, Pulmonary and Sports/Work Injury Rehabilitation. 

Transportation is available. 

N/EDICAL Center 

661-7400 

9512 Harford Road (at the Beltway), Baltimore, Maryland 21234 
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Auxiliary 


Fortieth Anniversary: 1949 -1989 

Eva McManus Edmonds is the 1988-1989 President of 
the Auxiliary to the Medical and Chirurgical Faculty of the 
State of Maryland and will be the presiding officer at the 
Auxiliary’s Fortieth Anniversary in April 1989- The Facul¬ 
ty adopted a resolution to form a state auxiliary at its 
Semiannual meeting held in Chestertown in September 
1949. 

Eva was born and raised in Baltimore. A graduate of 
the Roland Park Country School, she received her 
Bachelor of Arts degree in History-Government and a 
secondary teaching certificate from Beaver College in 
Glenside, PA in 1970. While attending college, Eva spent 
a summer political internship in a US Senator’s office and 
a semester of her junior year at the University of London. 
After a few years of employment, Eva returned to school 
and received her Master of Science Degree in Education 
from Johns Hopkins University in 1976. Her area of con¬ 
centration was reading. Her first position was in an 
elementary school in Washington County as a Chapter I 
reading teacher specializing in diagnostic and prescrip¬ 
tive work with the students. She met her future husband, 
Craig, in 1976 as he "moved west" for employment. 

Also a native of Baltimore, Dr. Edmonds is a graduate 
of the Boys Latin School and Harvard University. He 
received an MD degree from the College of Physicians and 
Surgeons of Columbia University in 1968, completed his 
internship at Kaiser Permanente, San Francisco, and 
residency in ophthalmology at College of Physicians and 
Surgeons. He then fulfilled his two- year military service 
at Ft. Sill, OK. Dr. Edmonds is a board certified ophthal¬ 
mologist in private practice in Hagerstown. 

The Edmonds’ have three children: Elizabeth, 
Timothy, and Katherine. When Eva is not traveling for 
the Auxiliary, she is driving to piano and ballet lessons or 
soccer and minor league practices. Eva has served on the 
school PTA Executive Board and is a cub scout leader for 
seven boys. She is a Sunday School teacher for second 
grade and Crusader choir mother for 20 children. 

Mrs. Edmonds has been active in the Washington 
County auxiliary since 1977, serving as president for two 
terms, 1983 to 1985. She guided the auxiliary in its invol¬ 
vement in Parents Anonymous. The auxiliary was the 
only volunteer organization asked to help in its forma¬ 
tion and assigned weekly auxilians to provide child care 
that allowed parents to meet to deal with child abuse ten¬ 
dencies. Funds were raised for beginning expenses, and 
a book on parenting was compiled. Eva solicited articles 
on child rearing from Hermonine Brewer, an auxilian and 
instructor of parenting classes, and Albert J. Strauss, Jr., 
MD, a pediatrician and spouse of an auxilian, AMA 
Auxiliary’s president, Mary M. Strauss. 

Eva immediately became involved in the state auxiliary 
serving for two years as editor of Hygeia Filiae. As Presi¬ 


dent-Elect and Membership Chairman, she encouraged 
her members to "go shopping at the outlets to increase 
membership." She stressed personal contact for retain- 
those new members on county boards and projects. 

A regional Health Careers Day will be promoted for all 
county auxiliaries. State auxilians will be encouraged to 
become more active in the legislative process by com¬ 
municating with their respective legislators. Above all, 
the State Auxiliary will be supporting Mary Strauss, 
Maryland’s first American Medical Association Auxiliary 
President. 

AMA Auxiliary Agenda 

Adolescent health and AIDS education were among the 
concerns that Mary Strauss, of Hagerstown, Md planned 
to focus on after her installation as president of the 
American Medical Association Auxiliary on June 29,1988. 

According to Mrs. Strauss, the AMA Auxiliary will con¬ 
tinue to work with the American Medical Association 
(AMA) on its Adolescent Health Initiative, which is a com¬ 
prehensive plan to reduce the illness and death rates 
among teens. 

"Adolescence can be a very troubled period of life," said 
Mrs. Strauss, "but the AMA Auxiliary is working hard to 
help prevent this. Since the AMA’s initiative was 
launched one year ago, local chapters of the AMA 
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Auxiliary have implemented over 1,000 projects nation¬ 
wide, focusing on the prevention of adolescent substance 
abuse, premature sexuality and pregnancy, suicide, and 
sexual or physical abuse." 

AIDS education will be an important focus of the AMA 
Auxiliary this year, because this disease is one of the big¬ 
gest concerns in the country," said Mrs. Strauss. "And as 
the volunteer arm of the AMA, the Auxiliary has access to 
the latest information on AIDS, so we have responsibility 
to help provide the facts to the public." 

Through Mrs. Strauss’ leadership, AMA Auxiliary mem¬ 
bers will continue to work actively on other community 
health concerns, such as a smoke-free society, cholesterol 
screening, drunk driving prevention, prenatal and 
postnatal care, seatbelt use, and services for older 
Americans. According to Mrs. Strauss, in the past year 
alone, over 5,000 community health service programs 
were implemented by state and county auxiliaries nation¬ 
wide. 

Locally, she has been active in both the Washington 
County medical auxiliary and the Auxiliary to the Medi¬ 
cal and Chirurgical Faculty of the State of Maryland, serv¬ 
ing as president of both organizations. Among her other 
volunteer and civic activities, Mrs. Strauss has coor¬ 
dinated programs at Western Maryland Hospital and 
Fharney Keedy Nursing Home, and was a founder and 
first president of PACK of Washington County, an advo¬ 
cate group for gifted children. I Ier interests have always 
focused on health and educational activities. 

A graduate of Duke University, Mrs. Strauss received a 
bachelor’s degree in English. She also received a master’s 
degree in education from the University of Virginia. 



Up-To-Date Financial and Tax Planning Strategies for 1988 


WHY GOOD 
MEDICINE ALONE 



WON'T BRING YOU 
FINANCIAL SECURITY 


EVENING SEMINARS 

FOR PRIVATE PRACTICE PHYSICIANS 


This seminar is a must for any physician who asks: 

□ Which practice structure is best — S-corporation, 
professional corporation, or un-incorporation? 

□ How effective is my CPA? Attorney? Pension 
Consultant? 

□ What are the pros and cons of qualified pension 
plans versus non-qualified deferred compensation 
(money purchase plans and profit sharing plans?) 
Which is best for me? 

□ What investment strategies can I use to achieve 
personal and practice financial growth? 

□ What do I need to know to make informed decisions 
about my insurance contracts — life, 

health, disability? 


SEMINAR DATES AND LOCATIONS 


October 6 

Bethesda Marriott Hotel 
Bethesda, MD 

October 13 

Sheraton Inn Frederick 
Frederick, MD 


October 20 

Tysons Corner Marriott Hotel 
Vienna, VA 

October 27 

Holiday Inn Timonium Plaza 
Timonium, MD 


FOR MORE INFORMATION, PLEASE CONTACT: 

Health Care Program Development Office 
The Pennsylvania State University 
209 J. Orvis Keller Building 
University Park, PA 16802 

(814) 865-0287 


pennState 


A CONTINUING EDUCATION SERVICE OF THE PENN STATE COLLEGE OF BUSINESS ADMINISTRATION 


Mary Strauss, President AMA Auxiliary 
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It isn’t the easiest thing in the world. Helping someone with a 
problem. Especially when they don’t think they have one. So when 
someone you know has a problem with drugs or alcohol, we can tell you 
how to deal with it and where to go for help. We’re the Wyman Park 
Recovery Center. We understand addiction. And we offer comprehensive 
and discreet inpatient and outpatient programs. Including proven medical 
treatments. Professional counseling. And extensive aftercare. Call us. 

338-3200 

The Wyman Park Recovery Center 

at The Homewood Hospital Center 

3100 Wyman Park Drive/Baltimore, Maryland 21211 
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The 4 Stages of a 
Physician’s Economic Life * 


• • • 



Age 


...and how to get help along the way: 

Your road to financial independence and wealth 
can start from wherever you may be. Some of our 
physician clients didn’t begin until late in life. 

But those who started sooner are doing better. 

The big thing is to start. 

We can help you define your objectives, prepare 
a careful roadmap, counsel and monitor your progress 
along the way...and submit written reports quarterly. 

Write or call me, William I. Kissinger, CPA, 

President — for more information or a copy of our 
small descriptive brochure. 


A 

Kissinger Advisory, Inc. 

A Registered Investment Advisor 
A Subsidiary of Kissinger Financial Services, Inc. 

Advisors and Planners 

Individuals * Self-Employed Professionals • Institutions • Closely-Held Firms 

1919 York Road, Timonium, Maryland 21093 
Telephone: 301/252-3400 Modem: 301/252-3623 


* Chart copyright © 1988 by Kissinger Advisory, Inc. 
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EPIDEMIOLOGY AND DISEASE CONTROL NEWSLETTER 

COMMUNITY HEALTH SURVEILLANCE ADMINISTRATION 
Maryland State Department of Health and Mental Hygiene 

201 W. Preston Street/Baltimore, Maryland 21201/(301) 225-6700 

SEPTEMBER 1988 

SELECTED REPORTABLE COMMUNICABLE DISEASES IN MARYLAND IN 1987 

(CONTINUED FROM AUGUST 1988 NEWSLETTER) 

MENINGOCOCCAL INFECTIONS (51) - 1.1/100,000 (USA - 1.2/100,000) 

There was no change in the incidence rate of meningococcal 
infections from 1986. Almost 40% of all cases were reported from 
the combined Baltimore City-Baitimore County area. Forty-three 
percent occurred in January, November and December. The male to 
female ratio was 1:0.8. Most affected were children one year of 
age and less (43.1% of the total cases) and individuals 15 to 24 
years old (25.5%). While the majority presented with meningitis 
(32), 13 had meningococcemia, 2 - pneumonia, 2 - otitis media, 1 - 
arthritis, and 1 - pharyngitis. Eight of the infections were 
caused by N. meningitidis , serogroup B, 1 by serogroup C, 2 by 
serotype W135. and the rest (38), were either not tested or 
unknown. Two patients died - a 35 year old black male with 
history of drug abuse, and a 20 year old black male with N. 
meningitidis resistant to ampicillin. 


MENINGITIS, VIRAL (389) - 8.6/100,000 (USA - 4.5/100,000) 

A 41.5% increase from 1986 was noted mainly in Baltimore City 
and Allegany, Baltimore, Cecil, Harford, and Washington counties. 
Most affected were individuals 20 to 29 years old (26.2%) and 
infants 0 to 5 months of age (19.6%), including 24 newborn babies 
(23 days or less). The majority (65.7%) had onset of illness in 
July, August, or September. The peak incidence was noted in 
August with 31.1% of all cases. There were no documented deaths. 
The most prevalent viral isolate from cerebrospinal fluid and 
feces in July through October in the State Laboratory was 
Coxsackie B4, followed by Coxsackie A9, B5 and Echovirus 11 and 
14 . 
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PERTUSSIS (27) - 0.6/100,000 (USA - 1.0/100,000) 

Twenty-seven cases of pertussis in 1987 represent an 83.7% 
decrease from 1986. Part of this decrease may be explained by the 
completion of an active surveillance study which enhanced case 
finding during 1986. 


RABIES, ANIMALS (450) 

Rabies in animals and human exposure to rabid animals will be 
concerns for Maryland residents and health professionals for the 
foreseeable future. While the number of reported rabid animal 
cases in 1987 decreased to 450 (from 683 in 1986 and 760 in 1985), 
the rabies epizootic in raccoons has continued to spread. Rabid 
raccoons have been reported in Baltimore City, and in all 
counties, except on the Eastern Shore (Kent, Queen Anne's, Talbot, 
Caroline, Somerset, Wicomico, Worcester, and Dorchester counties). 
Cecil County reported only one rabid animal in 1986 (near the 
Susquehanna River), but during 1987, 95 cases were reported. 

Cyclic patterns are suggested in several counties where peak 
numbers of rabies cases were reported earlier in the epizootic. 
Frederick County reported 43 rabid animals in 1987 compared to 18 
in 1986. Similarly, Howard had 34 (4 in 1986), Montgomery had 70 
(34 in 1986) and Washington had 14 (1 in 1986). Explanations for 
these cycles at present are based on changes in raccoon 
populations and density. The initial decimation of the population 
by rabies is followed by a rebound in the number of susceptible 
animals as the area is repopulated. 

Raccoons are the primary species involved in rabies in 
Maryland and accounted for 85% (384/450) of the cases reported in 
1987. Spillover into other wild animal species resulted in rabies 
in 20 skunks, 18 foxes, and 2 ground hogs. Domestic animals 
continue to account for most of the post-exposure rabies 
prophylaxis given to people in the United States. The rabies 
cases reported in 1987 included 4 dogs, 2 cats, and 2 cows. 
Eighteen rabid bats were reported. Differences in the virus 
strains found in bats using monoclonal antibodies confirms 
epidemiological evidence that the bat rabies cycle is distinct 
from the rabies epizootic which affects terrestrial animals in 
Maryland. There have been no human cases of rabies reported in 
Maryland since 1976 when a woman died following a bite by a rabid 
bat. 

ROCKY MOUNTAIN SPOTTED FEVER (43) - 1.0/100,000 (USA 0.2/100,000) 

A 48% increase from 1986 was observed. The first three 
patients became ill in April, most other cases occurred in May 
(15) and June (13), and the last one in September. Most affected 
were Anne Arundel and Talbot Counties, each with six cases, 
followed by Harford (4), Dorchester (3), Frederick (3), and 
Montgomery (3). The following counties had none: Garrett, 
Howard, Kent, Somerset, and Wicomico. Two cases belonged to the 
same family. The youngest patient was 17 months old, and the 
oldest was 80 years of age, but 40% were 14 years or less and 
almost 80% were younger than 36. The male to female ratio was 1.5 
to 1 and 88% were white. Seventy-nine percent of the reported 


cases required hospitalization; admission occurred on average on 
the 4th day after the onset of symptoms, with treatment starting 
at the same time. Most physicians treated their patients with 
chloramphenicol (18), followed by tetracycline (13) or both (5). 
There were no fatalities and all patients recovered fully. 
Twenty-seven (63 percent) of the cases were confirmed by IFA, CF, 
latex agglutination, or FA of skin obtained through biopsy. Two 
cases were categorized as probable; and the rest were not 
confirmed, mainly because the patients or their parents (in the 
case of minors) refused further testing. Sixty-seven percent of 
the patients had a tick bite or attachment within fourteen days of 
onset, 21 percent had visited a known tick infested area; the rest 
had no available history of exposure. 

RUBELLA (4) - 0.09/100,000 (USA - 0.1/100,000) 

Three of the reported cases were imported from Japan, England 
or Taiwan; the fourth had been exposed to the case reported from 
England. The age of the patients ranged from 12 to 33 years. 

SALMONELLOSIS (1810) - 40.2/100,000 (USA - NA) 

In 1987, a 10.2% increase was observed from the previous year 
and an almost 150% increase from 1975. More than half (51.2%) of 
all cases occurred in June through September. During the year, 
there were 17 outbreaks of salmonellosis reported. Baltimore City 
had the highest incidence rate (67.7 per 100,000) and 28.2% of all 
cases. One-third of all patients were 4 years of age or younger, 
including 17.7% under 1 year of age. An additional 23.9% were 20 
to 39 years old. Serotype was reported for 1,241 cases (68.6%); 
the 5 most prevalent were S. enteritidis - 289 (23.3%), S. 

typhimurium - 287 (23.1%), S. heidelberg - 182 (14.7%), S. 

infantis - 80 (6.4%) and S. newport - 75 (6.0%). An almost 

fourfold increase of S. enteritidis isolates has been noted since 
1978. 

SHIGELLOSIS (632) - 14.0/100,000 (USA - NA) 

Shigellosis has been steadily rising since 1985 when the 
incidence rate was 4.4/100,000. A significant increase was noted 
in the second half of 1987, when 79.3% of all cases occurred (3.8 
times more than in January through June) and 6 outbreaks (4 in day 
care centers) were reported and investigated. Another outbreak, 
involving 73 cases (students in private Jewish schools and their 
families in the Baltimore Metropolitan area) in April through 

July, appeared to be linked to outbreaks in New York. Shigellosis 

was most prevalent in children less than 5 years of age (31.0% of 
all cases) with a peak among 3 to 4 year olds. Almost half 
(46.8%) of all affected were residents of Baltimore City with an 
incidence rate of 39.3/100,000 - 2.8 times higher than that in the 
State, and the rate among blacks was 2.5 times than in whites. 
The peak incidence was among 2 year old black children. Twenty of 
the 22 cases in newborns (28 days old or younger) were from 

Baltimore City. Overall, the male to female ratio was 1:1.2, but 
in newborns it was 1:3. Serotypes were available for 566 (90.0%) 

of the 632 isolates. S. sonnei was the most prevalent (91.7%), 
followed by S. flexneri (7.4%), S. boydii (0.5%) and S, 

dysenteriae (0.4%). 












SYPHILIS (597) - 13.3/100,000 (USA - 14.6/100,000) 


An overall increase of 32.4% in primary and secondary (P&S) 
syphilis was noted. The greatest rise occurred in Baltimore City 
and in Prince George's County. These areas have a young urban 
population in which syphilis rates have shown the most growth. 
Increases in syphilis among women of childbearing age are 
accompanied by increased reports of congenital syphilis, and there 
were two cases of congenital syphilis reported in 1987. In 
addition, lesion diseases, such as syphilis, have been implicated 
as facilitating transmission of human immunodeficiency virus (HIV) 
infection. The population experiencing the largest growth in 
reported P&S syphilis (young heterosexual men and women living in 
urban areas) is therefore at greater risk for infection with HIV. 

P&S syphilis should always be part of the differential 
diagnosis when a young, sexually active person presents with an 
ulcerative lesion at a site of potential sexual exposure or with 
an unusual rash. Local health departments can be contacted for 
information regarding the management, treatment and follow-up of 
patients with a diagnosis of syphilis. 

TUBERCULOSIS (429) - 9.5/100,000 (USA - 8.9/100,000) 

After years of significant decline in TB morbidity, Maryland 
experienced a 16% increase in reported cases. Although the number 
of cases actually declined in Baltimore City, the counties offset 
that decline with an increase of 28% Groups at especially high 
risk of tuberculosis included racial and ethnic minorities (case 
rates among non-whites have consistently been 4-5 times greater 
than case rates among the white population). The foreign-born 
accounted for nearly 30% of cases (82 cases) outside of Baltimore 
City. Baltimore, Montgomery, Prince George's, and Wicomico 
counties, accounted for 73% of the TB cases outside of Baltimore 
City. 

Although few cases of TB and AIDS have been verified in 
Maryland to date, increases in the number of persons with HIV 
infection portend a significant future increase. 

TYPHOID FEVER (8) - 0.2/100,000 (USA - 0.1/100,000) 

All 8 cases were confirmed by blood culture positive for S. 
typhi . No fatalities were noted. Three patients were members of 
the same family with onset of illness at the same time; all three 
had exposure in Nigeria. The rest of the cases were from or had 
visited India (3), Bangladesh (1), and Taiwan (1). 

ACKNOWLEDGEMENTS: 

For many diseases and conditions, additional information was 
obtained from active surveillance systems maintained by public 
health nurses in local health departments and infection control 
practitioners in hospitals. We appreciate their efforts and the 
efforts of physicians and laboratories throughout Maryland who 
reported to us during 1987. 



Today's Psychiatry 


Psychotherapy: How Scientific and Effective Is It? 

JACOB H. CONN, MD* 


Psychotherapy has been described as being a healing 
art, a type of education, a kind of persuasive rhetoric, a 
philosophy of life, and a form of scientific investigation. 1 
There are more than 250 kinds of psychotherapy, and 
each innovator maintains that his/her type of 
psychotherapy is superior in some way. 2 In the 
therapeutic race, every approach claims to have won the 
prize. 

All methods share certain common features. Frank 1 
lists four universal components: 

1. an emotionally charged confiding relationship with a 
helping person; 

2. a setting which is identified by the patient as being a 
place of healing; 

3. a therapeutic rationale that explains the patient’s 
symptoms; 

4. a procedure for relieving the symptoms that requires 
active participation by both the patient and the therapist. 

The scientific pretenses of psychoanalysis have been 
challenged and found to be seriously flawed. 5 Each 
school of psychotherapy presents a different kind of clini¬ 
cal data. Freudians elicit material about the oedipus com¬ 
plex and castration anxiety, Adlerians about masculine 
strivings and the inferiority complex, Homeyans about 
idealized images, Sullivanians about distorted interper¬ 
sonal relations, and so on. Only Jungians elicit data 
about primordial archetypes (the anima, animus, and the 
shadow). 

The sectarian character of psychotherapeutic practice 
includes a diversity of approaches, each with its own 
theoretical set of explanations; all tend to be self-serving 
and self-validating. Common to all schools is the impact 
of the patient and the therapist on each other. Marmor 4 
has demonstrated 

what the therapist shows interest in, the kinds of ques¬ 
tions that he asks, the kinds of data that he chooses to 
react to or ignore, and the interpretations that he makes 
exert a subtle, but significant, suggestive impact upon the 
patient to bring forth certain kinds of data in preference 
to others. 

It follows from these observations that the patient’s 
responses and "free" associations are strongly influenced 
by the beliefs, expectations, values, verbal comments, 
and the nonverbal behavior of the therapist. There are 
also the urgent needs of the patient to be accepted and 
to idealize the therapist (transference feelings), which 
play a dominant role. 


♦Assistant Professor of Psychiatry (Emeritus), Johns Hopkins Univer¬ 
sity Schools of Medicine. 

Committee on Emotional Health, Gary W. Nyman MD, Chairman; 
Lino Covi MD, Editor 


All schools of psychotherapy are successful to some de¬ 
gree, but these successes do not imply the scientific truth 
of their underlying theories. Each school provides a 
plausable explanation of the patient’s symptoms, but as 
Jaspers has asserted, these formulations are interpreta¬ 
tions and inconclusive hypotheses that need to be tested. 
Indeed, it is in the very nature of meaningfulness that un¬ 
limited viewpoints can be brought forward to account for 
the elements in the life story. 5 

Nevertheless, most investigators would agree that 
psychotherapy is more effective than a placebo. What 
components contribute to its efficacy? 

The FAITH CURES may be used as mnemonic devices 
to recall the attitudes and aptitudes essential to all 
psychotherapeutic procedures. The first term, FAITH, in¬ 
cludes: F for the Freedom from judgmental attitudes; A 
for the therapeutic alliance between two or more com¬ 
mittee individuals working toward a common goal; I is 
the Idealization of and the identification with the 
therapist; T refers to the patient’s Transference and trust 
in the integrity and competence of the therapist; H rep¬ 
resents Hope and the Help-seeking subservience of a 
patient in distress. 

The second term, CURES, contains: C for the Charis¬ 
ma and Credibility of the therapist; U for his/her Under¬ 
standing and Uncritical acceptance of the patient; R 
represents Reinforcement as well as the patient’s Respon¬ 
sibility for what he, himself, has contributed to his con- 
flictual behavior; E refers to the therapists’ Empathy and 
the Enthusiasm for his/her own belief system; S is the u- 
biquitous component of Suggestibility or the patient’s 
ability to become a credulous disciple of the therapist’s 
mode of healing and values. 

All these components, and many others, play sig¬ 
nificant roles in every type of psychotherapy. Thus the 
basic need of every patient for approval and affection, as 
well as for mastery and control, must be provided. 

When these human needs are gratified to some degree, 
we have attained a partial understanding of the effective¬ 
ness of every type of psychotherapy. 
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Meridian wants you to know 


Wftat you should know about 
Meridian Healthcare services and 



Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite” care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 



Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians' information and referral guide. 

Name_ 

Address_ 

Telephone __ 

Organization __ 

For hospitals and PA’s with need for more than one information kit, please 
indicate the number of additional kits needed_ 
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Executive Director's Newsletter 


September 1988 


PHYSICIAN QUALITY 
ASSURANCE BOARD 
APPOINTEES 

The new members of the Physicians Quality Assurance 
Board have been named by Governor Schaefer. Of the 
twelve physicians placed on the Board, ten were 
chosen from a list of eighteen physicians submitted 
by Med Chi. The new physician members are: 

Rose M. Bonsack, M.D. - General Practice 

Peter E. Dans, M.D. - Infectious Disease 

Claude D. Hill, M.D. - Obstetrics/Gynecology 
Lawrence A. Jones, M.D. - Urology 

David P. Largey, M.D. - General Surgery 

Renaldo Lee-Llacer, M.D. - General Surgery/Thoracic 
Surgery 

John T. Lynn, M.D. - Orthopedic Surgery 

John F. Strahan, M.D. - Dermatology 

J. Andrew Sumner, M.D. - Emergency Medicine 

Israel H. Weiner, M.D. - Neurological Surgery 
Bernard S. Kleinman. M.D. - Otolaryngology 

Mack Bonner, M.D. - Internal Medicine 

RELEASE OF HCFA 
MEDICAL REVIEW 
POLICIES 

In response to lobbying efforts on the part of the 
AMA and state medical associations, HCFA has issued 
new instructions to Medicare carriers regarding the 
release of written medical review policies. As of 
June 1, 1988, carriers were required to disclose 
upon request "written policy to evaluate and make 
payment decisions" under Medicare. Up until now, 
the release of local carrier policies has been at 
the discretion of individual carriers. Med Chi has 
written to Maryland Blue Cross and Blue Shield and 
Pennsylvania Blue Cross requesting copies of all 
such written policies and, after it has been 
received and analyzed, Med Chi will disseminate 
this information to its members. Use of this 
information should reduce the number of "medically 
unnecessary" notices among physicians state-wide. 

MED CHI 

INTERSPECIALTY 

COMMITTEE 

Med Chi has recently established an Interspecialty 
Society Committee, composed of representatives from 
among specialty societies in Maryland. A major 
impetus for creating this committee is the 
impending analysis of the Resource Based Relative 
Value Scale (RBRVS), a physician payment plan 
currently in the final stages of development at 
Harvard University. In order to fairly assess the 
RBRVS, representation and input from every 
specialty will be crucial. Updates on the RBRVS and 
the activities of the new committee will be 
disseminated after the study has been published. 


PRECARE 

REFERRAL 

NETWORK 


The Senior Citizen referral network being developed 
at Med Chi, "PRECARE" (Physician Referral for Elder 
Care), is close to becoming fully operational. With 
cooperation and involvement of county medical 
societies, local hospitals and the Maryland 
Department on Aging's Gateway offices, Med Chi 
looks forward to introducing PRECARE to seniors 
sometime this Fall. Some seniors have argued that 
they want or need to receive health care on an 
assigned basis. The PRECARE telephone referral 
network is being developed in response to that 
need, in order that physicians can provide every 
senior, regardless of income, assets, or medical 
condition, with appropriate care. 


WE NEED 

YOUR HELP- 

MEDICAL 

ASSISTANCE: 

DIVERSION OF 

SERVICES 

AND 

SURVEY 


We need your help in order to determine your 
opinions concerning the state Medicaid program in 
general, and particularly in light of a proposed 
major change in program management which Med Chi 
has forwarded to the Presidents of each Component 
Medical Society and to each member of Council. 
Highlights of the proposed program changes appear 
below but as of this writing have been neither 
finalized or approved. 

The Medical Assistance "Diversion of Services" 
program, slated to go into effect on October 1st, 
is an attempt to control the increasing costs of 
Medicaid services. The program's aim is to divert 
Medicaid beneficiaries from emergency rooms and 
hospital outpatient departments into private 
practice settings. However, since the program 
leaves many guestions unanswered, Med Chi has 
declined to support the program as initially 
presented and has strongly suggested further study 
before its implementation. Additional study should 
cover issues such as: 

* Phasing-in of the concept gradually instead 
of by October 1st to allow for greater 
compliance and understanding of the program 
goals by Medicaid recipients and physicians 
alike. 

* Allowing for education of physicians who will 
be affected by the program. 

* Determining the degree of impact the program 
may have 

on Maryland's teaching hospitals. 


In order to accurately respond to these and other 
proposed changes by DHMH, Med Chi is seeking your 
input on the Medical Assistance program. Please 
take a minute to let us know what changes you feel 
should be made to the Medicaid program in Maryland 
by filling out the attached survey. 



relo J. Troisi, FACHE 
Executive Director 



Medicaid Survey 


Did you know that... 

... you may participate in Medicaid on a case-by-case basis (similar to Medicare) and that you do not need to accept Medicaid 
assignment 10O% of the time? 

...the reimbursement for Medical Assistance patients will be increased by 10%, effective in January of1989? 

...in Maryland, the Medical Assistance program paid about 70 million dollars for 505,908 total visits in hospital emergency 
rooms and outpatient departments 1987? 

Please circle appropriate answer. 

1. Do you currently participate in the Medical Assistance program? 

a. Not at all 

b. 100% of the time 

c. On a case-by-case basis 

d. Other (explain) 

2. If you answered "not at all" to question #1, what changes or incentives would you like to make in the program 
that would convince you to participate? Please list: (Additional space is has been provided on back.) 


3- Some physicians have indicated to us that they treat Medicaid patients without charging them. Do you see Medicaid 
patients and not charge them? 

a. yes (if "yes", why?) 


b. no 

4. As a Medicaid participant, approximately what percentage of your patient workload is derived from Medical 
Assistance? 

a_% 

b. N/A 

5 Of your peer physicians, why have some chosen to participate in the Medicaid program while others have not? 


6. What is the most significant aspect of the Medical Assistance program that you would like to see changed? 

a. Amount of reimbursement 

b. Billing practices 

c. Medicaid patient eligibility 

d. Other (explain) 





7. What would you like to see changed in order to make the Medical Assistance billing process easier? 

a. Inclusion of MPS (AMA Medical Payment System) 


b. Other (explain) 



Please use this space to write down any other concerns or suggestions regarding the Medicaid program - we want 

to know what you think. 



What is your specialty? 
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HERE'S ONE DOCTOR 
WHO WON'T PAY HIS MALPRACTICE 
PREMIUMS THIS YEAR. 


The Army covers his premiums. 

Since he’s an Army Physician, there are a 
lot of worries associated with private prac^ 
tice that he won’t have to contend with. 
Like excessive paperwork, and the oven 
head costs incurred in running a private 
practice. 

What he will get is a highly challenge 
ing, highly rewarding experience. The 
Army offers varied assignments, chances to 
specialize, or further your education, and 
to work with a team of dedicated health 
care professionals. Plus a generous benefits 
package. 


If you’re interested in practicing high 
quality health care with a minimum of 
administrative burdens, examine Army 
medicine. Talk to your local Army Medical 
Department Counselor for more 
information. 

CALL COLLECT 
(301) 962 3033 


ARMY MEDICINE. 
BE ALL YOU CAN BE. 
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HBP Commentary 


Revision of Guidelines for High Blood Pressure Management: JNC IV 

MARTHA N. HILL RN y PhD and R. PATTERSON RUSSELL MD 

Since publication of the first report of the Joint National Committee (JNC) on Detection, 
Evaluation and Treatment of High Blood Pressure in 1977 remarkable changes have occurred 
in the control of hypertension. The 1988 Report (JNC IV) has been recently released. This 
report is intended as a guide for practicing physicians and other health professionals in their 
care of hypertensive patients and as a reference for those participating in the many com¬ 
munity HBP control programs throughout the country. HBP Commentary provides an over¬ 
view and focuses on the major changes from the 1984 JNC HI Report. 


The National High Blood Pressure Education Program 
has released three Joint National Committee reports and 
a task force report on the detection, evaluation, and treat¬ 
ment of high blood pressure. Like its predecessors, the 
1988 Joint National Committee Report, published in its 
entirety in the May issue of Archives of Internal Medicine , 
was developed using the consensus process. 1 It is based 
on the latest scientific research, reflects the state of the 
art regarding hypertension management, and updates 
findings of previous reports in several respects: 

• broadening the step-care approach to provide 
more flexibility for clinicians 

• encouraging greater patient involvement in the 
treatment program 

• emphasizing a consideration of the quality of life 
in the management of patients 

• addressing the cost of care 

The Report updates previous drug tables by including 
new drugs, revised recommended doses of some drugs, 
and a list of drug interactions. Consideration of step- 
down therapy after blood pressure has been controlled 
for some time is suggested. 

The Report also provides emphasis on control of other 
risk factors for cardiovascular disease, includes a discus¬ 
sion of the new cholesterol guidelines, recommends a 
reduction in alcohol consumption, and comments on the 
use of calcium and fish oil supplementation. It expands 
the discussion in earlier reports on treatment of special 
populations. 

Definition (140/90 mmllg) and prevalence of IIBP, 
classification of BP in adults, and follow-up criteria for 
initial BP measurement remain unchanged from the JNC 
III Report. There is a somewhat expanded section on 
correct measurement techniques. While ambulatory’ 
monitoring is briefly discussed, it is considered not usual¬ 
ly cost effective. 


Dr. Hill, Assistant Professor at the Johns Hopkins School of Nursing, 
served on thejoint National Committees for Reports III and IV. Dr. Rus¬ 
sell is Associate Professor, Johns Hopkins School of Medicine, and past 
Chairman of the Commission. 

HBP Commentary is contributed by the Maryland Commission on 
High Blood Pressure and Related Cardiovascular Risk Factors, 201 W. 
Preston St., Baltimore, MD 21201 (301-225-5891). Editors: R. Patterson 
Russell MD, past Chairman; Donald O. Fedder PharmBS, DrPII, Chair¬ 
man; and Carol Lewis MPH, ScD, Executive Director. 


Treatment 

The introduction to the Treatment section of the 
Report states: 

the decision to initiate treatment in individual patients 
requires physicians to consider at least two factors: the 
severity of blood pressure elevation and the presence of 
other complications. The effectiveness of antihyperten¬ 
sive drugs in reducing elevated arterial pressure is well 
established. In this regard, recent evidence suggests that 
nonpharmacologic approaches, particularly weight 
reduction, salt restriction, and moderation of alcohol 
consumption, may lower elevated pressure and improve 
the efficacy of pharmacologic events. Therefore, non¬ 
pharmacologic approaches are used both as definitive in¬ 
tervention and as a adjunct to pharmacologic therapy and 
should be considered for all antihypertensive therapy. 
Clinicians may wish to refer to other health providers for 
specific counseling related to life-style changes. 

An expanded section on nonpharmacologic therapy 
follows and includes mention of exercise and modifica¬ 
tion of dietary fat, the latter to reduce risk of coronary 
artery disease. Discussion of current public attention to 
the value of fish and fish oils concludes, "while fish con¬ 
sumption is recommended, the health benefits offish oil 
capsules have not been proven." 

A major focus of nonpharmacologic therapy continues 
to be weight reduction with goal body weight being 
within 15 percent of desirable weight. A more conserva¬ 
tive limit on alcohol consumption is now advised, with a 
daily limit of 1 oz of pure ethanol (2 oz whiskey, 8 oz 
wine, 24 oz beer). 

Pharmacologic Therapy 

Recommendations for pharmacologic therapy have 
been modified on the bases of recent clinical trial data 
and availability of newer antihypertensive drugs. The 
Report states, "the benefits of drug therapy appear to out¬ 
weigh any known risks to individuals with a persistently 
elevated DBP greater than 94 mmHg and to those with 
lesser elevations who are otherwise at high risk (men, 
smokers, or patients with target organ damage, diabetes 
mellitus, hyperlipidemia, or other major risk factors for 
cardiovascular disease). Patients whose DBPs fall be¬ 
tween 90 and 94 mmLIg and who are otherwise at rela¬ 
tively low risk of developing cardiovascular disease 
should be treated (first) with nonpharmacologic ap¬ 
proaches." 


698 MMJ September 1988 




Table. Antihypertensive Drugs 

Dosage Range, 
mg/d* 


Type of Drug 

Usual 

Minimum 

Usual 

Maximum 

Clonidine TTS (Patch)|| 

0.1 

0.3 

Guanabenz} 

4 

64 

Guanfacine hydrochloride 

1 

3 

Methyldopa} 

250 

2000 

Peripheral-acting adrenergic 
antagonists 

Guanadrel sulfate} 

10 

100 

Guanethidine monosulfate 

10 

150 

Rauwolfia alkaloids 

Rauwolfia (whole root) 

50 

100 

Reserpine 

0.1 

0.25 

01 ,-Adrenergic blockers 

Prazosin hydrochloride} 

1-2 

20 

Terazosin hydrochloride 

1-2 

20 

Combined a-p-adrenergic blocker: 
labetalol} 

200 

1800 

Vasodilators 

Hydralazine} 

50 

300 

Minoxidil}: 

2 5 

80 

Angiotensin-converting enzyme 
inhibitors 

Captopril} 

25-50 

300 

Enalapril maleate 

2.5-5 

40 

Lisinopril 

5 

40 

Calcium antagonists 

Diltiazem hydrochloridef 

60 

360 

Nifedipinel 

30 

180 

Nitrendipine 

5 

40 

Verapamill 

120 

480 

Verapamil SR (long-acting) 

120 

480 


*The dosage range may differ slightly from the recommended dosage in 
the Physicians' Desk Reference or package insert. 

-(■Larger doses of loop diuretics may be required in patients with renal 
failure. 

}This drug is usually given in divided doses twice daily. 

§Atenolol, metoprolol, and acebutolol are cardioselective; pindolol and 
acebutolol have partial agonist activity. 

||This drug is administered as a skin patch once weekly. 

"This drug is usually given in divided doses three or four times daily 


Dosage Range, 

mg/d* 


Type of Drug 

Usual 

Minimum 

Usual 

Maximum 

Diuretics 

Thiazides and related sulfonamide 
diuretics 

Bendroflumethiazide 

2.5 

5 

Benzthiazide 

12.5-25 

50 

Chlorothiazide 

125-250 

500 

Chlorthalidone 

12.5-25 

50 

Cyclothiazide 

1 

2 

Hydrochlorothiazide 

12.5-25 

50 

Hydroflumethiazide 

12.5-25 

50 

Indapamide 

2 5 

5 

Methyclothiazide 

2.5 

5 

Metolazone 

1.25 

10 

Polythiazide 

2 

4 

Quinethazone 

25 

100 

Trichlormethiazide 

1-2 

4 

Loop diuretics} 

Bumetanide} 

0.5 

5 

Ethacrynic acid} 

25 

100 

Furosemide} 

20-40 

320 

Potassium-sparing agents 

Amiloride 

5 

10 

Spironolactone 

25 

100 

Triamterene 

50 

150 

Adrenergic inhibitors 
p-Adrenergic blockers§ 

Acebutolol 

200 

1200 

Atenolol 

25 

150 

Metoprolol 

50 

200 

Nadolol 

40 

320 

Penbutolol sulfate 

20 

80 

Pindolol} 

10 

60 

Propranolol hydrochloride} 

40 

320 

Propranolol, long-acting 

60 

320 

Timolol} 

20 

80 

Centrally acting a-blockers 

Clonidine} 

0.1 

1.2 


Selection of Drug Treatment 
for Uncomplicated Hypertension 

Initial Therapy The Table lists several classes of cur¬ 
rently available drugs that have demonstrated antihyper¬ 
tensive efficacy. The large numbers of these drugs 
provide many excellent therapeutic options for lowering 
blood pressure effectively and minimizing side effects; in¬ 
dividual patients may respond better to one class of drug 
than to another. While the 1984 JNC Report recom¬ 
mended that either thiazide-type diuretics or |3 -blockers 
be used as initial therapy (unless contraindications exist), 


clinical experience obtained since then indicates that 
ACE inhibitors and calcium antagonists are also useful 
drugs for this purpose. In about half of the patient group 
with mild hypertension, a moderate dose of any one of 
these several drugs will achieve a DBP reduction of 10 
mmHg or more or lower the DBP to the desired goal 
(< 90 mmHg). The Figure illustrates a scheme for in¬ 
dividualized stepped care therapy. (Some drugs, such as 
the direct-acting vasodilators (for example, hydralazine 
and minoxidil) are not well suited for initial monotherapy 
since they often induce reflexed sympathetic stimulation 
and fluid retention.) 


Vol 37, No 9 MMJ 699 














Subsequent Therapy If, after a one-to three-month 
interval, the response to the initial choice of therapy is 
inadequate but adherence to therapy is adequate, and 
the patient is not experiencing significant side effects, 
three options for subsequent therapy should be con¬ 
sidered: increasing the dose of the first drug if it is below 
the recommended maximum; adding an agent from 
another class; or discontinuing the initial choice and sub¬ 
stituting a drug from anther class. Before proceeding to 
each successive treatment step, physicians should ad¬ 
dress possible reasons for lack of responsiveness. 

Combining antihypertensive drugs having different 
modes of action, using the step-care approach, often will 
allow small doses of drugs to be used to achieve control, 
thereby minimizing the potential for dose-dependent 
side effects. If a diuretic is not chosen as a first drug, it 
often will be required as the second one since fluid reten¬ 
tion (pseudo-tolerance) may be responsible in part for 
the suboptimal response to nondiuretic agents and since 
the addition of a diuretic will usually enhance the effects 
of other drugs. When additional drugs are added and the 
combination succeeds, a later attempt should be made 
to reduce the dose and, if possible, to eliminate the ini¬ 
tial drugs. 

After blood pressure is reduced to goal level and main¬ 
tenance doses of antihypertensive drugs are stabilized, 
substituting comparable combination tablets may 
simplify patients’ regimens, reduce medication costs, and 
promote adherence to a comprehensive treatment 
program. 

Step-Down Therapy and Drug Withdrawal 

Step-down therapy is an important concept in the 1988 
Report. For patients with mild hypertension who have 
satisfactorily controlled their blood pressure through 
treatment for at least one year, antihypertensive drugs 


may be reduced in a stepwise fashion. Reduction may be 
particularly effective in patients who are also following 
nonpharmacologic therapeutic recommendations. 
Since the goal of therapy is to control blood pressure with 
the fewest drugs, at their lowest dose, sound patient 
management should include attempts to decrease the 
dosage of number of antihypertensive drugs while main¬ 
taining and reinforcing nonpharmacologic modalities. 
Regular follow-up must be maintained because blood 
pressure may rise again to hypertensive levels, even after 
remaining at controlled levels for a long period. 

Other Issues 

Other sections of the Report deal with special con¬ 
siderations in choice of drugs, isolated systolic hyperten¬ 
sion, moderate and severe hypertension, treatment of 
refractory hypertension, and hypertensive emergencies 
and urgencies. A section on long-term maintenance of 
therapy guides the physician in terms of monitoring, 
communication with the patient, and enhancing ad¬ 
herence to therapy. 

JNC IV recognizes that drug treatment may effect 
quality of life: 

Although treatment of hypertension is a medical neces¬ 
sity, the impact of antihypertensive therapy on quality 
of life is a legitimate concern. Patients treated with 
various drugs sometimes experience subtle changes in 
emotional status, behavior, and both physical and cog¬ 
nitive function. 

Although some antihypertensive agents produce un¬ 
desirable side effects more often than do other drugs, 
practitioners must address the impact of treatment on 
the quality of life for each patient. 

There is also a new recognition of the cost of care: For 
some patients, lifelong antihypertensive care produces 
a burdensome financial obligation. Health care 
providers should be aware of the total cost of care to 
hypertensive patients (including indirect costs such as 
time lost from work and transportation costs) and 



Individualized step-care therapy 
for hypertension. For some pa¬ 
tients, nonpharmacologic therapy 
should be tried first. If blood pres¬ 
sure goal is not achieved, add 
pharmacologic therapy. Other pa¬ 
tients may require pharmacologic 
therapy initially. In these in¬ 
stances, nonpharmacologic ther¬ 
apy may be helpful adjunct. ACE 
indicates angiotensin-converting 
enzyme; asterisk, drugs such as 
diuretics, p-blockers, calcium an¬ 
tagonists, ACE inhibitors, a- 
blockers, centrally acting a 2 -ago- 
nists, rauwolfia serpentina, and 
vasodilators. 
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should try to minimize these expenses. Determinants 
of cost include the initial work-up, follow-up visits, and 
drugs. The realistic assessment of the economic im¬ 
pact of each drug involves consideration of intrinsic 
cost, burden of side effects, and additional laboratory 
tests required for monitoring. Cost may reduce overall 
benefit of treatment by reducing adherence. 

Information on treatment of special populations is ex¬ 
panded considerably from the 1984 Report, and includes 
treatment issues specific to blacks and other racial and 
ethnic minority groups; young and elderly patients; preg¬ 
nant patients; surgical candidates; and hypertensive 
patients with cerebrovascular disease, coronary artery 
disease, left ventricular hypertrophy, congestive heart 
failure, peripheral vascular disease, renal disease, chronic 
obstructive pulmonary disease or bronchial asthma, 
gout, diabetes mellitus, and hyperlipidemia. 

The complete 1988 Report appeared in the May 1988 
issue of Archives of Internal Medicine. Physicians also 
may call the Commission to request a copy. 
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Maryland Oncology Newsletter 


Rare Tumors of the Pancreas 


Cystadenoma and Cystadenocarcinoma 

These two tumors, benign and malignant, may com¬ 
prise 4 to 10 percent of all pancreatic cysts, with tenden¬ 
cy to occur more often in women than in men, usually 
between ages 45 and 60. Patients frequently present 
with epigastric fullness and/or pain in the upper part of 
the abdomen, without history of abdominal trauma or ex¬ 
cessive consumption of alcohol. The duration of 
symptoms can range from two months to two years, with 
an average duration of 18 months. These tumors may 
grow very slowly and never have clinical presentation, to 
be discovered at autopsy. On the other hand, those 
which present clinically may be associated with other 
conditions such as diabetes mellitus, abnormal thyroid 
function tests, polycystic disease of the liver and kidneys, 
or biliary disease. Roentgenologically, there are no clas¬ 
sical diagnostic findings for these tumors. Calcification 
may be seen in the wall of the cyst in about 10 percent of 
the patients. Almost two thirds of these tumors are lo¬ 
cated in the body and tail and one third in the head of 
the pancreas. Cystadenomas can reach large size and be 
misdiagnosed as pseudocysts and are anastomosed to the 
stomach or to the bowel. The surgeon should suspect 
cystadenoma if there is no previous history of 
pancreatitis, alcoholism, or abdominal trauma. 

Cystadenocarcinomas are usually papillary type, and 
on opening the cyst, multiple papillomata can be seen in 
the cavity. Biopsy of the papillae or the internal surface 
of the cyst and frozen section can differentiate cys¬ 
tadenoma and cystadenocarcinoma from pseudocyst of 
the pancreas. These tumors are characterized by local 
expansion and invasion without metastases. Therefore, 
every effort should be made for complete surgical extir¬ 
pation of these tumors. Fortunately, these tumors do not 
often arise in the head of the pancreas, and therefore they 
are usually treated by distal pancreatectomy. 

Benign Tumors 

The head of the pancreas, as well as the body and tail, 
can be sites of a variety of benign tumors. Despite their 
benign nature, pancreatic resection must be carried out. 
This may include distal pancreatectomy for tumors that 
involve the body and tail, and a Whipple procedure for 
those involving the head of the pancreas. 

Endocrine Tumors of the Pancreas 

These are also known as "pancreatic islet cell tumors," 
as all of them originate from the islet cells of the pancreas. 
While 15 percent of the patients may have no symptoms 


If you have any questions, call or write the Surgical Oncology 
Program at the University Of Maryland Medical System, Room N13E02, 
Baltimore, Maryland 21202 (301-328-5224). 


as they have no recognizable hormonal secretions from 
these tumors, the majority secrete different peptides. 
Some of these tumors may be located outside the 
pancreas in the stomach, duodenum, and small intestine. 
Furthermore, patients with any of these tumors are liable 
to have multiple syndromes as these tumors may secrete 
different peptides, or the patient may have more than one 
tumor. These tumors can be in the form of benign 
adenomas, multiple adenomas with hyperplasia, or 
malignant tumors. All of the malignant tumors tend to 
metastasize to the regional lymph nodes then to the liver. 
Once the patient presents with symptoms, and the 
physician suspects one of these tumors, blood level 
determination of the peptide is pathognomonic. The 
availability of radioimmunoassays has been of great help 
in making the diagnosis. 

Insulinoma is a Beta cell tumor that can be located at 
any part of the pancreas. Ninety-five percent of these 
tumors are benign. They present with hypoglycemia 
with a fasting blood sugar below 50 mg/dL, elevated in¬ 
sulin, proinsulin and C-peptide levels. 

Gastrinoma (Z-E syndrome) is a D-cell tumor that can 
be located at any place in the pancreas. It can also arise 
in G-cell of the stomach or in the duodenum. Over 70 
percent of these tumors are malignant. They present as 
recurrent peptic ulcers or ulcers in unusual places, and 
with diarrhea. The patients have high gastric output with 
high gastric acidity and elevated gastrin levels. 

Vipoma (WDIIA syndrome) is an A/D-Cell tumor that 
can be detected at any location in the pancreas, sym¬ 
pathetic nervous system, or adrenal glands. These 
tumors are usually malignant and present as refractory 
watery diarrhea, hypokalemia, and achlorohydria. 
Vasoactive intestinal peptide (VIP) is elevated in the 
blood. 

Glucagonoma is an alpha-cell tumor that is usually 
present in the body and tail of the pancreas 90 percent 
of the time. It is malignant in 60 percent of the cases. 
The patient usually presents with migratory erythema, 
weight loss, intolerance to glucose (diabetes mellitus), 
diarrhea, anemia, and stomatitis. The plasma glucagon 
level is elevated. 

Somatostatinoma is a Delta-cell tumor that can 
present at any part of the pancreas. It is almost always 
malignant. The patient presents with cholecystitis, 
steatorrhea and mild diabetes. The plasma somatostatin 
is elevated. 

Pancreatic Polypeptide (PP) is an F-cell tumor that is 
always malignant and presents with liver metastasis. The 
patient has elevated PP levels in the blood. 

Once the diagnosis is made, the anatomical location of 
the tumor is to be determined. The most important diag¬ 
nostic approach is arteriography. This usually shows 
tumor flush and the exact location of such tumor in the 
pancreas. If this is unsuccessful, the second approach 
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will be transhepatic selective venous catheterization for 
sampling for the peptides. The use of computerized 
tomography (CT) scanning, ultrasonography, and 
duodenoscopy with retrograde cannulation of the bile 
and pancreatic duct are of minimal use. However, CT 
scanning can be of great help in identifying liver metas¬ 
tasis. 

Some of these tumors present in a benign form or even 
in a localized form, and surgical resection of the primary 
should be the main approach after localization of the 
tumor. Exception to this rule is in Zollinger-Ellison 
syndrome (gastrinoma) where resection of the end organ 
(the stomach), in the form of total gastrectomy, is the 
ideal approach. Metastatic islet cell tumors are managed 
by chemotherapy that consists of streptozotocin alone or 
in combination with 5-Fluorouracil or adriamycin with a 
response rate of 20 to 30 percent for a duration of 2 to 3 
months. 

Finally, I should point out that pancreatic islet cell 
tumors, carcinoid tumors, and tumors of the multiple en¬ 
docrine neoplasia syndromes belong to the peripheral 
neuroendocrine APUD (amine precursor uptake and 


decarboxylation) system, which can synthesize amines 
and polypeptides. 


Proferred Reading: 

Elias EG. The pancreas & periampullary area, in Handbook of Sur¬ 
gical Oncology, Elias, E.G., editor. Boca Raton, FL: CRC Press, 1988. 


Tumor Conferences are held weekly on Tuesday be¬ 
tween 8-9 am in Room N13E28 at the University of 
Maryland Medical System. This is an open meeting and 
physicians are welcome to attend. Physicians can 
present cases, but please call328-5224 by noon Monday 
to obtain time on the schedulefor your case(s) and bring 
the pathological slides with you. 

E. GEORGE ELIAS MD 
Professor of Surgery and Oncology 
Director, Surgical Oncology Program 
University of Maryland Medical System 
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our furnished model today or call Lisa Vietti or Laurie Brunink at 323-9494, open daily 12-5 or by appoint¬ 
ment; closed Wednesday. 5700 block of Roland Avenue, South of Lake Avenue. Priced from $344,500. 
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One Minute with Diabetes 


Doctor, I have been trying to read "package labels" to 
help in the management of my diabetes and the infor¬ 
mation provided is confusing. Can you help me? 

The Food and Drug Administration is responsible for 
the labeling on all foods except meat, poultry, and egg 
products, which are regulated by the US Department of 
Agriculture. In 1975 the FDA required food labels to 
provide the following information: name of product, net 
content or net weight, and name and address of the 
manufacturer or distributor. Some supplemental regula¬ 
tions have been issued over the years since 1975. 

While labeling is useful for educating the public, it can¬ 
not be a substitute for nutrition education. Nutrition 
labeling and nutrition education programs can comple¬ 
ment one another. Labels help the consumer under¬ 
stand the content of products purchased and especially 
help people with diabetes and many other medical 
problems. 

It is not possible to explain briefly all one needs to 
know about interpreting package labels. This must be 
done in a class situation with many different food 
products to evaluate. 

Package labels usually are divided into several seg¬ 
ments: 

1. Servings per package 

2. Calories per serving 
Protein 
Carbohydrate 

Fat 

Sodium and Potassium (minerals), although 
listed here, have no caloric content 

3. Percentage of US Recommended Daily Allowan¬ 
ces (USRDA) vitamins and minerals. This portion 
of the label can be ignored if one is consuming a 
balanced meal plan. 

4. Ingredients in descending order of 
predominance by weight. For example, the first 
listed ingredient is present in greater amount than 
the second and so on down the list. 

Of the four segments, the most important for patients 
with diabetes are the first two: servings per package and 
calories per serving (protein, carbohydrate, and fat). This 
information is needed to construct a meal plan. 

A statement often on the label and confusing to the 
consumer is "No sugar added." This does not mean the 
product contains no sugar or carbohydrate. It means the 
manufacturer added no sugar in preparing the package. 
If milk, sugar, margarine, or other ingredients are added 
in preparing the food for the table, the caloric content of 
the serving is increased and must be included in the cal¬ 
culation of the meal plan. 

Reading and understanding package labeling are essen¬ 
tial for the proper management of diabetes. This can be 
accomplished under the supervision of a dietitian or 
nutritionist. 

DeWITT K DeLAWTER MD 
Editor 


Referrals with many 
happy returns 


If alcohol or other drug addiction is part 
of your patient’s profile...let Oakview 
become part of your treatment team. 

At Oakview we are committed to 
immediate and continuing 
recovery from addiction. 



Our treatment plans reflect 
the involvement of the 
primary physicians in the 
continuum of recovery. 

Oakview 

Treatment Center - 
an in-patient 
facility for 
adolescents 
and adults. 


il OAKVIEW 

TREATMENT CENTER 

3100 North Ridge Rd., Ellicott City, Md. 21043 
Baltimore 461-9922 Washington 621-3023 
Outside Maryland 1-800-223-7770 
Within Maryland 1-800-442-0233 
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Tljree generation of Baltimore physicians. Portrait on wall is Aaron Friedenwald, M.D.for whom the Faculty’s Frieden- 
wald Room is named. Right to left below are his three sons, Julius Friedenwald, M.D, Harry Friedenwald, M.D., and Edgar 
Friedenwald, M.D.. Seated on the desk is Jonas Friedenwald, M.D., son of Harry Friedenwald. Aaron Friedenwald, M.D., 
was one of the first clinical eye specialists in Baltimore. His son Harry and grandson Jonsa were prominent Baltimore Oph¬ 
thalmologists. All were active members of the Medical & Chirurgical Faculty. 
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Library Dedication: Another New Milestone 

JOSEPH E. JENSEN 


On Saturday, September 24, 1988, as part of the ac¬ 
tivities associated with the semi-annual meeting of the 
House of Delegates, the Faculty will dedicate its 
renovated medical library. The dedication will mark the 
completion of the restoration begun in 1985 of the 
Faculty’s two Cathedral Street buildings. Construction 
on the former School 49 was completed a year ago. The 
new building was dedicated at last year’s semiannual 
meeting. 

The library facilities now include a reading room with 
current medical books and journals. The reading room 
was the result of the restoration of the original Frieden- 
wald room on the third floor. Years ago the room was 
divided into two offices, and much of the original wood¬ 
work was covered over. Faculty staff have restored the 
paneled room, which will serve as a quiet area for catch¬ 
ing up on recent medical publications. The room also 
will serve as a formal setting for small meetings. Portraits 
and memorabilia from the Friedenwald family will be dis¬ 
played in the room that once more will be known as the 
Friedenwald room. 

The current book collection houses the latest editions 
of significant English language medical textbooks. The 
stacks are open and accessible to Faculty members. Close 
by are the librarian’s office and the reference department 
along with the computers that operate MEDLINE. Across 
the hall in the new building is the technical services 
department. 

The gem of the restoration work is the large reading 
room on the second floor. The old reading room has 
been beautifully redone with built-in ten-foot bookcases. 
The room will house significant parts of the rare book 
and history of medicine collection, and will be named in 
memory of Dr. Louis A M. Krause in accord with a 1974 
resolution of the Faculty’s House of Delegates. Dr. 
Krause, a clinician, medical school teacher, and medical 
historian, served as Chairman of the Faculty’s Library 
Committee from 1952 until 1968. 

The room will be furnished with items from Dr. 
Krause’s house, donated by his sister. Furnishings also 
will include exhibit cases with samples from the Faculty’s 
collection of antique medical instruments. 

In conjunction with the dedication of the historical 
room to Dr. Krause, the Faculty’s library will be desig¬ 
nated an international clearinghouse for literature and 
information on the medical problems of performing 
musicians. This honor has resulted from the efforts of 
Ms. Susan Harman, the Faculty’s Associate Librarian who 
is also a musician. Ms. Harman’s articles about the medi¬ 
cal problems of musicians, and her exhaustive bibliog- 


Mr. Jensen is Associate Executive Director at Med-Chi. 


raphies on this topic, first published in the Maryland 
MedicalJournal , are cited nationally and internationally 
for their excellence. 

It is most fitting this should occur in conjunction with 
the memorial to Dr. Krause, who in addition to his profes¬ 
sion and other interests, played the piano and violin. Dr. 
Krause’s piano and violin are among the items being 
donated to furnish the Louis A M. Krause MD History of 
Medicine room. 

All these activities coincide with a weekend of special 
programs sponsored by Baltimore’s Peabody School of 
Music and the Baltimore Symphony Orchestra related to 
Music and Medicine. Dr. Alice G. Brandfonbrener, a 
Chicago internist known for specializing in treating the 
medical problems of performing musicians, is participat¬ 
ing in the weekend’s events and will be the Faculty’s 
guest at the f louse of Delegates. Both the Symphony and 
the School of Music will sponsor special musical 
programs in conjunction with the weekend. 



Louis A. M. Krause, 
M.D. (1896-1975). Chair¬ 
man of Med-Chi’s Library 
committee between 1952- 
1968. Dr. Krause’s ac¬ 
complishments included 
renown as physician, 
clinical teacher, medical 
historian, lecturer, ar¬ 
chaeologist and biblical 
scholar. 


To grow up in an atmosphere of books is indeed a 
privilege. TIjose who have had this opportunity should 
be ever grateful.... Most of us in medicine are craftsmen, 
and books in great measure are our tools .... 

One can readily distinguish between the doctor who is 
keeping onefoot in the library and is constantly in touch 
with current medical literature, as contrasted to the 
doctor who has little or no interest in medical literature 

The Medical and Chirurgical Faculty at its outset dedi¬ 
cated itself to the improvement of its members. Tljis cer¬ 
tainly was the spark or germ that initiated the collection 
of books we have in the library. 

LOUIS A.M. KRAUSE MD 

'The Library’s Importance; Editorial" 

Maryland State Medical Journal, October 1954. 
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Information for Authors 


Med-Chi members reading papers before organizations, 
are invited to submit their papers to the MMJ for consid¬ 
eration for publications. 

The Maryland Medical journal is the monthly publi¬ 
cation of the Medical and Chirurgical Faculty of the 
State of Maryland. Its goals are educational and inform¬ 
ative: the publishing of scientific articles and other 
technical information as well as editorials, special arti¬ 
cles (evaluations, position papers, reviews of nonscien- 
tific subjects), membership news, notices of medical 
events, legislative and governmental news, meetings, 
continuing education courses, and programs and poli¬ 
cies of the Faculty. 

Manuscripts may be sent to Editor MM), 1211 Cathe¬ 
dral St., Baltimore, MD 21201. Articles are accepted for 
publication on the condition that they are contributed 
solely to this journal. Transmittal letters should desig¬ 
nate one author as correspondent and include his/her 
address and telephone number. Manuscripts are re¬ 
viewed by the editor, editorial board members, and 
guest reviewers. The final decision is reserved for the 
Editor. 

Specifications 

Manuscripts must be original typed copy, double¬ 
spaced throughout (including text, case reports, leg¬ 
ends, tables, and references) with margins of at least 
one inch. Number pages consecutively. Please submit 
two additional copies. 

Include in the manuscript the concise title, full name 
of the author (or authors) with highest degree, aca¬ 
demic and professional titles, affiliations, and any insti¬ 
tutional or other credits. 

An introductory synopsis/abstract of approximately 
100-150 words is required. 

Tables are to be typed on separate sheets of paper, 
numbered, and have a brief descriptive title. The Editor 
reserves the right to edit tables. Be sure that statistics 
are consistent in both tables and text. 

References are limited to those citations noted in the 
text. References are to be typed double-spaced and 
numbered consecutively as they appear in text. They 
will be examined critically at the time of review and 
must be kept to a minimum. The number of references 
is generally limited to 20 in major contributions and 
fewer in shorter articles. Exceptions may be made if 
appropriate in the opinion of the reviewing editor. 
Personal communications and unpublished data should 
not be included. The following are necessary: names 


of all authors, complete title of article cited (lower case), 
name of journal abbreviated according to Index Medi- 
cus, volume number, first and last page numbers, and 
year of publication. For more extenisve information 
about preparing medical articles for publication, the 
editors suggest the International Committee of Medical 
Journal Editors: Uniform requirements for manuscripts 
submitted to biomedical journals. The complete doc¬ 
ument is available in the June 1982 issue of the Annals 
of Internal Medicine. 

Illustrations are material that cannot be set in type. 
Photographic material must be submitted as high-con¬ 
trast, glossy prints. Drawings and graphs must be done 
professionally in india ink on high-grade white drawing 
paper. Omit illustrations that do not increase under¬ 
standing of text, and limit them to a reasonable number. 
Four or fewer illustrations should be adequate for a 
manuscript of 4 to 5 typed pages. Legends are to be 
typed on a separate sheet of paper. Type on a gummed 
label and affix to the back of each illustration: figure 
number, title of manuscript, name of senior author, and 
arrow indicating top. Legends for illustrations should 
be typed on a separate page with numbers correspond¬ 
ing to those on the photographs and drawings. Cost of 
printing color photographs must be borne by the au¬ 
thor. 

Recognizable photos of patients are to be masked 
and should carry with them written permission for 
publication. 

Permissions. When material is reproduced from 
other sources, full credit must be given to both the 
author and publisher, and written permission from 
these sources must be included when the material is 
submitted. 

Copyright. Material published in the Journal is pro¬ 
tected by copyright and may not be reproduced with¬ 
out the written permission of both the author and the 
Journal. 


Editorial Responsibility 

Manuscripts are subject to editorial modification and 
such revisions necessary to bring them into conformity 
with Journal style. 

Galley proofs will be mailed to the principal author 
and, if not returned by the specified date, will be 
considered approved as typeset. 

Statements made or opinions expressed by any con¬ 
tributor in any article or feature published in the Journal 
are the sole responsibility of the author. 


NOTICE TO AUTHORS: Floppies Requested 

When submitting manuscripts for review by MMJ’s Editorial Board, please send an IBM com¬ 
patible floppy disk with the document entered in a Word Perfect, Multimate, or Wordstar 
program. At your request MMJ will return your disk after your article is published or if your 
manuscript is not accepted. 
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Physician Discipline: A Continuing Challenge 

ANGELO J. TROISI FACHE and GERARD E. EVANS Esq. 


On July 1, 1988, the Board of Medical Examiners and the Commission on Medical Discipline 
ceased to exist as two separate entities, and in their place is the Physician Quality Assurance 
Board established by passage of Senate Bill 508. 

Like any new statute, the law that established the Physician Quality Assurance Board is not 
a complete blueprint of each aspect of physician credentialing and discipline. It does not set 
forth the peer review process in exact detail but rather provides a statement of public policy 
to be finally and completely assembled by decisions of the Physician Quality Assurance Board 
itself. Although in some areas the statute made very clear policy statements, the statute also 
provided the Board with great latitude, discretion, and flexibility. 


In order to understand what changes were made by the 
passage of SB 508 it is important to know why it became 
necessary for change. Like many issues that are debated 
and settled in the public forum, there is a fine and often 
blurry line between a problem that is addressed as a fac¬ 
tual issue and the perceptions surrounding the issue. Al¬ 
though it may seem th' ,t only the facts need be studied 
to appropriately deal with a situation, often the percep¬ 
tions dominate public debate. After all, the public 
(which includes the media and the legislature) is rarely 
cognizant of the facts. So it was in this as in other public¬ 
ly debated issues that the facts were subordinated to sen¬ 
sationally charged perceptions. 

During the 1987 Maryland General Assembly, as part 
of the passage of tort reform legislation, a Joint Legisla¬ 
tive Committee comprised of both Senate and House 
members was created and called the Joint Tort and In¬ 
surance Oversight Committee. In creating the Commit¬ 
tee the Legislature charged it to examine the effects of 
Tort Reform law, monitor the insurance industry, and 
generally study issues that affect the malpractice in¬ 
surance crisis. The Committee began to hold meetings 
and public hearings during the 1987 legislative interim. 
Recommendations from the Committee were to be 
reported to the General Assembly before the 1988 Ses¬ 
sion convened. One such hearing was held in the first 
week in October 1987. This hearing was the catalyst that 
began a series of events culminating in the Physician 
Quality Assurance Board. 

October Hearing 

The subject of the October hearing concerned the 
physician discipline system, and so the Joint Commission 
requested that the Commission on Medical Discipline 
make a presentation. The presentation of physician peer 
review and discipline by the Commission was less than 
complete; indeed it was incomplete. 

In the Commission’s defense, however, they included 
only specific cases they had received and responded 
honestly and objectively to all questions asked of 


Mr. Troisi is the Executive Director and Mr. Evens is General Coun¬ 
sel for the Medical and Chirurgical Faculty. 


them. Unfortunately, the impression left with the Joint 
Tort and Insurance Oversight Committee was that 
Maryland’s system of disciplining physicians was ineffi¬ 
cient and ineffective. 

The total caseload given by the Commission did not in¬ 
clude all actions taken by physicians in monitoring 
physicians. For example, the Commission made no men¬ 
tion of the Med-Chi Physician Rehabilitation Committee, 
which does an excellent job in working with impaired 
physicians. Likewise, the Commission did not explain 
several other important components of the physician 
peer review system such as the Board of Medical Ex¬ 
aminers, the Med-Chi Drug Committee, and the Med-Chi 
Physician/Patient Relations Committee. All these groups 
play an active role in monitoring, reviewing, counseling, 
and where appropriate, disciplining physicians in 
Maryland. The picture painted by that testimony was 
fragmented and disjointed, offering inadequate answers 
to questions that were of critical concern. 

After the meeting, many legislators were impressed 
with the need for a vast overhaul of the physician creden¬ 
tialing and disciplining process. One member of the 
Oversight Committee said, "The only problem with the 
physician disciplining system is that it is dominated by 
physicians." This sentiment spread like wildfire through 
parts of the Maryland Legislature. 

A flurry of press activity condemning the physician peer 
review system followed the Annapolis hearing. Several 
articles used the incomplete data released by the Com¬ 
mission on Medical Discipline to inappropriately rank 
Maryland 48th among the other several states in action 
taken against physicians (actually, Maryland would have 
ranked third in the nation if the complete picture of peer 
review had been reported and if such comparisons could 
be made). The media hype provided ample fuel for our 
detractors in calling for the removal of physicians and par¬ 
ticularly the State Medical Society from the peer review 
process. 

In the weeks that followed, Dr. Sidney Wolfe, members 
of the Plaintiffs Bar, "consumer" advocates, as well as 
some legislators began to circle what was perceived to be 
a "wounded fish." During these dark days in late fall of 
1987, each week a new and different solution to this 
"problem" surfaced. This was a time of great activity for 
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those who would seek to extract physicians and 
Med-Chi from the peer review process. Many critics of 
the peer review role played by physicians agreed that a 
panel of attorneys, after receiving testimony from paid 
medical experts, would be much more capable of render¬ 
ing fair decisions than would members of the 
physician community. This wisdom seemed to be a grow¬ 
ing trend; some states having adopted this view in 
fashioning physician disciplinary systems. 

Others suggested that full-time physician employees of 
the Maryland Department of Health and Mental Hygiene 
(DHMH) would be more appropriate judges of the stand¬ 
ard of medicine to be offered in the state. In this manner 
the entire regulation of the private practice of physicians 
could stay in the Department of Health and Mental 
Hygiene. Proponents of this solution argued that their 
"independent" physicians would guarantee impartial and 
competent physician reviewers. 

Still others professed that the Attorney General’s Of¬ 
fice was more than able to investigate and adjudicate 
questions of physician competence. Several members of 
the Attorney General’s staff declard that questions involv¬ 
ing the relationship between a physician and a patient 
are in the realm of consumer complaints and already 
under the jurisdiction of the Attorney General’s Office of 
Consumer Affairs. Although the Attorney General’s Of¬ 
fice has a fine reputation for resolving complaints con¬ 
cerning tangible retail products and other such specific 
issues, investigating and resolving medical issues is an al¬ 
together different endeavor. However, the Attorney 
General’s Office remained unswayed and continued to 
push for control of the peer review system throughout 
the legislative session. 

Med-Chi strenuously objected to the placement of 
peer review anywhere but in the hands of practicing, 
community based physicians. The Medical and Chirurgi- 
cal Faculty has been policing the practice of medicine 
since before the Department of Health and Mental 
Hygiene or the Attorney General’s Office existed. The 
countless hours of competent, dedicated work provided 
to the State of Maryland free of charge by the physicians 
of Med-Chi has been an invaluable service of unques¬ 
tionable integrity. The Commission on Medical Dis¬ 
cipline had been hampered since its inception with 
inadequate funding and staffing, and in order for chan¬ 
ges in the physician credentialing and discipline system 
to be meaningful, the state had to make a substantial 
commitment in terms of resources available. This com¬ 
mitment was agreed to by Governor Schaefer and the 
DHMH. 

As the 1988 Maryland General Assembly rapidly ap¬ 
proached, Med-Chi representatives began a series of ex¬ 
haustive meetings with the DHMH, the Attorney 


General’s Office, Governor Schaefer’s Office, and key 
legislative leaders. The meetings were a futile attempt to 
reach a consensus before the beginning of the Session. 
It was hoped that by developing a consensus before the 
Session began, we would have a better chance at 
preempting any other (perhaps more damaging) legisla¬ 
tive initiatives. Further, key legislators could be briefed 
before the session, offering a chance to solidify early sup¬ 
port. 

Eventually the DHMH put down on paper a reorganiza¬ 
tion plan calling for the creation of a Board of Medicine, 
headed by a small group of prominent physicians and 
staffed by a physician medical director. The Board of 
Medicine would have incorporated as subcommittees the 
Board of Medical Examiners and the Commission on 
Medical Discipline as they were then in existence. The 
plan seemed to offer some promise in that it carried with 
it a substantial commitment of resources. Unfortunate¬ 
ly, some physicians appeared at various public forums 
and attacked the reorganization, charging that plan was 
an attempt on the part of the DHMH to "take over" the 
practice of medicine. This original proposal died of 
neglect, having gained little support in the physician 
community. As the 1988 Maryland General Assembly 
convened, there existed no formal reorganization 
scheme. 

1988 Session 

During the initial days of the 1988 Maryland General 
Assembly, Governor Schaefer decided quick action was 
needed to fend off other legislative intiatives altering the 
physician peer review and credentialing system. The 
Governor decided that a combination of the existing 
Commission on Medical Discipline and the Board of 
Medical Examiners was necessary to better coordinate 
what he believed to be related state functions. Further, 
he made it quite clear that physicians who had been con¬ 
victed of crimes involving moral turpitude deserved swift 
and sure action against their licenses. Lastly, the Gover¬ 
nor insisted that his legislative proposal have as its foun¬ 
dation the basic premise that the Medical and Chirurgical 
Faculty would continue to play an integral role in the 
credentialing and peer review system. Although further 
details of the legislation are explained in the words that 
follow, these major items were of prime concern to 
Governor Schaefer. 

The legislation was introduced as HB 855 sponsored 
by Speaker Mitchell in the House of Delegates and SB 508 
sponsored by Senator Miller in the Senate. The legisla¬ 
tion was assigned to the Senate Economic and Environ¬ 
mental Affairs Committee and the House Environmental 
Matters Committee. During the many hearings, discus- 
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sions and deliberations on the legislative amendments 
were offered that would have compromised the in¬ 
dividual physician’s stature in the system. 

Many attempts were made through the amendment 
process to completely extricate the Medical and Chirur- 
gical Faculty from the process. Other attempts were 
made to stack the new Board with consumer members 
by removing physician representation. One such amend¬ 
ment failed on the floor of the Senate after a dramatic 
hour-long floor debate with the final vote being cast by 
the President of the Senate, Thomas V. Mike Miller, Jr. in 
favor of the physicians of Maryland. 

Not a day went by that did not uncover a new plot to 
gut physician control of the Physician Quality Assurance 
Board. It must be said that the leadership of the House 
and Senate, Speaker Clay Mitchell and Senator Mike 
Miller in particular, were unrelenting in their defense of 
physicians and the Medical and Chirurgical Faculty and, 
more important, the good of the citizens of Maryland. On 
more than one occasion the Speaker and the President 
exerted their personal influence in keeping the legisla¬ 
tion on track and unmolested. 

Highlights of the Legislation 

Examining a breakdown of the manner in which cases 
will be channeled will prove instructive. 

First, one of the largest single classifications of cases 
filed at the Commission on Medical Discipline is fee dis¬ 
putes. Overcharging complaints represent about 25 per¬ 
cent of all cases. The statute is quite specific in requiring 
that these complaints are to go directly to Med-Chi 
without preliminary investigation. It is planned that 
Med-Chi will conduct peer review investigations of these 
cases to determine not only if fees charged were exor¬ 
bitant but also, more importantly, whether appropriate 
care was rendered. 

The second large category of cases involved what the 
new law defines as "standards of medical practice." These 
"standards" cases would include cases involving charges 
of incompetence, unprofessional conduct, etc. This 
category comprises the great majority of complaints 
against physicians, and these cases are to receive a 
preliminary investigation before being sent to Med-Chi, 
based on the discretion of the new Board. However, if 
the Board determines that a case involves standards of 
medical practice, the statute states the case shall be sent 
to Med-Chi for further investigation and peer review 
among the appropriate medical specialties. 

This means the Board must first define which of the ex¬ 
isting grounds for disciplinary action involve standards of 
medical practice. In other words, Med-Chi retains its 
traditional role in peer reviewing physicians in all cases 


involving competence, professional conduct, etc. It 
should be noted that local component medical societies 
were left out of the original draft of the legislation, and 
only after Med-Chi indicated the indispensable nature of 
this resource did the provision survive. 

Much has been said about the use of investigators and 
hearing officers in the new system. It is important to 
remember that the previous statute allowed the former 
Commission on Medical Disipline to hire investigators 
and hearing officers to help in the resolution of cases. 
The new law only activates this provision. The inves¬ 
tigator and hearing officers will be assigned to the Board 
and will not be part of the DHMH’s central unit. This 
means they will be accountable to the Physician Quality 
Assurance Board. Remember, too, that the investigators 
will perform preliminary investigations as necessary. 
Again, the Board has the discretion in deciding what is 
necessary and what is not. Preliminary investigations 
means just that, that is, the collection of records, the con¬ 
duction of interviews, and the like. The role of inves¬ 
tigators should work as a support function of Med-Chi 
peer review at the Board’s discretion and should be done 
for appropriate cases. 

Third, and perhaps most important in terms of public 
awareness although certainly not in numbers of cases, are 
situations in which physicians have been convicted of 
crimes of moral turpitude. Although very limited in 
number, these cases get the most media attention. 
Similarly, these cases seem to incite emotional outbursts 
and indignation from the public. 

One of the witnesses who testified before the House 
Environmental Matters Committee was the victim of 
sexual harrassment perpetrated upon her by her 
physician. The physician was found in violation of ac¬ 
ceptable standards of professional conduct. However, 
the woman testified that the punishment handed down 
by the Commission was insignificant given her emotion¬ 
al distress. Her emotional testimony fell on sympathetic 
ears. 

The Legislature was exposed to several other 
physicians who met with what was reported as "kid glove" 
treatment by the Commission on Medical Discipline. 
One celebrated case was a physician who was found guil¬ 
ty in the Circuit Court for Baltimore City of raping a 
patient. The Governor insisted and all would agree that 
physicians who have been convicted of such crimes 
should be dealt with sternly. Although the term "moral 
turpitude" eludes an exact definition, we know from case 
law that situations of rape and drug distribution are clear¬ 
ly crimes of moral turpitude. The definition, however, 
does not include crimes such as income tax evasion. 
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You Should Be Taking 
Care Of Your Patients 
... Not Your Billing! 



Management Systems, Inc. 

Will Speed Up Your Billing 
And “Cure” Ailing Accounts 

MSI implements new methods, designs new programs, and 
enhances existing systems to help physicians improve financial 
controls. 

Our system provides the doctor with fast turnaround time. 

^ Medicare & Blue Shield claim dispositions occur on a weekly 
basis. 

s Statements reach patients shortly after services have been 
rendered and your expert care is still fresh in their minds. 
v* Insurance rejections are easily resolved. 
s Self-pay statements are generated as required with clear 
explanations. 


Management Systems, Inc.’s 
“Computer-Side Manner” Is 
The Best 

MSI can provide the level of participation 
each customer requires with a full range of 
services, using a batch system, an online system, or a 
comprehensive turnkey system. 

** Insurance forms are completed and submitted, and self-pay 
statements are mailed. 

^ Receipts, deposits, and patient inquiries are handled by MSI. 
We manage your accounts receivable 
Our turnkey systems are comprehensive in handling all a 
physician’s billing needs. 

MSI can help physicians structure their office procedures. Our 
years of experience allow us to serve you in an efficient and 
individualized manner. 

Call MS! to find out how we can help you. 


( 301 ) 825-5626 


mu 

Management 



Systems, Inc. 


7215 York Road, Baltimore, Maryland 21212 


The New Board 

The new Physician Quality Assurance Board will be 
composed of 15 members. All members will be ap¬ 
pointed by the Governor. Pen members will be selected 
from a list submitted by the Medical and Chirurgical 
Faculty. The eleventh member must be a physician, and 
the Governor has the discretion to select an individual of 
his own choosing. All physician members must be "prac¬ 
ticing" physicians. The twelfth member of the Board will 
be selected by the Secretary of the Department of Health 
and Mental I lygiene. The last three members of the Board 
will be consumer representatives confirmed by the 
Senate of Maryland. One of the consumer repre¬ 
sentatives will be recommended by the Maryland Hospi¬ 
tal Association. The Medical and Chirurgical Faculty 
continues to exercise the exact percentage of control 
over the new Board as it enjoyed over the combination 
of members serving on the former Commission on Medi¬ 
cal Discipline and Board of Medical Examiners. 

Perhaps the most important feature of the new law and 
an aspect vigorously attacked throughout the legislative 
process was the elevation of the standard of evidence 
necessary to find a physician in violation of the law. 
Under the Commission on Medical Discipline’s system, 
evidence compiled against a physician was judged against 
a legal standard known as the "preponderance" of the 
evidence. Preponderance of the evidence generally is 
referred to as the civil standard of evidence and in quan¬ 
titative terms corresponds to about 51 percent. On July 
1, 1988 the evidentiary standard necessary to find a 
physician in violation of the law was raised to "clear-and- 
convincing" evidence. Clear-and-convincing evidence is 
a substantially higher burden placed upon the 
prosecutors of physicians and therefore provides further 
protection. The clear-and-convincing standard is used by 
the Maryland Attorney Grievance Commission in judging 
evidence against attorneys. It seemed only fair that 
physicians be afforded a similar procedural safeguards as 
attorneys. 

As of this writing the newly created Physician Quality 
Assurance Board has yet to meet. The flexibility and dis¬ 
cretion the new law provides to the members of this 
Board will allow the Board to shape the environment for 
the practice of medicine in Maryland. The law was care¬ 
fully crafted so that the physician members of the Board 
had both the autonomy and the authority to act with 
broad powers. Although the furor surrounding the legis¬ 
lative fight that secured this new system has died, op¬ 
ponents to a physician-dominated peer review and 
credentialing process are anxiously waiting to examine 
the activity of this Board. Governor Schaefer and the 
Legislature have affirmed their faith and trust in the in¬ 
dividual practitioner through their support of this legis¬ 
lation. And they, too, will be closely watching the Board’s 
performance. As the Faculty’s founders accepted these 
same challenges in 1799, it is the right, duty, and obliga¬ 
tion of all physicians in Maryland to carry on this rich and 
justly deserved function of peer review. 
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ATTENTION ALL MEMBERS 


A dedication ceremony of Med-Chi’s newly renovated library and Krause Reading 
Room will be held on Saturday, September 24, 1988 at 1 p.m. in conjunction with the 
Semiannual session of the Council (10 a.m.) and House of Delegates (2 p.m.). 

It will be a day of special activities including a chamber music concert featuring 
advanced students from the Peabody Conservatory of Music beginning at 1:15 p.m. 
A light buffet and tour of Med-Chi’s library facility and building will begin at 12 noon. 

Free parking will be available at the Symphony Parking Garage and parking tickets 
will be validated at Med-Chi’s reception desk. 

Saturday evening at 8:15 there will be a Concert featuring the Peabody Symphony 
Orchestra at the Peabody Institute, 1 East Mount Vernon Place. On the podium will 
be the dynamic young conductor of the New Jersey Symphony Orchestra, Hugh 
Wolff, who is a Peabody alumnus. Complimentary tickets are available to members 
who reserve them in advance by calling 659-8138 during weekday afternoons. 

For those traveling from outlying areas the Faculty has made special provisions: hotel 
rooms at the Stouffer Harborplace Hotel overlooking Baltimore’s Inner Harbor are 
available at the special discount rate of $99 (the normal rate is $155 per night). Res¬ 
ervations can be made by calling 547-1200 (tell them you are with Med-Chi). The 
hotel, which is part of the Galleria complex (a beautiful and unique shopping mall), 
offers a health and fitness club that includes an indoor swimming pool and a lovely 

rooftop garden. 

Baltimore, a city with a history as big as its heart, has many major attractions, parks, 
landmarks, and cultural institutions for a variety of diversions. Come, bring your 
family, and join us in celebrating the distinguished history of the Med-Chi library and 
then participate in the activities in downtown Baltimore. 

On the next page is a listing of special attractions in Baltimore during the 

September 23-25 weekend. 





National Aquarium 
in Baltimore 


Baltimore Zoo 


U.S. Frigate 
Constellation 


Maryland 
Science Center 


World Trade 
Center 


Clipper City 


Antique Row 

Myerhoff Concert 
Hall 

Walters Art 
Gallery 

Baseball 


Pier 3, Pratt Street 576-3810 
Open Saturday, 10 a.m. - 5 p.m. 

Admission - Adults $7.75, Students and 
Senior Citizens $6.00, Children $4.75, 
Children under 3 are free 
Druid Hill Park 366-LION 
Open Daily 10 a.m. - 4:30 p.m. 

Admission - Adults $4.00, Children and 
Senior Citizens $2.00 

Docked in the Inner Harbor 539-1797 
Open Daily 10 a.m. - 6 p.m. 

Admission - Adults $2.00, Children $1.00 
Children 5 and under are free 
601 Light Street 685-5225 
Open Saturday - 10 a.m. - 6 p.m. 

Admission - Adults $6.50, Children and 
Senior Citizens $5.50 
Pratt Street 837-4515 

27th Floor Observation Level Panoramic View 
of the City and Inner Harbor also History of 
Baltimore Museum 

Admission - Adults $2.00, Children and 
Senior Citizens $1.00 

Docked in Baltimore's Inner Harbor 539-6277 
Reservations accepted and recommended for 
daily sails and also sunset and moonlight 
cruises 

Admission - Adults $18.00-$32.00, Children 

ages 12-16 $9.00, under 12 $2.00 

700 & 800 block of N. Howard Street and the 

200 block of W. Read Street 

Open Monday thru Saturday 

1212 Cathedral Street 783-8000 

Pops Concert; Skitch Henderson and 

Larry Adler - 8:15 p.m. 

Admission - $13.00-$32.00 

600 North Charles Street 547-ARTS 

Open Daily 11 a.m. - 5 p.m. 

Admission - Adults $2.00, Senior Citizens 
$1.00, Under 18, Students & Members are free 
Baltimore Orioles vs. Detroit Tigers 
at Memorial Stadium 243-9800 
September 23 - 8:05 p.m. 

September 24 - Time To Be Announced 
33rd Street & Ellerslie Avenue 
Admission - $4.75-$9.50 


Pick up a copy of the Baltimore Scene at our reception desk the 
day of the dedication for more information on sightseeing, 
dining, entertainment and shopping. 



Commentary 


Trauma— Another Subspecialty in Anesthesiology? 

C. G. HECKEL MD, JD 


In the July issue of MMJ, Grande, Stene, and Barton 
from the Maryland Institute for Emergency Medical Ser¬ 
vices Systems suggest that trauma anesthesia be recog¬ 
nized as a subspecialty within anesthesiology. The 
anesthesiologist who has watched the development of 
subspecialization over the last twenty years may well feel 
ambivalent about this; there are valid arguments for this 
development and for the proposition that it would be 
better if it did not. 

The specialty areas that now exist in anesthesiology are 
defined in one of two ways. Either they are centered on 
concern for a wide variety of problems involving a single 
physiologic system for example, the heart or brain), or 
they deal with the problems affecting a particular 
category of patients who even under normal conditions 
differ physiologically from the majority of the population 
(pregnant women and children). 

"Traumato-anesthcsia" attempts to deal with all 
problems of a patient with a specific disease, in whatever 
organ systems they may occur. It can be argued by those 
jealous of subspecialty "turf' that this approach rides pig¬ 
gyback on the basic physiologic and anesthetic ap¬ 
proaches developed by the other subspecialties and is 
only a synthesis of their approaches: "engineering" done 
with their basic techniques rather than from an inde¬ 
pendent scientific base. There is also the question of the 
extent to which it is possible for one practitioner to con¬ 
sistently maintain this synthesis (to be "all things to all 
men") and do it in the multiple environments of trauma 
stabilization area, operating room, and intensive care 
unit. 

It can be pointed out that increasing subspecialization 
presents manpower problems for a specialty that is still 
underpopulated in some respects. Can we afford to mark 
off yet another area and restrict it to a small group of 
specialists? Does this fragmentation suggest a level of 
care that can be argued legally as " the standard of care" 
when convenient in tort litigation but cannot reasona¬ 
bly be provided to all patients at present time? 

Perhaps the most serious concerns arise with respect 
to the traumato-anesthetist himself. Can he (or she) 
maintain the drive to do this kind of work over a career, 
or will there be significant "burnout" from continuous 
contact with our most tragic patients, the basically nor¬ 
mal, healthy persons battered and sometimes severely 
deformed by their injuries? If full-time practice of 
traumato-anesthesia spreads from medical training 
centers with the creation of nonacademic trauma centers, 
the pressure of full-time traumato-anesthesia practice 
without the relief of the academic aspects of a medical 
center may lead to considerable "burnout" in personnel, 

The author is in the Department of Legal Medicine, Armed Forces In¬ 
stitute of Pathology, Washington, D.C. 


as it does in critical care nursing. In addition, will there 
be reasonable lateral mobility within the specialty for 
anesthesiologists who decide they have had as much as 
they can bear of acute trauma? Combat stress syndrome 
(or its medical equivalent) would seem more likely in this 
area than in other anesthetic subspecialties. 

Related to this is the question of how many traumato- 
anesthetists we need and how fast to train them. While 
it is desirable for every trauma victim to have access to a 
trauma center and specialized care within minutes of in¬ 
jury, the realities of communications, distance, and time 
will make extension of this service increasingly costly as 
it moves away from areas of relatively dense population, 
such as the East Coast "strip." The limits that eventually 
appear and the need for "burnout" replacements will 
determine how many traumato-anesthetists are needed; 
but how fast should we try to build up the numbers while 
we are finding out? 

In favor of the proposal of the MIEMSS group is the 
dramatic improvement in patient outcome that can be 
produced by organized team treatment of severe trauma. 
Where density of population and trained personnel allow 
us to make use of the "golden hour" when resuscitation 
and acute treatment can salvage the severely injured for 
definitive treatment, centers like MIEMSS have 
demonstrated this clearly. While keeping in mind the 
problems suggested above, it seems clear that some anes¬ 
thesiologists will concentrate in the area of traumato- 
anesthesia, and training programs should recognize this 
by including formal exposure to trauma care. A useful 
beginning would be for anesthesiology residency 
programs to include Advanced Trauma Life Support 
(ATLS) training as a required element in their first year. 
This would provide an introduction to the subspecialty 
for those who might then become traumato-anesthetists 
as well as to improve the trauma care skills of all anes¬ 
thesiologists who finish training and enter practice. 

The road for traumato-anesthesia is not necessarily 
smooth, and some of the problems may not be clear to 
the advocates of trauma care and EMS, as is true of most 
enthusiasts. For example, the authors suggest increased 
involvement of anesthesiologists with EMS training, 
specifically with training of paramedical personnel in 
tracheal intubation. Intubation training presents not so 
much a legal problem as an ethical one. Concern for 
patient autonomy, a fundamental principle of medical 
ethics, requires that lay or paramedical personnel not be 
allowed to practice intubation on a patient without 
his/her express consent. Many anesthesiologists, espe¬ 
cially in smaller communities, find this consent difficult 
to obtain. It is even harder at times to predict just when 
a consenting patient will appear so that training can be 
scheduled. Thus ethical and practical problems may 
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Introducing 
a few new 
facts of life. 

The fact is: One in ten couples today is considered infertile. 

So OB GYM is introducing a few new facts of life through our 
Assisted Reproductive Technology (ART) Program. ART includes 
in-vitro fertilization-embryo transfer (IVF-ET), gamete-intrafallo- 
pian transfer (GIFT) and artificial insemination. These medical 
breakthroughs have helped thousands of couples overcome their 
difficultv in conceiving and go on to have happy, healthv babies. 
After all... isn't that what the facts of life are all about? 
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419 W. Redwood Street, Suite 500 • University of Maryland 
Professional Building • Baltimore, Maryland 21201 
(301)328-6640 

ART Program • Bressler Research Building 
655 N. Baltimore Street, Room 11-013 • Baltimore, Maryland 21201 


complicate what appears to be a desirable technical 
development. 

But even given some caveats, it seems that a technologi¬ 
cal imperative is at work here. The economic principles 
of division of labor and specialization are clearly evident 
in the results of centers like MIEMSS. Traumato-anes- 
thesiology is here as a de facto subspecialty in these 
centers, although its eventual form and manpower re¬ 
quirements in the specialty at large are not certain. We 
can look to the group at MIEMSS to ask some of the ques¬ 
tions and produce some of the answers, as they have 
done in the July issue of MMJ. 
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HIV in Women and Their Pregnancies 

ANNE WEBER MD and LINDSAY S. ALGER MD 

Women account for a significant percentage of all AIDS cases. HIV seropositive patients 
who become pregnant may be at risk for greater morbidity and mortality than nonpregnant 
individuals. Women with HIV infection are the major source of infants with AIDS. It is es¬ 
sential, especially in areas of high prevalence of HIV, to maintain a high degree of suspicion 
for HIV-related disease in women and to maintain standards of infection control to prevent 
occupational transmission of HIV. Most important, all patients must be provided with infor¬ 
mation so that transmission of HIV can be prevented. 


By December 18, 1987, over 40,000 cases of the ac¬ 
quired immunodeficiency syndrome (AIDS) were 
reported to the Centers for Disease Control (CDC). 1 It is 
estimated that 1.0 to 1.5 million Americans are seroposi¬ 
tive for the human immunodeficiency virus (HIV), the 
etiologic agent of AIDS. 2 Since these individuals may 
eventually develop AIDS, it is clear that the peak of this 
problem has not yet been reached. Managing this issue 
will remain one of the most compelling challenges of our 
time. 

AIDS in women is of special concern. Although the per¬ 
centage of women affected with AIDS remains relatively 
low (6.9 percent of reported cases^), the occurrence of 
AIDS in women is significant for several reasons: 

1. Women who carry the AIDS virus may transmit the 
virus to their offspring in utero and thus are the major 
source of infants with AIDS. Perinatal transmission ac¬ 
counts for over 75 percent of pediatric AIDS cases. If we 
can reduce the number of women becoming infected 
with I IIV as well as educate those identified as seroposi¬ 
tive so they may avoid pregnancy, most cases of pediatric 
AIDS can be prevented. 

2. Seropositive women who become pregnant may be 
at particular risk since the immunosuppressive effect of 
pregnancy may result in more rapid progression of their 
disease. 

3. Other than intravenous drug use, the only other 
major route of transmission of AIDS to women is through 
heterosexual contact with men who have AIDS or who 
are at risk for AIDS. The percentage of women who have 
acquired AIDS through heterosexual contact has more 
than doubled from 1982 to 1986. 5 Epidemiologically, 
following infection rates in women will be an important 
means of tracking the spread of AIDS in the heterosexual 
population. 

Every health professional involved in the care owomen, 
their sexual partners, and their children need to be aware 
of the impact of HIV infection on the present and future 
health of patients. Dissemination of this information is a 
vital step toward the prevention of further spread of the 
AIDS virus. 


From the Department of Obstetrics & Gynecology, University of 
Maryland School of Medicine, 22 South Greene Street, Baltimore, MD 
21201 . 


The Agent 

Human immunodeficiency virus (HIV),6 previously 
called lymphadenopathy-associated virus (LAV), human 
T-lymphotropic virus type III (IITLV-III), and AIDS-as¬ 
sociated retrovirus (ARV), has been identified as the 
etiologic agent of AIDS. It is a retrovirus known to repli¬ 
cate in certain cells in the human body, including lym¬ 
phocytes, macrophages, and cells of the central nervous 
system. 

The abnormalities of the immune system described in 
AIDS are the result of selective infection of lymphocytes 
by the virus, specifically the subset of helper T cells (T4). 
This causes a dramatic decrease in the relative and ab¬ 
solute number of helper T cells and a relative 
preponderance of suppressor T cells (T8). The T4/T8 
ratio, normally greater than 2.0, is reversed to less than 
1.0 in association with AIDS. Other changes include ab¬ 
normalities of B cell activation and function, with in¬ 
ability to produce specific antibody associated with 
hypergammaglobulinemia; and abnormalities in 
monocyte functioning of antigen processing, chemotaxis, 
and cytotoxicity. 7 This leads to a profound suppression 
of the immune system. 

High-Risk Groups 

Epidemiologic studies have identified certain groups at 
increased risk for AIDS. In men, these groups largely 
have consisted of promiscuous homosexual males, in¬ 
travenous drug users, and hemophiliac recipients of Fac¬ 
tor VIII concentrates. Recently, this list has been 
expanded to include men with heterosexual contact with 
women who have AIDS or who are at risk for AIDS. >y In 
addition, anyone receiving a blood transfusion, especial¬ 
ly prior to mid-1985 before blood products were 
screened for I IIV, may be at increased risk for AIDS. 

The CDC has identified those groups of women at in¬ 
creased risk for AIDS as: 

• intravenous drug users 

• women who have emigrated within the past ten 
years from countries where heterosexual transmis¬ 
sion is thought to play a major role (Haiti, countries 
of Central Africa, especially Zaire and the 
Congo) 10 

• prostitutes 
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• women who are or have been sexual partners of 
men at high risk 

• women from a community of known high 
prevalence of I llV 1 

These risk factors are often interrelated. High 

prevalence of HIV is known to exist in New York, New 

Jersey, and Florida. As of March 1987, 70 percent of AIDS 

cases in women have occurred in these three states. 11 

However, the percentage of cases occurring outside these 

geographic areas is increasing. Areas of previously low 

incidence report significant rates of HIV infection in both 

urban and rural communities. For example, of 112 gay 

and bisexual men in New Mexico, one in seven was 
12 

seropositive for HIV. 

Statistics from New York City in 1986 indicate that of 
the approximately 200,000 intravenous drug users in the 
city, 30 percent are women. 15 Almost all these women 
are sexually active; often their partners are also at high 
risk for HIV infection due to intravenous drug use. In ad¬ 
dition, up to half the intravenous drug-using women in 
New York City engage in prostitution. This not only in¬ 
creases their risk of contracting HIV infection by ex¬ 
posure to many potentially infected contacts, but it also 
increases the likelihood that they, if infected, will trans¬ 
mit the virus to others. 

Furthermore, 90 percent of women who use in¬ 
travenous drugs are in their childbearing years. 15 It has 
been shown that epidemiologic trends of AIDS in women 
can be used to predict future trends of AIDS in children. 5 
In New York City alone, it is estimated that 1,500 children 
are born each year to women in methadone programs; 
four to five times that many are born to addicted women 
not in treatment programs. 15 At King’s County Hospital 
Center in Brooklyn, New York, one in 50 infants is 
delivered from HIV- infected mothers. 1 

Epidemiologic studies have identified racial trends in 
women at risk for AIDS. The cumulative incidence of 
AIDS in black and Hispanic women is more than ten times 
that in white women. 11 Whether this is the consequence 
of intrinsic racial differences or is solely a manifestation 
of socioeconomic differences remains controversial. 

Specific risk factors also have been identified for 
children. These include a parent in a high-risk group, ex¬ 
posure to AIDS-contaminated blood, blood products, or 
breast milk; and sexual abuse or drug abuse. 15 

Modes of Transmission 

HIV has been isolated from body fluids including 
16 17 IQ J IQ O 

blood, semen, vaginal fluid, tears, y saliva, and 

breast milk. 1 Epidemiologic studies suggest that those 
fluids primarily involved in transmission include blood, 
semen, and vaginal secretions. 


The virus can be introduced into the body at a variety 
of sites, including the penis (presumably via the urethra), 
the vagina, the rectum, and the circulatory system by 
venous access or through open wounds of the skin. The 
oral mucosa is relatively impermeable to HIV 22 and the 
absence of reports of transmission through unbroken 
skin suggests relative protection by intact integument. 

Blood Borne Transmission Epidemiologic studies 
suggest that intravenous inoculation with HIV is the most 
efficient means of transmission. The infection rate as¬ 
sociated with blood borne transmission of HIV appears 
to depend on the amount of virus received. Blood trans¬ 
fusions from donors who subsequently developed AIDS 
almost universally result in HIV infection. 25 

Even the small amount of contaminated blood received 
from shared needles by intravenous drug users results in 
significant transmission. The reported prevalence of HIV 
antibodies in intravenous drug users in treatment 
programs ranges from 50 to 87 percent. 2 ,25 In par¬ 
ticular, intravenous drug use has been the most common 
mode of transmission of IIIV in women, accounting for 
52 percent of all cases of AIDS in women between 1981 
and 1986. 5 

Infection also may follow inadvertent intravenous ex¬ 
posure. There are several recorded cases of transmission 
to hospital personnel attributed to contact or inoculation 
with blood. ° However, the relative absence of HIV trans¬ 
mission in hospitals, even to those who have received ac¬ 
cidental needle sticks from infected patients, is striking 
and in direct contrast to the high infection rate seen with 
hepatitis B virus after such accidents. 2 ^ 7 From data col¬ 
lected so far, it seems the risk of transmission of HIV in 
the occupational setting is very low. In a CDC surveil¬ 
lance project, of 1,097 health care workers with 
parenteral or mucous membrane exposure to the blood 
of patients with AIDS or HIV infection, only one had 
seroconverted as of March 31, 1987. 

Sexual Transmission Beginning in 1983 with 
reports of AIDS in wives of hemophiliacs, 29 sexual trans¬ 
mission from men to women has been well documented 
although reported rates of transmission vary greatly. 
Heterosexual contact with a person at risk for AIDS is the 
second most common mode of acquisition of AIDS in 
women. The proportion of women with AIDS in this risk 
group increased significantly between 1982 and 1986, 
from 12 percent to 26 percent. 5 As the prevalence of HIV 
infection in the population increases, the likelihood of 
infection in a random partner increases. 50 In the United 
States at the present time, a heterosexual woman is at 
greater risk for acquiring AIDS through heterosexual in¬ 
tercourse than is a heterosexual man. 
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Initially it was suggested that transmission from women 
to men might be less efficient than transmission from men 
to women. However, this is not confirmed by data 
documenting a transmission rate of 71 percent (12 of 17) 
in male sexual partners of women with AIDS. 8 A case has 
been reported suggesting that it is even possible for 
woman-to-woman transmission of HIV to occur through 
sexual activity. 31 

The exact risk of infection associated with a single 
sexual encounter with an infected person is not known. 
Nor is the cumulative risk associated with repeated sexual 
contact with an infected person known. Depending on 
a variety of factors such as the mode of aquisition of the 
virus in the male, duration ofseropositivity, severity of ill¬ 
ness, and contraceptive method used, heterosexual 
transmission rates from seropositive men to women who 
are involved in a stable relationship have varied from 6.8 
to 86 percent. If transmission of HIV follows the patterns 
of other sexually transmitted infections, repeated ex¬ 
posure to an infected person may not be necessary for in¬ 
fection, but the probability that transmission will occur 
increases with the frequency of exposure. This relation¬ 
ship has been documented by Padian and coworkers who 
found an association between the total number of ex¬ 
posures to the infected person and the rate of transmis¬ 
sion of HIV. 32 

Also unknown is the relationship between the clinical 
status of an infected person and the ability to transmit 
the virus. It may be that the more ill a person with HIV 
is, the greater the risk of transmission of the virus. 

It is known that even after repeated sexual contact with 
a person with AIDS, transmission of HIV may not occur. 
On the other hand, cases have been reported document¬ 
ing the transmission of HIV based on a single en¬ 
counter. 33 

Perinatal Transmission Transmission from infected 
mothers to their infants occurs most commonly in utero. 
Several studies have documented in utero transmis- 
sion. The virus has been isolated from the internal 
organs of fetuses aborted prior to 20 weeks’ gestation. 
Additional support is provided by evidence of an in utero 
insult in affected infants born small for gestational age. 3 ^ 
The onset of symptoms within a few months of birth also 
supports the hypothesis of in utero transmission of 
HIV. 

It is also possible for transmission to occur during 
delivery or postpartum. In the latter instance, a case has 
been reported in which a mother received a postpartum 
blood transfusion from a donor who subsequently 
developed AIDS. 11 The mother developed HIV infection 
evidenced by seroconversion, lymphadenopathy, and a 
reversed T4/T8 ratio. The infant, who was breast-fed for 
six weeks, also became seropositive for HIV. It is 


presumed that breast-feeding was the route of infection 
for this infant. 

It was first suggested that operative delivery may 
protect the infant from HIV infection. Chiodo reported 
that none of five infants delivered by cesarean section be¬ 
came HIV seropositive wh ile three out of seven vaginally 
delivered infants did so/ 12 However, in a study of 24 
patients, Semprini found that infants were equally likely 
to be infected whether delivered vaginally or via cesarean 
section, the transmission rate being 50 percent with 
either route. 13 Cesarean delivery offers no advantage to 
the infant, and HIV infection in the mother is not, in and 
of itself, an indication for cesarean delivery. Maternal 
HIV infection is a relative contraindication for amniocen¬ 
tesis, which may introduce the virus into a previously 
uninfected amniotic cavity. 

Perinatal transmission has been documented at rates 
varying from 0 to 85 percent (Table 1). Current informa¬ 
tion suggests that overall approximately 50 percent of in¬ 
fants will acquire the virus and that at least 50 percent of 
these will die from AIDS. 13 Women who have delivered 
an infected child have higher transmission rates of ap¬ 
proximately 60 percent while women without such a his¬ 
tory may have only a 30 to 40 percent transmission rate 
(Table 2). Even when the mother is clinically ill with AIDS 
during the pregnancy, cases have been reported in which 
the infant remains unaffected. ’ 30 A case has been 
described involving identical twins, where only one in¬ 
fant was affected. 1 

It is not known what makes one infant more suscep¬ 
tible or resistant to infection than another; it is possible 
that both maternal and fetal factors are involved. It has 
been suggested that, for the fetus, the development of 
HIV-related disease may depend on the infection hap¬ 
pening at a critical time in the maturation of the fetal im¬ 
mune system. 33 At this time it is not possible to predict 
which pregnancies will result in infants infected with 
HIV. 


Table 1. HIV Vertical Transmission Rates from 
Mothers to Infants 


Author 

Infants : Mothers 

Transmission 

(percent) 

Chiodo ^ ~ 

3/12 

25 

Rubinstein z 

17/52 

33 

Semprini 3 , 

Ciraru-Vigneron 1 

12/24 

50 

11/13 

85 


1. Chiodo F, et al. Vertical transmission of HTLV-III. Lancet 1986; 
i:739. 

2. Rubenstein A, et al. Pediatric AIDS. Curr Probl Pediatric 1986; 
l6(7):36l-409. 

3. Semprini A, et al. HIV infection and AIDS in newborn babies of 
mothers positive for HIV antibody. Br MedJ 1987; 294:610. 

4. Ciraru-Vigneron N, et al. HIV infection among high risk pregnant 
women. Lancet 1987; i:630. 
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Table 2. Vertical Transmission Rates for Women 
Who Previously Delivered an Affected Infant 


Authors 

Infants : 

Transmission 


Mothers 

(percent) 

Scott 1 

4/10 

40 

Ruberisteirr 

11/17 

65 

Scote 

13/20 

65 


1. Scott GB, et al. Mothers of infants with AIDS: Evidence for both 
symptomatic and asymptomatic carriers. JAMA 1985; 253:363-366. 

2. Rubenstein A and Bernstein L et al. The epidemiology of 
pediatric acquired immunodeficiency syndrome. Clin Immunol Im- 
munopath 1986; 1(40):115-121. 

3. Scott GB, et al. AIDS in infants. Presented at the International 
Conference on AIDS, Atlanta, GA. April 14-17, 1985. 


Miscellaneous Other modes of transmission have 
been described in unusual circumstances. ’ In theory, 
contact of infected body fluid with any break in the 
mucocutaneous barriers could permit transmission. 
However, no cases of IIIV infection have been attributed 
to casual contact; there is little evidence for transmission 
in household contacts of AIDS patients. As previously 
mentioned, the risk of HIV transmission in the occupa¬ 
tional setting is low. 

Course of HIV Infection 

Although complete information regarding the natural 
history of IIIV infection is not yet available, preliminary 
reports indicate a very high mortality rate. Of AIDS cases 
known as of August 10, 1987, 58 percent of the adults 
and 65 percent of the children have died.^ 

It has been suggested there may be cofactors involved 
in both the transmission of I IIV, and the rate of progres¬ 
sion of the disease to AIDS. Many possible cofactors have 
been proposed, such as pre-existing or concomitant im¬ 
munosuppression or repeated exposure to the virus or 
other foreign antigens. Weber et al. have reported a 
strong association between progression of HIV infection 
in homosexual men and recent or concurrent sexually 
transmitted diseases. 5 4 it remains to be elucidated why 
some individuals progress rapidly to a fatal outcome with 
AIDS while others continue to carry the virus 
asymptomatically. 


HIV in Pregnancy 

The majority of women with AIDS are of reproductive 
age, with 79 percent between the ages of 13 and 39 
years." 5 Overall, the number of women estimated to be in¬ 
fected with HIV is 70,000 to 105,000. Therefore, up to 


84,000 women have the potential to transmit HIV to their 
infants. 

The issue of AIDS in pregnancy is complicated by the 
physiologic suppression of the immune system in a nor¬ 
mal pregnancy. These immunologic changes may ex¬ 
plain the survival of the fetus as an immunologically 
different entity. In pregnancy, there is a decrease in cell- 
mediated immune responsiveness, as documented by 
decreased lymphocyte responses to phytohemag¬ 
glutinin, ^ to a mixed lymphocyte culture, 56 and to 
soluble antigens.^ 7 There is a relative and absolute 
decrease in the number of helper T cells (T4) during preg¬ 
nancy which may be associated with thymic involu¬ 
tion. b The ratio of helper T cells to suppressor T cells 
(T8) (the T4/T8 ratio) is lower throughout pregnancy and 
delivery. These chances normalize by the third to fifth 
month postpartum. The hormonal changes of preg¬ 
nancy may be invovled in the decreased immune respon¬ 
siveness. Several hormones including human chorionic 
gonadotropin, estrogen, progesterone, corticosteroids, 
alpha fetoprotein, prolactin, and alj^ha globulin have im- 
munsuppressive effects in vitro. Supporting this 
evidence of cell-mediated immune suppression in preg¬ 
nancy is the documentation of an increase in incidence 
and severity of certain viral infections, including rubel¬ 
la, 5 ^ hepatitis, 61 and Epstein-Barr virus. 62 Of particular 
interest is the reactivation of latent viruses (for example, 
cytomegalovirus) that, despite maternal immunity, are 
transmitted to the immunoincompetent fetus. This may 
be important in the transmission of HIV to infants from 
apparently well mothers who are seropositive for an¬ 
tibody to HIV. 

It has been suggested that the physiologic immune sup¬ 
pression of pregnancy may be additive or even synergis¬ 
tic with the immune deficiencies associated with AIDS. 
Individual case reports have documented the rapid 
progression and high mortality associated with the 
development of AIDS during pregnancy or when preg¬ 
nancy occurs in patients with AIDS-related complex 
(ARC) or AIDS. Causes of death include Pneumocystis 
carinii pneumonia, 0 '’’ 1 listeriosis, lymphoma,’ and 
disseminated Kaposi’s sarcoma. 07 

Women at particularly high risk for poor outcome are 
those identified as having delivered one or more babies 
with AIDS. In a study by Scott et al. 16 mothers 
delivered of infants with AIDS or ARC were investigated. 
All except one mother were clinically well at delivery (one 
woman had ARC), but all had laboratory evidence of im¬ 
mune dysfunction. During a follow-up period that 
averaged 30 months, 31 percent of the mothers (5 of 16) 
developed AIDS and 44 percent (7 of 16) developed ARC. 
Of women who had a subsequent pregnancy, 45 percent 
developed AIDS or ARC during that pregnancy. 
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Minkoff^ 8 followed 34 mothers delivered of infants with 
AIDS or ARC. None of the women had a clinical diagnosis 
of AIDS or ARC during pregnancy. After an average fol¬ 
low-up of approximately 28 months, 15 percent of the 
mothers (5 of 34) had AIDS and 29 percent (10 of 34) had 
ARC. 

Although these two studies involved small numbers of 
cases, it might be concluded that the progression to AIDS 
in women identified as a result of having delivered an af¬ 
fected baby is more rapid and results in greater morbidity 
and mortality than in nonpregnant individuals. 

In comparison, Goedert and coworken* reported 
three-year incidence rates of AIDS in HIV positive non¬ 
pregnant individuals that varied by geographic location 
and risk factors related to HIV infection. Over a three- 
year period, AIDS developed in 17.2 percent of 
homosexual men who were HIV positive in Washington, 
DC; in 8.0 percent of homosexuals in Denmark; in 12.5 
percent of intravenous drug users in Queens, NY; and in 
12.8 percent of hemophiliacs in Hershey, PA. 

It has been suggested that the rate of development of 
AIDS in HIV positive individuals depends on the length 
of time since exposure. Epidemiologic data indicate that 
HIV has been present in New York City longer than other 
areas. Indeed, Goedert found 34.2 percent of HIV in¬ 
fected homosexual men in Manhattan developed AIDS 
within three years. 

This may explain the relatively high incidence of AIDS 
in association with pregnancy reported by Scott and 
Minkoff. Women identified as HIV positive only after 
their babies are diagnosed with AIDS or ARC may have 
been HIV infected for a greater length of time. It may be 
that certain characteristics of their HIV infection (related 
to the transmission of IIIV to their infants and the infants’ 
poor outcome) also are involved in their own poor out¬ 
come. 

Other considerations involving HIV infection during 
pregnancy include possible complications during the an¬ 
tepartum, intrapartum and postpartum course. In a 
study by Minkoff et al., 34 pregnancies that resulted 
in the delivery of infants with AIDS or ARC were inves¬ 
tigated. None of the women had a clinical diagnosis of 
AIDS or ARC during pregnancy. Only 4 of 32 gave a his¬ 
tory of symptoms that possibly could have been related 
to immunocompromise (recurrent fevers, recurring geni¬ 
tal herpes, recurrent vulvar furuncles, and diarrhea were 
reported by one patient each). Pregnancy complications 
included oligohydramnios, abruptio placentae, urinary 
tract infection, and elevated blood pressure, each occur¬ 
ring in single patients. Six women had had no prenatal 
care. Average weight gain during pregnancy was in the 
normal range. About one-third of the pregnancies 
resulted in low birth weight infants (11 of 34) and there 
was premature rupture of membranes in more than half 
the pregnancies (18 of 34). However, it was noted that 
the population studied has a relatively high incidence of 
low birth weight infants in general, which might explain 


the rate found in this study. Preliminary data from the 
The University of Maryland Medical Systems Hospital has 
failed to demonstrate an adverse effect of HIV 
seropositivity on pregnancy outcomes. Ten of 33 infants 
(30 percent) Minkoff described were delivered by 
cesarean section. This confirms that operative delivery is 
not a guarantee of neonatal well-being. 

HIV Screening 

It is clear that women at high risk may show no clinical 
evidence of HIV infection; therefore, it would not be pos¬ 
sible to screen women for HIV based on their clinical 
course. Serologic screening for HIV antibody is current¬ 
ly the only way to identify individuals who are capable of 
transmitting the virus. There is still no cure for AIDS. 
Development of a vaccine for HIV is proving more difficult 
than expected. Because HIV makes many errors in its 
replication, it may be difficult to identify a constant an¬ 
tigen for use in vaccine development. In addition, there 
may be many different serotypes of HIV7 1 Therefore, at 
this time, the only way to decrease the numbers of cases 
of AIDS is to reduce the transmission of HIV. 

The goals of a campaign aimed at decreasing the num¬ 
ber of AIDS cases in women are to reduce 


• transmission of HIV to women 

• perinatal transmission of HIV to children 

• heterosexual transmission of HIV into the popula¬ 
tion as a whole 


Since HIV infection often exists asymptomatically for 
months and even years, identification of those individuals 
at risk for infection and further transmission of the virus 
requires a comprehensive screening program. High-risk 
groups have been identified as previously outlined; 
however, in women, 11 percent of cases of AIDS have oc¬ 
curred with an undetermined source of infection. 5 It has 
been suggested that some women may be unaware of 
their exposure to a person in a high-risk group. This is 
most likely to occur during heterosexual intercourse with 
men who are intravenous drug users and/or bisexual. 5 
It may be that all women with several heterosexual con¬ 
tacts, especially those in areas of high prevalence of HIV, 
should be considered at high risk for HIV. 

The CDC has made specific recommendations in order 
to identify those who may be at risk for HIV infection. 2 
The guidelines suggest counseling and testing of these 
groups: 


1. Persons who may have sexually transmitted 
diseases 

2. Intravenous drug users 

3. Persons who consider themselves at risk 

4. Women of childbearing age who: 

a. have used intravenous drugs 

b. have engaged in prostitution 
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c. have had sexual partners who are infected or 
are at risk for infection 

d. are living in communities or emigrated 
within the past ten years from countries 
where there is a high prevalence of HIV 

e. received a blood transfusion 
between 1978 and 1985 

5. Persons planning marriage 

6. Persons undergoing medical evaluation or treat¬ 
ment 

7. Persons admitted to hospitals 

8. Persons in correctional systems 

9. Prostitutes 

In addition, partners of high-risk individuals should be 
notified and referred for appropriate counseling and test¬ 
ing. 

At the University of Maryland Medical Systems Hospi¬ 
tal Obstetrics and Gynecology Clinic all women are ad¬ 
ministered a risk assessment questionnaire prior to 
evaluation by their physician. Patients with identifiable 
risk factors are counseled and offered screening. In ad¬ 
dition, all pregnant patients regardless of risk group are 
offered screening. However, risk assessment will fail to 
identify many seropositive women. Landesman et al. 
reported that their screening program of directed inter¬ 
viewing to determine risk factors and referral of women 
to testing centers failed to identify risk, factors in 5 of 12 
(42 percent) HIV infected women. '' Krasinski et al. 
reported that their screening program, based on iden¬ 
tification of risk factors and voluntary testing, failed to 
identify 24 of 28 HIV infected mothers (86 percent) and 
their children at risk for HIV infection. 72 Therefore, medi¬ 
cal personnel never should rely on screening programs 
when making infection control decisions. All patients 
must be treated as potentially infectious. 

Serologic tests for detecting antibody to HIV have been 
shown to be extremely sensitive and specific. Individuals 
who are positive by enzyme linked immunoabsorbent 
assay (ELISA) and Western blot or immunofluorescence 
assay are considered to be infected with the virus. 28 It is 
important to note that the ELISA test alone may generate 
false-positive results, especially when used to screen 
groups with a low prevalence of infection. 75 Therefore, 
it is essential to obtain Western blot tests in all cases of 
positive ELISA tests before advising the patient of test 
results. 

False-negative results with the ELISA test are very un¬ 
common, reported at less than 1 percent. 2 If the ELISA 
test is negative, a confirmatory test like the Western blot 
is not necessary. A negative ELISA test result indicates in 
virtually all instances that the individual has not been in¬ 
fected with HIV, with one exception. That exception 
occurs immediately after infection, the "window" period, 


when viral replication and presumably infectivity may 
occur in the absence of a detectable serologic 
response. 7 ' This window period has been reported to 
last six to twelve weeks, 2 but detectable antibody may 
not be present for many months after IIIV infection. 

Individuals at high risk who are seronegative must be 
educated so that infection can be prevented. At present, 
guidelines for "protective sex" involve the use of con¬ 
doms 75 in conjunction with a nonoxynol-9 containing 
spermicide. 7 ” This will significantly reduce although not 
entirely eliminate the risk of acquiring the virus via inter¬ 
course. To stop needle-borne transmission, patients are 
counseled not to share unsterile needles or syringes. 

Once a woman has been identified as being infected 
with IIIV, she must be counseled regarding the risk to 
herself and others. The patient’s sexual partners and 
children should be referred for appropriate medical 
evaluation, testing, and counseling. The patient must be 
advised on how to prevent transmission of HIV to others. 
Heterosexual intercourse should be protected with con¬ 
doms and spermicide containing nonoxynol-9- The 
patient should avoid situations where her blood or 
vaginal secretions might contact others; she is instructed 
not to donate blood or any body part. In light of the 
recent data, the patient should be counseled to avoid 
pregnancy. If pregnancy does occur, discussion should 
be undertaken with the patient regarding the risk to her¬ 
self and to her infant. Pregnancy termination is offered, 
but the decision is left to the patient. Postpartum per¬ 
manent sterilization is also offered to the patient. 

As previously outlined, pregnant women with HIV in¬ 
fection may be more susceptible to progression of the dis¬ 
ease. Opportunistic infections and other life-threatening 
conditions have been reported. Little is known about 
the potential hazards to the fetus of currently available 
therapy, but given the toxicity of these drugs when ad¬ 
ministered to adults, it seems likely that the effects on the 
fetus would be unfavorable. At the present time, 
therapeutic agents should be administered only when 
the potential benefits to the mother outweigh the poten¬ 
tial risks to the fetus. 

The management of the delivery of an infant from a 
mother infected with HIV should not differ from that of 
other infectious diseases with blood-borne transmission. 
All health care personnel should be protected ap¬ 
propriately with gowns, gloves, and goggles at the time 
of delivery, although generally only gloves are necessary 
for antepartum pelvic examinations. Use of the DeLee 
trap for infant oropharyngeal suctioning should be 
avoided. As previously mentioned, cesarean delivery of¬ 
fers no protection to the infant from infection. Scalp 
electrodes and fetal blood pi I sampling are relatively con¬ 
traindicated; an uninfected infant receiving a scalp lacera- 
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tion may become infected through contact with maternal 
vaginal secretions or blood. 

Postpartum care should follow routine standards, with 
special attention to individual needs. Any patient with 
AIDS must not receive attenuated live virus vaccines; 
postpartum mothers with AIDS should not receive rubel¬ 
la vaccines. 15 

The infant need not be isolated once in the nursery, al¬ 
though health care personnel should be aware of poten¬ 
tial infectivity. There is no evidence that routine contact 
during caregiving is involved in transmission of the virus. 

Breast-feeding is contraindicated. Passively transferred 
maternal antibody will remain in the baby’s blood for up 
to 14 months. As recently described, 7 7 the immune 
response of the infant to HIV infection may be helpful in 
earlier identification of infected infants. 

Clearly the highly complex problem of HIV infection in 
women and their pregnancies and its ultimate resolution 
will depend on the development of a vaccine. Recent 
work in animals suggests it may be possible to reduce 
perinatal transmission by pharmacologic intervention in 
infected women both pre- and post-conception. Even if 
effective, this strategy will not address the effects of IIIV 
on the women themselves, and vaccine development ap¬ 
pears to be a long way off. In the meantime, it is the 
responsibility of all health professionals to familiarize 
themselves with both the scope of the problem and the 
presently available intervention strategems. 
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Incidence of Penetrating Chest and/or Abdomen Injury 


DENISE G. SIMONS-MORTON MD, MPH and IRVING I. KESSLER MD, DrPH 


Injuries are the fourth leading cause of death in the United States, the leading cause of death 
for people from age 1 to 44, 1 and the leading cause of years of potential life lost before age 
65. In 1980 approximately 160,000 deaths were due to both intentional and unintentional 
injuries. ’ Despite their importance, little data exist on the incidence of specific types of in¬ 
juries. This study determined the incidence of penetrating chest and/or abdomen injuries in 
Baltimore City during 1979-1980 by using three city data sources: police, ambulance, and 
medical examiner. The annual incidence was 144.1 injuries per 100,000 population. There 
were 6.8 times more males involved and 3.4 times more nonwhite; over 90 percent of the 
patients were 15 to 54 years old; and incidence was lower in winter than summer months. 
These injury rates and distributions may aid both those who plan trauma care services and 
trauma-care physicians to better understand the problem. 


Injuries are the leading cause of years of potential life 
lost(YPI.L) before age 65 and result in over 3-5 million 
YPLL per year. 2 In 1980, 7.9 percent of deaths, ap¬ 
proximately 160,000, were due to injuries. 5 It has been 
estimated that each year one of every three Americans is 
injured, and direct and indirect costs of injury total $74 
to $100 billion per year. 4 

Trauma has received increasing attention in the public 
health literature, with a major focus on unintentional in¬ 
jury. 7 Recently intentional injury has received well- 
deserved attention. 8 ’^ Suicide and homicide rank tenth 
and eleventh, respectively, as causes of death in the 
United States and rank even higher in certain race/gender 
groups: suicide is seventh for white males, and homicide 
is fifth for nonwhite males and eighth for nonwhite 
females.^ Suicide and homicide combined are the fourth 
leading cause of YPLL, resulting in over one million YPLL 
per year. 10 

Despite the impact of injuries on the population’s 
health, injury data generally have been inadequate. 
Many investigators have cited the need for improved data 
1,6,7,11-13 w hj c h j s particularly lacking on trauma in¬ 
cidence. Incidence data can aid medical care planners, 
researchers, and clinicians to better plan for, evaluate, 
and understand the problem. 

Our goal was to determine the incidence and distribu¬ 
tion of penetrating injury to the chest and/or abdomen 
severe enough to require medical attention in Baltimore 
City. Penetrating injury, which preponderantly is due to 
gunshots and stabbings, was selected because of the im- 
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portance of intentional injury in a large urban center such 
as Baltimore. In addition, citywide data are available for 
determining the incidence of this type injury. 

Methods 

The following were eligibility criteria for cases: (1) at 
least one penetrating injury to the chest and/or abdomen 
during one episode, and (2) injury occurring in Baltimore 
City during 1979 or 1980. If more than one episode oc¬ 
curred to the same person, each episode was counted as 
a case because persons receiving an injury remain at risk 
for a subsequent injury. A penetrating injury was defined 
as one in which the skin was broken and the agent of 
cause entered subcutaneous tissue or a deep underlying 
structure or cavity. 

Cases were located using three city data sources 
(CDSs): police reports, ambulance reports, and medical 
examiner logs. Cases occurring outside city limits were 
excluded. In Baltimore, a city law requires that all 
penetrating wounds occurring within city limits and seer| 
in city medical facilities be reported to the police. 
These three sources should contain all cases severe 
enough to receive medical attention. 

To eliminate redundance, cases identified by each CDS 
were matched with cases from each other CDS based on 
the victim’s name, address, age, race, and gender, and the 
date of injury-causing episode. Descriptions of the CDS 
reports were published previously. ^ 

Based on data from the three CDSs, the following were 
calculated for 1979 and 1980: frequency distributions of 
age, race, and sex; incidence for the total population and 
for age, race, and sex categories; and frequency distribu¬ 
tion and incidence by month. Denominators for in¬ 
cidence calculations were obtained from the 1980 
Census 1 3 both for 1980 and for the most accurate avail¬ 
able estimate of 1979 Incidence ratios were calculated 
for male to female and nonwhite to white cases. 

Findings 

Data from the three city data sources show 1,133 cases 
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occurring in 1979 and 1,135 in 1980. Incidence per 
100,000 population were calculated to be 144.0 in 1979 
and 144.3 in 1980, for an annual rate of 144.2 per 
100,000 population. Frequency distributions and in¬ 
cidence for age, gender, and race categories are shown in 
Table 1. Approximately 67 percent of injuries occurred 
to persons aged 15 to 34 and over 90 percent to persons 
aged 15 to 54. Over 85 percent of cases were male, and 
over 80 percent were nonwhite. The male to female 
ratio was 6.8; the nonwhite to white rate ratio was 3.4. 

Monthly frequency distributions and incidence are 
shown in Table 2. A seasonal distribution is seen, with 
incidence lower in the winter and higher in the summer. 
For each year, the highest monthly incidence is ap¬ 
proximately two times the lowest. 

Discussion 


This study focused on a particular type of traumatic in¬ 
jury (penetrating injury to the chest and/or abdomen) 
that is generally due to shooting or stabbing. In this 
country, firearms are the most common method of 
suicide and of homicide, ^ and knives or other cutting 
instruments rank second as homicide weapons. ^ It was 
beyond the scope of this study, however, to determine 
the circumstances of the injury, whether intentional, 


unintentional, self-inflicted, or other-inflicted, or to 
determine the injuring instrument. 

Although the best available sources of citywide trauma 
data were used, it is clear there are problems with their 
accuracy. In a previous study, we evaluated the CDSs for 
their reporting accuracy by comparing them to hospital 
records in six study hospitals as an independent fourth 
source. 15 Of the cases identified by one or more CDS as 
being transported to a study hospital, 34.7 percent were 
not present in the hospital records. Of independently 
identified hospital cases, 86.2 percent were present in 
one or more CDS. If those percentages are applied to the 
calculated incidence rates in the present study, a range 
of values is obtained. The lower value of the range es¬ 
timates the total number of hospitalized cases by exclud¬ 
ing as false cases those present in CDS records but not 
confirmed by hospital records and by adding an estimate 
of additional hospital cases not present in the CDSs. The 
upper value includes all CDS cases as true cases whether 
or not confirmed by hospital records plus an estimate of 
additional hospital cases not in the CDSs (see Appendix 
for equations). The discrepancy between upper and 
lower values is due to the unavailability of data to con¬ 
firm a large number of cases reported in the CDSs. The 
upper value is 46 percent higher than the lower. This 
wide range illustrates the considerable impact that lack 


Table 1. Incidence of Penetrating Injury to the Chest and/or Abdomen Treated in Medical 

Institutions, Baltimore City, 1979 and 1980 


1979 1980 Total 




Cases 


Cases 




Cases 

Annual 

Age 

No. 

(%) 

Incidence 

Rate* 

No. 

(%) 

Incidence 

Rate* 

No. 

(%) 

Incidence 

Rate* 

<15 

15-34 

35-54 

55 + 

26 

759 

267 

24 

(2-3) 

(67.0) 

(23.6) 

(2.1) 

15.6 

270.8 

172.1 

130 

33 

767 

271 

14 

(2-9) 

(67.6) 

(23-9) 

(1.2) 

198 

273-7 

174.4 

7.6 

59 

1526 

538 

38 

(2-6) 

(67.3) 

(23-7) 

(1.7) 

17.7 

272.3 

173-3 

10.3 

Race 

Nonwhite 
White ** 

921 

212 

(81.3) 

(18.7) 

210.5 

60.8 

916 

219 

(80.7) 

(19.3) 

2094 

62.7 

1837 

431 

(81.0) 

(190) 

210.0 

61.8 

Gender 

Male 

Female 

977 

156 

(86.2) 

(13.8) 

2659 

37.2 

966 

169 

(85.1) 

(14.9) 

262.9 

40.3 

1943 

325 

(85.7) 

(14.3) 

264.4 

38.8 

Total 

1133 

(100.0) 

144.0 

1135 

(100.0) 

144.3 

2268 

(100.0) 

144.2 


* Per 100,000 population. Population denominators from the US Bureau of the Census. Volume 1 Characteristics of the Population, 
Chapter R General Population Characteristics, Part 22 Maryland. PC80-1B22. US Government Printing Office, August 1982. 
♦♦Persons of Hispanic origin included in white population. 
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Table 2. Monthly Incidence of Penetrating Injury to the Chest and/or Abdomen Seen in Medical 

Institutions, Baltimore, 1979 and 1980 




1979 



1980 



Total 



Cases 

Incidence 

Cases 

Incidence 

Cases Annual Incidence 


No. 

(%) 

Rate* 

No. 

(%) 

Rate* 

No. 

(%) 

Rate* 

January 

66 

(5.8) 

8.4 

68 

( 6 . 0 ) 

8.6 

134 

(5-9) 

8.5 

February 

44 

(39) 

5.6 

77 

( 6 . 8 ) 

9.8 

121 

(5.3) 

7.7 

March 

93 

( 8 . 2 ) 

11.8 

70 

( 6 . 2 ) 

8.9 

‘163 

(7.2) 

10.4 

April 

90 

(79) 

11.4 

71 

(6.3) 

9.0 

161 

(7-1) 

10.2 

May 

99 

(8.7) 

12.6 

108 

(9.5) 

13.7 

207 

(91) 

132 

June 

115 

( 10 . 2 ) 

14.6 

105 

(9.3) 

133 

220 

(9.7) 

14.0 

July 

108 

(95) 

13.7 

112 

(99) 

14.2 

220 

(9.7) 

14.0 

August 

112 

(9.9) 

14.2 

138 

( 12 . 2 ) 

17.5 

250 

( 11 . 0 ) 

159 

September 

108 

(9.5) 

13-7 

124 

(10.9) 

158 

232 

( 10 . 2 ) 

14.8 

October 

97 

( 86 ) 

12.3 

96 

(8.5) 

12.2 

193 

(8.5) 

12.3 

November 

107 

(9.4) 

136 

91 

( 8 . 0 ) 

11.6 

198 

(8.7) 

12.6 

December 

94 

(83) 

11.9 

75 

( 6 . 6 ) 

95 

169 

(7-5) 

10.7 

Total 

1133 

(99.9)** 

144.0 

113-5 

( 100 . 2 )** 

144.3 

2268 

(99.9)** 

144.2 


* Per 100,000 population. Population denominators from the US Bureau of the Census. 1980 Census of the 
Population, Volume 1 Characteristics of the Population, Chapter B Genera! Population Characteristics, Part 22 
Maryland. PC80-1-B22. US Government Printing Office, 1982. 

**Does not total 100.0 due to rounding. 


of information can have on incidence rates that are cal¬ 
culated from CDS data. Despite this important problem, 
we feel the CDS data are the best data routinely available. 

A comparison of male/female and nonwhite/white 
ratios obtained in this study to national and state mor¬ 
tality data due to intentional injuries (homicide and 
suicide) reveals some striking differences in the relation¬ 
ships (Table 3)- With respect to gender, US and 
Maryland suicide and homicide data have male/female 
ratios that are about half those found in the present in¬ 
cidence study. With respect to race, the present findings 
are consistent in direction with mortality data for 
homicide but are reversed for suicide. 

Differences in rate ratios between penetrating trauma 
incidence and intentional trauma mortality may be due 
to differences in case fatality rates, and a reversal in the 
ratio for suicide could be due to a preponderance of 
other-inflicted injuries in our study population. Incon¬ 
sistency of incidence data with mortality data also could 
occur if the specific type of injury studied is not repre¬ 
sentative of the range of injuries leading to homicide or 
suicide and could occur as a result of inaccurate data 
sources. 

A seasonal distribution was seen in this study, with 
higher incidence in warmer months than in colder 
months. US homicide data also exhibit a seasonal dis¬ 
tribution, with greater homicide rates in the warmer 
months, although not as pronounced as in our study. 
National suicide data do not show such variation. 3 


Table 3- Intentional injury mortality rates* and 
ratios from U.S. and Maryland, and incidence rates 
and ratios of penetrating injury to the chest and/or 
abdomen from Baltimore city. 



Mortality 




Incidence 


Homicide and Legal 
Intervention 

Suicide 



Penetrating 

Injury 


US Maryland 

US 

Maryland 

Baltimore 


rate (RR) rate (RR) 

rate (RR) 

rate > 

" (RR) 

rate (RR) 

Male 

17.3 170 

18.6 

17.0 


264.4 

Female 

4 5 ® 8 > 3.6 <4 7) 

(3 4) 
5.5 

4.9 

(3.5) 

( 6 . 8 ) 

38.8 

Nonwhite 

White 

338 26.0 

y Q ( 4 - 8 ) (5.4) 

' 4.8 

6.4 

(0.5) 

12.6 

6.7 

11.0 

( 0 . 6 ) 

210.0 

(3.4) 

61.8 


♦Rates per 100,000 population 

Numerators from National Center for Health Statistics. Vital statis¬ 
tics of the U.S., 1980: Volume II -Mortality, Part B. USDIIHS (PHS), 
1985. Denominators from US Bureau of the Census. County and City 
Data Book, 1983 . Washington, DC : US Government Printing Office, 
1983. 
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These findings and comparisons suggest that mortality 
data from vital statistics do not adequately reflect trauma 
incidence, and that available city data sources may 
provide inaccurate incidence data. More accurate 
population-based incidence data are needed to ade¬ 
quately characterize trauma and to target services and 
prevention efforts. However, absent such data, findings 
from the current study provide much-needed incidence 
data from available sources, and may help medical care 
planners and trauma-care physicians. 
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Appendix: Equations for Calculating 
Incidence Rate Ranges 

Lower Limit 

(I x 0.653)/0.862 = estimate of total number of hospital¬ 
ized cases 

Where, 

1 = calculated incidence rate 

0.653 = (1-0.347) = proportion of CDS cases confirmed 
as true cases (by hospital records) 

0.862 = proportion of hospitalized cases located in CDS 
records 

Upper Limit 

1(1.105) = all CDS cases, whether or not confirmed by 
hospital records, plus an estimate of additional hospital 
cases not found in the CDSs 

Derived from: 

[n + n(0.653)/0.862 - n(0.653)]/p 

Where, 

n = total number of cases 

n(0.653)/0.862 = total number of hospitalized cases 
(from lower limit) 

n(0.653) = CDS cases confirmed by hospital records 
I = n/p = incidence rate 


Hotline Numbers for Impaired Professionals 
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Attorneys—685-7878 
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Emergency Psychiatric Beds 800-492-0610 
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ARMY RESERVE OFFERS 
NEW FINANCIAL INCENTIVES 
FOR RESIDENTS IN ANESTHESIOLOGY 
AND SURGICAL SPECIALTIES 



If you are a resident in Anesthesi¬ 
ology, Orthopaedic Surgery, or 
General Surgery including 
Neurosurgery, Colon/Rectal, 
Cardiac/Thoracic, Pediatric, 
Peripheral/Vascular and Plastic 
Surgery, the Army Reserve has a 
new and exciting opportunity for 
you. The New Specialized Train¬ 
ing Assistance Program will pro¬ 
vide you with financial incentives 
while you’re training in one of 
these specialties. 

Here’s how the program can 
work for you. If you qualify, you 
may be selected to participate in 
the Specialized Training Assist¬ 
ance Program. You’ll serve in a 


local Army Reserve medical unit 
with flexible scheduling so it 
won’t interfere with your resi¬ 
dency training, and in addition 
to your regular monthly Reserve 
pay, you’ll receive a stipend of 
$664 a month. 

You’ll also have the opportu¬ 
nity to practice your specialty for 
two weeks a year at one of the 
Army’s prestigious Medical Centers. 

Find out more about the Army 
Reserve’s new Specialized Train¬ 
ing Assistance Program. Call (col¬ 
lect) your U.S. Army Medical 
Department Reserve Personnel 
Counselor: ( 301 ) 997 - 3526/4204 
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Dr.Tipton and residents examining post-operative patient in recovery room. 


DALE L.TIPTON, M.D. 

Associate Clinical Professor, Department of Otolaryngology, 
Head and Neck Surgery, University of California School of 
Medicine, San Francisco, California. 

Chairman, Division of Otolaryngology, Franklin Hospital, 

San Francisco, California. 

Lieutenant Colonel, U.S. Army Reserve. 

EDUCATION University of California at Berkeley, A.B. 
Physiology; University of California School of Medicine, San 
Francisco, M.D. and Master of Science, Pharmacology. 
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San Francisco: General Surgery —2 years; Otolaryngology — 

3 years. 
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Research Institute, University of California, San Francisco. 
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Special Award by National Institute of Health to attend and pre¬ 
sent paper at International Congress of Otolaryngology in Tokyo, 
Japan; Chairman, Department of Otolaryngology, San Francisco 
General Hospital 1970-76; Chief of Medical Staff, Franklin 
Hospital 1982-84. 


Ill joined the Army Reserve shortly after complet¬ 
ing my responsibilities as Chief of Staff of Franklin 
Fdospital in San Francisco. I was intrigued with the idea 
of trying something different, such as Army Medicine. 

“I find that the challenges and rewards of serving 
as an Army Reserve physician complement my civilian 
practice. For a number of years, I’ve been teaching as 
a member of the Clinical Faculty at the University of 
California School of Medicine, and I thoroughly enjoy 
the many teaching opportunities available to me in 
the Reserve. It is a rewarding experience to be involved 
in the training of Army medical students, interns, 
and residents. I also enjoy interacting and exchanging 
information with full-time Army physicians and seeing 
a wide variety of interesting clinical cases. 

“After 18 years of private practice, I find it stimu¬ 
lating to be able to use my experience and expertise in 
a totally different medical setting. I highly recommend 
Army Medicine to any interested physician.## 

Find out more about the medical opportunities 
in the Army Reserve. Call toll free 1-800-USA-ARMY. 
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duodenal ulcer therapy available in a 
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for better patient compliance 



AXID® 

nizatidine capsules 

Briet Summary. Consult the package insert tor prescribing information. 
Indications and Usage: Axid is indicated for up to eight weeks for the treatment 
of active duodenal ulcer In most patients, the ulcer will heal within four weeks 

Axid is indicated for maintenance therapy tor duodenal ulcer patients, at 
a reduced dosage of 150 mg h s after healing of an active duodenal ulcer 
The consequences of continuous therapy with Axid for longer than one year 
are not known. 

Contraindication: Axid is contraindicated in patients with known hypersensitivity 
to the drug and should be used with caution in patients with hypersensitivity to 
other H 2 -receptor antagonists 

Precautions: General- 1 Symptomatic response to nizatidine therapy does not 
preclude the presence of gastric malignancy 

2. Because nizatidine is excreted primarily by the kidney, dosage should be 
reduced in patients with moderate to severe renal insufficiency. 

3. Pharmacokinetic studies in patients with hepatorenal syndrome have not 
been done Part of the dose of nizatidine is metabolized in the liver In patients 
with normal renal function and uncomplicated hepatic dysfunction, the 
disposition of nizatidine is similar to that in normal subjects. 

Laboratory Tests — False-positive tests for urobilinogen with Multistix* may 
occur during therapy with nizatidine. 

Drug Interactions—Ho interactions have been observed between Axid and 
theophylline, chlordiazepoxide. lorazepam, lidocaine, phenytoin. and warfarin. 
Axid does not inhibit the cytochrome P-450-linked drug-metabolizing enzyme 
system; therefore, drug interactions mediated by inhibition of hepatic 
metabolism are not expected to occur. In patients given very high doses (3,900 
mg) of aspirin daily, increases in serum salicylate levels were seen when 
nizatidine, 150 mg b i d., was administered concurrently. 

Carcinogenesis, Mutagenesis, Impairment ot Fertility- A two-year oral 
carcinogenicity study in rats with doses as high as 500 mg/kg/day (about 80 
times the recommended daily therapeutic dose) showed no evidence of a 
carcinogenic effect There was a dose related increase in the density of 
enterochromatfin-like (ECl) cells in the gastric oxyntic mucosa In a two-year 
study in mice, there was no evidence ol a carcinogenic effect in male mice; 
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compared to placebo Female mice given the high dose ol Axid (2,000 mg/kg/day, 
about 330 times the human dose) showed marginally statistically significant 
increases in hepatic carcinoma and hepatic nodular hyperplasia with no 
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compared to concurrent controls, and evidence of mild liver injury (transaminase 
elevations). The occurrence of a marginal finding at high dose only in animals 
given an excessive, and somewhat hepatotoxic dose, with no evidence of a 
carcinogenic effect in rats, male mice, and female mice (given up to 360 mg/kg/ 
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studies in pregnant women It is also not known whether nizatidine can cause 
fetal harm when administered to a pregnant woman or can affect reproduction 
capacity Nizatidine should be used during pregnancy only if the potential benefit 
justifies the potential risk to the fetus 

Nursing Mothers— Nizatidine is secreted and concentrated in the milk of 
lactating rats. Pups reared by treated lactating rats had depressed growth rates 
Although no studies have been conducted in lactating women, nizatidine is 
assumed to be secreted in human milk, and caution should be exercised when 
nizatidine is administered to nursing mothers. 

Pediatric Use— Safety and effectiveness in children have not been established 
Use in Elderly Patients— Ulcer healing rates in elderly patients are similar to 
those in younger age groups The incidence rates ol adverse events and 
laboratory test abnormalities are also similar to those seen in other age groups 
Age alone may not be an important factor in the disposition of nizatidine Elderly 
patients may have reduced renal function 

Adverse Reactions: Clinical trials of nizatidine included almost 5.000 patients 
given nizatidine in studies of varying durations. Domestic placebo-controlled 
trials included over 1.900 patients given nizatidine and over 1,300 given placebo 
Among the more common adverse events in the domestic placebo-controlled 
trials, sweating (1% vs 0.2%), urticaria (0.5% vs <0.01%), and somnolence 
(2.4% vs 1.3%) were significantly more common in the nizatidine group A 
variety ol less common events was also reported; it was not possible to 
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Discipline Commission Actions 


In the Matter of 
Samuel Dubin MD 
Before the 

Commission on Medical Discipline 

Findings of Fact, 

Conclusion of Law and Order 

Based on certain information coming to the attention 
of the Maryland Commission on Medical Discipline (the 
"Commission"), the Commission determined to charge 
Samuel Dubin MD (the "Respondent") with the violation 
of Sections 14-504(3) and (4) of the Maryland Medical 
Practice Act, Health-Occupations Article, Annotated Code 
of Maryland (the "Act"). 1 A charge letter to this effect was 
issued on July 21, 1987. These disciplinary provisions 
provide that the Commission may reprimand any licen¬ 
see, place any licensee on probation, or suspend or 
revoke a medical license if the licensee: 

Is guilty of immoral conduct in the practice of medicine. 

(SI4-504(3) of the Act). 

Is professionally . . . incompetent. (Sl4-504(4) of the 

Act). 

The July 21, 1987 charge letter was predicted upon 
Respondent’s relationship and actions involving two 
former patients. This charge letter was mailed to Respon¬ 
dent by certified mail, return receipt requested. A hear¬ 
ing was scheduled for Tuesday, September 29, 1987. 
Respondent did not receive this notice and, on Septem¬ 
ber 18, 1987, Respondent was personally served with 
another copy of the charge letter. 2 

Respondent’s counsel requested a postponement of 
the December 15, 1987 hearing date. This request was 
grated, and a new hearing date of February 9, 1987 was 
established. In addition, an amended charge letter dated 
December 15, 1987 was issued to Respondent and coun¬ 
sel. This letter charging document reflected allegations 
concerning a third patient. 

A prehearing conference was conducted on January 15, 
1988. The Commission conducted an evidentiary hear¬ 
ing in this matter on February 2, 25, and 27, 1988. Clos¬ 
ing arguments were presented by counsel on May 3, 
1988 . 

Findings of Fact 

The Commission finds that: 

1. Respondent is a physician licensed to practice 
medicine in the State of Maryland. At all times relevant 
to these charges, Respondent was subject to the jurisdic¬ 
tion of the Commission. 

1 Prior to the recodification of the Health-Occupations Article, paral¬ 
lel physician disciplinary provisions were set forth in 1969 Laws of 
Maryland, Ch. 469, Sl45(h) (8) and (18) 

2 Although COMAR 10.3101.01B requires that a notice of a hearing 
be received at least ten (10) days before the scheduled hearing date, 
the Commission rescheduled the disciplinary hearing for Tuesday, 
December 15, 1987. 


On instruction of the Council of the Medical and Chirurgical Faculty 
of the State of Maryland, "Findings of Fact, Conclusions of Law, and 
Order" will be published in the Maryland Medical Journal. 


2. Respondent’s medical specialty is in the field of 
psychiatry. He has treated patients on both an outpatient 
and inpatient basis. 

3. Patient One is a female in her mid-thirties. ^ She 
made the following allegations regarding her course of 
treatment with Respondent: 

(a) Beginning in the latter months of 1974 and continu¬ 
ing for several months into 1975, Patient One entered 
into a therapeutic relationship with Respondent on an 
outpatient basis in an effort to deal with a number of per¬ 
sonal issues. 

(b) On or about December 3, 1984, Patient One filed a 
written complaint with the Montgomery County Medical 
Society alleging that Respondent engaged inappropriate 
sexual behavior with her during the course of their 
therapy sessions. 

(c) Specifically, Patient One alleged that Respondent dis¬ 
robed during a number of therapy sessions, repeatedly 
requested and occasionally convinced the patient to par¬ 
tially disrobe and, at least one time manipulated the 
patient’s genital area while both patient and psychiatrist 
were undressed. 

4. Patient Two is a 34-year-old female. She made the 
following allegations regarding her course of treatment 
with Respondent: 

(a) On or about June 23, 1982, Patient Two was admitted 
to Montgomery County Hospital to receive inpatient ser¬ 
vices for psychiatric difficulties. 

(b) During the course of this admission, Respondent 
provided psychiatric treatment and evaluation services to 
Patient Two. 

(c) Respondent evaluated Patient Two during the course 
of this admission and made recommendations concern¬ 
ing her release and need for ongoing outpatient treat¬ 
ment. 

(d) Respondent made arrangements for Patient Two and 
her fiance to initiate a course of outpatient treatment fol¬ 
lowing her release from Montgomery County Hospital. 

(e) Shortly after her release from Montgomery General 
Hospital, Patient Two and her fiance met with Respon¬ 
dent in a private medical office. At the conclusion of this 
session, Respondent requested and made arrangements 
for Patient Two to attend a second therapy session 
without her companion. 

(f) On or about June 28, 1982, Patient Two met along 
with Respondent for an individual psychotherapy ses¬ 
sion. During the course of this treatment session, Patient 
Two alleged that Respondent engaged in inappropriate 
sexual activity including the touching of the patient’s 
legs, thighs, and breasts. Respondent attempted to ex¬ 
plain and justify this incident on therapeutic grounds. 

(g) On the night following this incident, Patient Two tes¬ 
tified that she contacted another therapist to discuss her 
concerns about Respondent’s actions. On or about July 
1, 1982, Patient Two submitted a police report concern¬ 
ing Respondent’s treatment of her during the second 
therapy session. 


3 During the course of the evidentiary hearings, allegations concern¬ 
ing three patients were presented. Patients One and Two themselves 
submitted complaints to investigatory authorities. Complaints con¬ 
cerning Patient Three were submitted by her daughter. To preserve 
the confidentiality of these complainants, the patients are referred to 
by number throughout this decision 
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(h) In March 1983, investigators from the Department of 
Health and Mental Hygiene interviewed Patient Two with 
respect to the allegations set forth in the police report. 


5. Respondent has declined to comment on or provide 
a comprehensive response to the allegations submitted 
by Patients One and Two. During the course of the 
evidentiary hearings conducted before the Commission, 
Respondent moved to dismiss any charges based on the 
allegations set forth by Patients One and Two. This mo¬ 
tion was denied. Subsequently, Respondent provided lit¬ 
tle, if any direct evidence of information concerning his 
therapeutic relationship with Patients One and Two or 
the allegations presented by these individuals to the 
Commission. 

6. During the course of the evidentiary hearing, both 
Patients One and Two testified at length concerning the 
origins, course and termination of their therapeutic 
relationship with the Respondent. Both patients 
responded hilly to questioning by Commission members 
and were extensively cross-examined by Respondent’s 
counsel. 

7. In addition to the testimony of Patients One and 
Two, additional testimony was presented by Jessie 
Heilman MD, Chairman of the Maryland Psychiatric As¬ 
sociation Peer Review Committee. On or about Septem¬ 
ber 30, 1985, this Peer Review Committee separately 
interviewed and evaluated Patients One and Two. 
Respondent was afforded an Opportunity to present in¬ 
formation to this committee but declined to do so. On 
or about March 5, 1986, the Maryland Psychiatric Society 
submitted a peer review report to the Commission 
regarding the results of these interviews. Dr. Heilman 
also presented extensive expert testimony concerning 
the inappropriateness of sexual relationships between 
patients and therapists, ethical and psychiatric standards 
underlying therapeutic relationships and specific 
psychiatric concepts such as transference and 
countertransference. 

8. Respondent billed Patients One and Two for some 
if not all of the treatment sessions described herein. After 
being unable to obtain full payment for these services, 
Respondent sent collection notices to Patient One seek¬ 
ing full payment for such services. 

9. Based on the foregoing facts and its evaluation of 
the testimony presented by Patients One and Two, the 
Commission finds that the testimony presented by these 
individuals is credible, consistent, and trustworthy. 

10. There is no valid medical or psychiatric treatment 
that involves sexual contact between patient and treat¬ 
ing psychiatrist during the course of the therapeutic 
relationship. In the context of the therapeutic relation¬ 
ship established between Respondent and Patients One 
and Two, such sexual activities must be viewed as 
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countertherapeutic and are inconsistent with commonly 
accepted psychiatric/medical standards and practices, 
and likewise violative of the guidelines issued by the 
American Psychiatric Association. As set forth below, the 
Commission reaches the same calculation with respect 
to Patient Three. 

11. Separate and apart from his relationship with 
Patients One and Two, Respondent entered into a long¬ 
term therapeutic, personal, and sexual relationship with 
Patient Three. Respondent’s behavior and clinical judg¬ 
ment during the course of this relationship constituted 
an extreme breach of applicable medical and psychiatric 
standards. 

12. Patient Three was admitted to Montgomery 
General Hospital on or about September 23, 1977. She 
remained in the hospital until October 8, 1977. During 
the course of this admission, Respondent interviewed the 
patient on several occasions and provided other treating 
clinicians with a psychiatric consultation with respect to 
Patient Three’s clinical condition. From the time of this 
admission until September 29, 1981, Respondent main¬ 
tained a professional and therapeutic relationship with 
Patient Three. Billing records indicated that Respondent 
submitted reimbursement requests to Blue Cross/Blue 
Shield for a number of these treatment sessions. 

13- Respondent stipulated to a number of factual find¬ 
ings regarding his relationship with the treatment of 
Patient Three including: 

(a) "Respondent prescribed Demerol and Dilaudid to 
(Patient Three)... from April 16, 1980 until July 1,1980." 

(b) "Respondent prescribed legend drugs, not 
Scheduled n drugs to (Patient Three) until the summer 
of 1987." 

(c) "During the summer of 1978, Respondent became 
personally involved with (Patient Three) and began a 
sexual relationship with her which lasted until her death 
on December 12, 1987." 

(d) At the time Respondent became involved personal¬ 
ly, intimately, and sexually with (Patient Three), she was 
his patient and was married to someone else." 

(e) "In the Spring of 1979, Respondent and (Patient 
Three) moved into separate apartments in the same com¬ 
plex." 

(f) "In January of 1987, Respondent and (Patient Three) 
began co-habitating." 

(g) "Until her death, (Patient Three) worked for Respon¬ 
dent from 1978 as a nurse and bookkeeper." 

(h) "(Patient Three) died on December 12,1987 and the 
cause of death was acute drug intoxication 
(Propoxyphene and Acetaminophen), fatty metamor¬ 
phosis of the liver, and cachexia. ..." 

See Stipulation of Fact. 

14. Since at least 1977, Patient Three evidenced 
symptoms of severe drug addiction. Over the course of 
the next ten years, Respondent was aware of this addic¬ 
tion based on his personal relationship with Patient 
Three and by virtue of his ongoing involvement with 
Patient Three’s repeated inpatient admissions to various 
Maryland hospitals. On several occasions, Respondent 
attended to this patient during the course of her 
hospitalizations and had access to medical records 
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delineating the nature of this patient’s medical and 
psychiatric condition. Respondent was specifically aware 
of his patient’s drug preferences including her depend¬ 
ency on Demerol. Despite this knowledge, Respondent 
prescribed significant dosages of Demerol and Dilaudid 
to Patient Three from April 16, 1980 until July 1, 1980 on 
an outpatient basis. 

15. After considering the testimony of Drs. Heilman, 
Chambers, and Respondent, the Commission finds that 
Respondent’s prescription of the foregoing drugs on an 
outpatient basis under these circumstances does not 
comport with applicable medical and psychiatric stand¬ 
ards applicable to Maryland psychiatrists providing treat¬ 
ment services in these circumstances. 

16. The Commission finds that Respondent main¬ 
tained a personal and sexual relationship with Patient 
Three on a long-term basis and that this relationship was 
inconsistent with the patient’s therapeutic needs. The 
Commission further finds that Respondent failed to take 
appropriate action to terminate his multifaceted relation¬ 
ship with Patient Three in accordance with accepted 
medical and psychiatric standards. His ongoing failure to 
take definitive action consistent with his ethical and 
professional obligations evidences a failure to recognize 
and respond to fundamental components of the patient- 
psychiatrist relationship. 

17. The Commission has independently assessed and 
evaluated the nature of Respondent’s therapeutic 
relationships with Patient One, Two, and Three. His be¬ 
havior with respect to each of these patients reflects 
numerous professional standards governing the ap¬ 
propriate practice of psychiatry governing similarly 
situated Maryland practitioners. Respondent’s treat¬ 
ment relationship with Patient Three reflects significant 
breaches of numerous professional standards, treatment 
protocols, and clinical safeguards that are not at issue 
with respect to the remaining two patients. 

18. The Commission specifically determines that 
Respondent’s treatment of and relationship with Patient 
Three would and does warrant the disciplinary action set 
forth herein without reference to or consideration of his 
treatment of any other patients. The Commission ex¬ 
plicitly finds and determines that this disciplinary action 
is warranted on the basis of the evidence submitted with 
respect to Patient Three along. 

Conclusions of Law 

Based on the foregoing Finding of Facts, the Commis¬ 
sion on Medical Discipline, by the unanimous vote of a 
guorum of its members, concludes as a matter of law that 
Respondent violated SI 4-504 (3) and (4) of the Maryland 
Medical Practice Act, Health-Occupations Article, An¬ 
notated Code of Maryland, and finds Respondent GUIL¬ 
TY of those charges. 

Order 

Based upon the foregoing Finding of Facts and Con¬ 


clusions of Law, it is hereby this 14 th day of June 1988, 
by the unanimous vote of a guorum of the members of 
the Commission on Medical Discipline, 

ORDERED that the license of Respondent, Samuel 
Dubin MD, an individual licensed to practice medicine in 
the State of Maryland, shall be and hereby is REVOKED; 
and be it further 

ORDERED that Respondent, upon presentation of this 
Order, shall immediately deliver to the Investigator of the 
Investigative Unit of the Department of Health and Men¬ 
tal Hygiene of Maryland (1) his diploma-sized certificate 
from the Board of Medical Examiners; (2) his current 
Department of Health and Mental Hygiene License 
Renewal Certificate; (3) his current wallet-sized license 
renewal card; (4) any and all permits to prescribe 
Schedule I or schedule II-V drugs; (5) any documentation 
in any form whatsoever that indicates that Respondent is 
licensed to practice medicine in Maryland; and (6) any 
prescription pads in his possession or custody; and be it 
further 

ORDERED that Respondent shall take immediate steps 
to notify and assist in the transfer of any patients with 
whom he maintains a professional relationship to an ap¬ 
propriate clinician or professional who will be able to 
adequately provide necessaiy services on an ongoing 
basis; and be it further 

ORDERED that said transfer of patients and the sur¬ 
render of all licensing and prescribing documents as 
described herein shall be effectuated on or before June 
39, 1988. 

HILARY T. O’HERUHYMD, Chairman 
Commission on Medical Discipline 


• • • 

In the Matter of 
Babu Rao MD 
Before the 

Commission on Medical Discipline 

Findings of Fact, 

Conclusions of Law, Order 

Based on information coming to its attention, the Com¬ 
mission on Medical Discipline of Maryland (the "Commis¬ 
sion") determined to charge Babu Rao MD (the 
"Respondent") with violating SI4-504 of Title 14 of the 
Health Occupations Article, Annotated Code of 
Maryland, the Maryland Medical Practice Act (the "Act"). 
The specific charge alleges violation S14-504(4) of the Act 
which provides: 

Subject to the hearing provisions of this subtitle, the 
Commission . . . may . . . reprimand any licensee, place 
any licensee on probation, or suspend or revoke a license 
if the licensee: 

(4) Is professionally . . . incompetent. 
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Respondent was properly notified of the foregoing 
charges and the allegations on which they were based 
through a charge letter issued on or about April 27,1987. 
A prehearing conference was scheduled for June 9, 1987. 
An evidentiary hearing on the charge was originally 
scheduled for September 1, 1987 but was postponed 
until January 5, 1988. Respondent and his counsel ap¬ 
peared before the Commission on that date. In dispos¬ 
ing of this case, the Commission considered only that 
evidence presented during the course of the hearing con¬ 
ducted on January 5, 1988. Specifically, the Commission 
considered the exhibits and stipulation presented by the 
parties and the testimony presented by Respondent in 
his own behalf. After considering all of this evidence, the 
Commission makes the following Findings of Fact, Con¬ 
clusions of Law, and Order. 

Findings of Fact 

Based on the evidence adduced at the hearing, the 
Commission finds that: 

1. At all times pertinent to the charges, Respondent 
was a physician licensed to practice medicine in Maryland 
and subject to the jurisdiction of the Commission. 

2. Respondent conducts an office practice devoted to 
family medicine. 

3. Peer Reviews of Respondent’s office practice by the 
Peer Review Committee of the Baltimore County Medical 
Association in 1983, 1984, and 1986 disclosed a number 
of deficiencies. 

4. In a number of cases, Respondent’s handling of 
blood tests and their results deviated from the standard 
of care applicable to a physician practicing in Maryland 
under similar circumstances (hereinafter "applicable 
standard of care") and demonstrates a lack of knowledge 
about therapeutic blood levels. 

a. Potassium levels were not done often enough for 
Patient A., who was taking a diuretic. 

b. Periodic Quinadine and Dilantine levels were not ob¬ 
tained for Patient B despite long-term use and even after 
a new seizure. 

c. When results of a blood level test eventually obtained 
for Patient B showed inadequate levels of Quinadine and 
Dilantin in the Blood, no steps were taken in response 
to that information. 

d. In the case of Patient C, a blood test taken in 1986 
showed elevated blood sugar, but nothing was done 
about it. 

e. In the case of Patient D, Respondent took unnecessari¬ 
ly frequent glucosolated hemoglobin levels. 

5. In a number of records reviewed, Respondent 
demonstrated inadequate knowledge and skills as to 
electrocardiograms. 

a. In the cases of Patient B, Patient F, and Patient A, 
electrocardiograms are mounted but are not interpreted 
on the face of the EKG. Interpretations are included on 
the charts of Patient A and F, but those interpretations 
are cursory and incomplete. 

b. In the case of Patient E, Respondent made an unsub¬ 
stantiated diagnosis of "acute anginal pains" in the Dis¬ 


charge Summary when this patient was discharged from 
Baltimore County General Hospital. 

c. In the case of Patient D, Respondent wrote that the 
EKG was within normal limits. In fact, there was T-wave 
changes which a physician exercising the applicable 
standard of care would have pursued. 

d. In the case of Patient F, Respondent did not take any 
EKGs in April 1985 even though the patient was com¬ 
plaining of chest pains. 

e. In the case of Patient C, the EKG showed ST elevations 
in VI and V4, but these were noted only in VI and V2. 

6. In the cases of Patients G, H, I, J, K, L, M and N, 
Respondent prescribed medications, including control¬ 
led dangerous substances, on a continuing long-term 
basis without adequate documentation in the record. In 
those cased, Respondent deviated from the applicable 
standard of care in that he failed to investigate possible 
causes of the pain syndrome for which medicines were 
requested or to consider the possibility of drug abuse or 
the possibility that his prescriptions were causing 
iatrogenic drug addiction. 

7. In the following cases, Respondent’s recordkeeping 
deviated from the applicable professional standards: 

a. Respondent noted symptoms of chest pains in the 
records of Patients D and F but did not include full 
enough descriptions of the pain in the record. 

b. In the case of Patient C, there was insufficient 
documentation of the physical examination. 

c. In the case of Patient B, the patient was at one time 
placed on Meclonen for reasons not documented in the 
chart. 

d. It was noted in the record that Patient D was sent for 
a Stress test, but no results were available in the record. 

8. Respondent has not conducted a hospital practice 
since April 1981. Prior to that time, however, serious 
deficiencies existed in his hospital practice at Baltimore 
County General Hospital. 

a. The admission histories of Patients O and F omitted 
information that under the applicable standard of care 
should have been included. 

(1) In the case of Patient O, a patient admitted after a fall 
in which he fractured a navicular bone, Respondent’s his¬ 
tory failed to mention prior history of phlebitis, pul¬ 
monary embolism, hip surgery, or medications including 
Tedral, Demerol, as well as allergies to Penicillin and An- 
tibuse. 

(2) In the case of Patient P, who was transferred from a 
nursing home because of cough and fever, Respondent’s 
history failed to state that the patient had an old left CVA 
with aphasia, was fed by nasogastric tube, had impaired 
hearing, sight and mental status as well as severe contrac¬ 
tures and a statis decubitus. No mention was made of 
medications the patient was taking, which include 1- 
dopa. 

b. In the case of Patient P, Respondent performed a 
physical examination that did not conform to the ap¬ 
plicable standard of care at the time of admission. 
Patients O, Q, and R, whose chief complaint pointed to a 
possible neurological problem, did not have examina¬ 
tions on admission. 

c. As shown by the records of Patients T, R, and Q, 
Respondent ordered laboratory studies on admission 
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that were not indicated. 

In the case of Patient T, a seriously ill man who was ad¬ 
mitted with pneumonia, dehydration, diabetes, 
rheumatoid arthritis, and ASC, among the lab studies or¬ 
dered by Respondent were thyroid studies, B12 folic 
levels, serum iron, and ANA titer. 

Patient Q, who was admitted with pain in the left arm, 
had thyroid studies, serum magnesium, and protein- 
electrophoresis tests. 

Patient R, who was admitted with asthenia and possible 
rectal CA, and had a normal hematocrit, and a MCV of 102 
still had serum iron, foliate levels, and B12 levels done. 

These were in addition to magnesium, lipoprotein 
electrophoresis, and t4. 

d. In the case of Patient Q, normal results of laboratory 
tests were listed in the Discharge Summary, but abnor¬ 
mal results (positive findings in an HLA B27 and ANA) 
were not. 

e. In the cases of Patient P, Q, and S, orders for medica¬ 
tions ere inappropriate, based on other information in 
the chart. 

In the case of Patient P, six different antibiotics were 
started and discontinued at various times with no ap¬ 
parent plan of management. 

In the case of Patient Q, excessive pain medication was 
prescribed without any documentation as to the reason. 

Patient S was given Meclonen and Zomax, which can 
cause internal bleeding, even though she was anemic. 

f. In the cases of Patient O and P, discharge summaries 
were inadequate with no mention of discharge medica¬ 
tions or other aspects of future management noted. The 
discharge record of Patient T, omitted information about 
two episodes of cardiac arrest that should have been in¬ 
cluded. 

g. In the case of Patient E, the Discharge Summary in¬ 
cluded inaccurate information about family history and 
referred to a nonexistent consultation report. 

h. Respondent failed to take the proper steps to arrive at 
a proper diagnosis. In the case of Patient R, Respondent 
failed to perform a proctoscopy recommended after a 
barium enema. In the case of Patient S, Respondent 
failed to perform a GI evaluation or other tests that would 
have disclosed the cause of severe anemia. 

i. Respondent failed to provide treatment for problems 
noted by him to exist. In the case of Patient S, no in¬ 
travenous or aerosol therapy was provided for the condi¬ 
tion of acute exacerbation of lung disease. 

j. In the cases of Patients Q and S, acutely ill hospitalized 
patients, Respondent failed to visit or document visits on 
a frequent enough basis. 

k. Based on the information in the chart, which reflects 
treatment planned and provided, Patient Q, who was ad¬ 
mitted because of pain in the left arm, could have been 
treated on an outpatient basis and was an inappropriate 
admission. 

9- All of the acts and omissions listed were deviations 
from the standard of care of a physician practicing in 
Maryland under similar circumstances. 

10. A report to the Medical Executive Committee and 
Board of Trustees of Baltimore County General Hospital 
regarding Dr. Babu Rao by Lawrence F. Solomon MD, 
Chief of Staff, dated March 25, 1981, and referred to in 
the letter of April 6, 1983 from Charles F. Hoesch MD, 
Chairman, Peer Review Committee, to Karl Mech MD, 
described problems found in the records of 38 patients 
reviewed. 

11. During the course of the hearing on January 5, 


1988, Respondent testified that he received his initial 
medical training in India in the field of surgery. Respon¬ 
dent stated that he had not received extensive medical 
training in the field of family practice since coming to the 
United States. Although Respondent indicated that he 
had sought such training on various occasions, he has 
thus far been unsuccessful in gaining admission to a com¬ 
prehensive training program. Respondent did recently 
complete an eight-week physician retraining course of¬ 
fered by the Philadelphia Medical College. 

12. Respondent testified about the scope of his current 
office-based practice. Despite the problems noted with 
respect to his reading of EKGs, Respondent continues to 
administer and interpret EKGs during the course of his 
present practice. Respondent has not had privileges at a 
general hospital for a number of years. 

13- During the course of the hearing, the Commission 
questioned Respondent with respect to a number of is¬ 
sued relating to the scope of his family practice and the 
stipulations presented to the Commission. In particular, 
Respondent answered questions pertaining to surgical 
techniques, psychiatric issues, and interpretations of 
EKGs. 

Conclusions of Law 

Based on the foregoing Findings of Fact, the Commis¬ 
sion, on the affirmative vote of a majority of its full 
authorized membership, concludes as a matter of law 
that Respondent is GUILTY of violating S 14-504(4) of the 
Act. 

Order 

Based on the foregoing Findings of Fact and Con¬ 
clusion of Law, it is this 14 th day of June 1988, on the af¬ 
firmative vote of a majority of its full authorized 
membership 

ORDERED that the license of Respondent, Babu Rao 
MD, shall be, and hereby is REVOKED; and, it is further 

ORDERED that Respondent may move for the reinstate¬ 
ment of his medical license by submitting evidence ac¬ 
ceptable to the Commission or its successor, the 
Maryland Board of Physician Quality Assurance, indicat¬ 
ing that he is able to practice medicine in a competent 
fashion; and, it is further 

ORDERED that any such motion for reinstatement 
must include proof that Respondent has successfully 
completed an intensive, long-term physician retraining 
program such as that offered by the University of 
Maryland under the auspices of Edward J. Kowalewski 
MD, or, in the alternative, has successfully completed a 
one year residency program in the field of family practice. 


HILARY T. O’HERUHY MD, Chairman 
Commission on Medical Discipline 
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Now Available 

The Health Policy Agenda for the American People 


A Comprehensive 
Framework for the Future 

The Health Policy Agenda for the 
American People (HPA) has issued its 
Summary and Final Reports recom¬ 
mending guidelines for the future of 
our health care system. This landmark 
effort covers a wide subject area and 
establishes a comprehensive, long-term 
framework for the U.S. health policy 
into the 21st century. 

Representatives of the health profes¬ 
sions, insurers, health care institutions, 
consumer organizations, business 
groups, and the government collabo¬ 
rated for five years to develop recom¬ 
mendations. Learn what the HPA has 
recommended on your behalf... and 
how it will affect your future. Order 
your copies of the HPA Summary and 
Final Reports now and join in the part¬ 
nership for a healthier America. Simply 
complete the coupon or call toll-free 
1-800-621-8335. In Illinois call collect 
312/645-4987. 


Order Form 

Please send me_copies of Subtotal_ 

the HPA Summary and Final Reports Sales tax (IL, NY residents)_ 

(OP-207)at$35forthetwovolumeset. Total_ 

Return form with payment to: The Health Policy Agenda for the American People 
P.O. Box 10946, Chicago, Illinois 60610-0946, Order No. OP-207 


Name 

Address 


City 

Please charge my: 

State/Zip 

□ VISA □ MASTERCARD 

Credit Card Number 

Expiration Date 

Signature 

Phone 


Payment must accompany order. Please allow 4-6 weeks for delivery. 
For information on bulk purchases, please call 312/280-7168. 


Dx: recurrent 
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herpes labialis 

“HERPECIN-L is my treatment of choice for 
perioral herpes.” GP, NY 

“HERPECIN-L appears to actually prevent the 
blisters . . . used soon enough.” DDS, MN 

“HERPECIN-L*. . . a conservative approach 
with iow risk/high benefits.” MD, FL 

“Used at prodromal symptoms . . . blisters 
never formed . .. remarkable.” DH, MA 

“(In clinical trials)... response was dramatic. 
HERPECIN-L . .proven far superior.” DDS, PA 

“All patients claimed shorter duration ... at 
prodromal symptoms . . . HERPECIN-L 
averted the attacks.” MD, AK 


OTC. See P.D.R. for information. For samples to make 
your own clinical evaluation, write: Campbell Laboratories, 
Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y. 
10150 


In Maryland, HERPECIN-L is available at all Revco, 
RiteAid and other select pharmacies. 



















Medical Miscellany 


Workshop Addresses 
Nursing Shortage 


The AMA in Action 


On May 26 the Maryland State Department of Health 
and Mental Hygiene, The University of Maryland School 
of Nursing, and the Maryland Hospital Association Cen¬ 
ter for Nursing sponsored an Institute Workshop, "Taking 
Action to Resolve the Nursing Shortage." 

Following presentations on the status of the nursing 
shortage from both state and national perspectives, work 
groups were formed to address concerns including rate 
setting, salary and benefits, autonomy of practice, educa¬ 
tion and curriculum, and image of the profession. 

Workshop participants developed specific program 
recommendations that will be acted on immediately by 
the Governor’s Task Force to Study the Crisis in Nursing. 
For more information on the recommendations or other 
aspects of the workshop, contact Marilyn Goldwater RN, 
Director, Office of Federal Relations, Department of 
Health and Mental Hygiene 301-225-6518. 


Authors of Articles 

Along with manuscripts submitted to MMJ, 
please send an IBM compatible floppy disk, 
with the document entered in a Word Perfect, 
Multimate, or Wordstar program. At your re¬ 
quest, MMJ will return your disk after your ar¬ 
ticle is published or if your manuscript is not 
accepted. 


Med-Chi student representative William E. Venazi, Jr. 
gets into the swing of things on the floor of the American 
Medical Faculty resolution on the Federation of State 
Medical Boards to the Reference Committee. 



Doctor, Planning to Relocate? 

If you are moving or planning to, please let us 
know so that you won’t miss a single issue of the 
Journal. Just fill out the form below and mail it to: 
Doris Cicchini, Journal, 1211 Cathedral St., Balto., 
MD 21201. 

Old Address: 

Name . 

Address: . 

City/Town: . 

State: .Zip Code: . 

New Address: 


Name: . 

Address: . 

Cityh'own: . 

State:. Zip Code: . 

Telephone: . 

IMPORTANT: Date Effective: . 

Signature . Date: 


We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MMI, 1211 Cathedral St, Baltimore, MD 21201 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 
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When vour patients need vour best 
health care recommendations 
use your head. 



Remember this hat. 


When your patients need home health care remember to 
recommend Staff Builders. Our nurses (RN/LPN), therapists 
(physical/occupational/speech), medical social workers, nurses 
aides, home health/personal care aides, home-makers, live-in 
home companions are all carefully screened, bonded, insured and 
professional in every way. But more than that, they care. So 
remember Staff Builders when you recommend health care 
services. And remember most home health services are paid by 
Medicare, Medical Assistance, or Blue Cross. And that hospital 
and home private duty services are also available. Staff Builders 
personal and professional care is as close as your phone. Just give 
us a call if we can be of assistance. 

Licensed by the State of Maryland and Federally Certified for 
Medicare/Medical Assistance/Blue Cross-Home Care. 

Available every hour 7 days a week. 

Baltimore City 752-0062/625-0222 

Baltimore County 561-1595 

Harford 838-7110 

Howard 730-2311 

Anne Arundel 269-8444 

Carroll 549-2121 

The home care nursing and private duty service 
doctors and hospitals use nationwide. 

eoe/mf We bill the patient's insurance company directly. 


staff 
builders 

Health Care Services 



MasterCard 

KjlJ 



_ THE _ 

WASHINGTON 

MEDICAL 

CENTER 


916 19th Street, NW, Washington, DC 20006 

MEDICAL SUITES AVAILABLE 
WASHINGTON, D.C. 

Top Downtown Location-19th & K Sts. 

All Medical Office Building 
Convenient In-building Parking 
Freshly Renovated 
Competitive Rates 
For further information, please call 
202-659-5660. 


Another quality project of 

Wr 

THE WEST END CORPORATION 


ad'dict \ o-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

- excessively 2 : to cause (a person) to - 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 

■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 



Call us. We can help. 

OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, P.O. Box E, Emmitsburg, Md. 21727/301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 
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Is medicine’s pace of change bewildering you? 
Are you looking for new career opportunities? 
George Washington University’s Master of Public 
Health program serves the needs of clinicians 
entering a new era in medicine — an era in which 
skills in epidemiology-preventive medicine, 
administrative medicine, and occupational- 
environmental health are important for profes¬ 
sional development. Set at the crossroads of 
academic clinical medicine, a major university, 
and the public health community of Washington, 
the program offers part- and full-time programs 
with weekday evening, Friday afternoon and 
Saturday morning classes. 

For more information, write or call 
GWU-MPH Program, 2300 Eye Street NW, 

PO Box 32, Washington, DC 20037; 

(202) 994-2807. 


X-RAY 

EXPERTS 


Give us a call 
1-800-782-XRAY 
539-1888 

• 24-hour expediency 

• Exact film duplication of original x-rays 

• Available for your experts review/ 

insurance/legal responses 

• Convenient downtown location 

• Competitive prices 

“Our expertise shines through everytime. 
We make no bones about it.” 


Duplication 

Services 



YOCON' 

YOHIMBINE HCI 


Description: Yohimbine is a 3a-15a-20B-17a-hydroxy Yohimbine-16a-car- 
boxylic acid methyl ester. The alkaloid is found in Rubaceae and related trees. 
Also in Rauwolfia Serpentina (L) Benth. Yohimbine is an indolalkylamine 
alkaloid with chemical similarity to reserpine. It is a crystalline powder, 
odorless. Each compressed tablet contains (1/12 gr.) 5.4 mg of Yohimbine 
Hydrochloride. 

Action: Yohimbine blocks presynaptic alpha-2 adrenergic receptors. Its 
action on peripheral blood vessels resembles that of reserpine, though it is 
weaker and of short duration. Yohimbine's peripheral autonomic nervous 
system effect is to increase parasympathetic (cholinergic) and decrease 
sympathetic (adrenergic) activity. It is to be noted that in male sexual 
performance, erection is linked to cholinergic activity and to alpha-2 ad¬ 
renergic blockade which may theoretically result in increased penile inflow, 
decreased penile outflow or both. 

Yohimbine exerts a stimulating action on the mood and may increase 
anxiety. Such actions have not been adequately studied or related to dosage 
although they appear to require high doses of the drug. Yohimbine has a mild 
anti-diuretic action, probably via stimulation of hypothalmic centers and 
release of posterior pituitary hormone. 

Reportedly, Yohimbine exerts no significant influence on cardiac stimula¬ 
tion and other effects mediated by B-adrenergic receptors, its effect on blood 
pressure, if any, would be to lower it; however no adequate studies are at hand 
to quantitate this effect in terms of Yohimbine dosage. 

Indications: Yocon 4 is indicated as a sympathicolytic and mydriatric. It may 
have activity as an aphrodisiac. 

Contraindications: Renal diseases, and patient’s sensitive to the drug. In 
view of the limited and inadequate information at hand, no precise tabulation 
can be offered of additional contraindications. 

Warning: Generally, this drug is not proposed for use in females and certainly 
must not be used during pregnancy. Neither is this drug proposed for use in 
pediatric, geriatric or cardio-renal patients with gastric or duodenal ulcer 
history. Nor should it be used in conjunction with mood-modifying drugs 
such as antidepressants, or in psychiatric patients in general. 

Adverse Reactions: Yohimbine readily penetrates the (CNS) and produces a 
complex pattern of responses in lower doses than required to produce periph¬ 
eral a-adrenergic blockade. These include, anti-diuresis, a general picture of 
central excitation including elevation of blood pressure and heart rate, in¬ 
creased motor activity, irritability and tremor. Sweating, nausea and vomiting 
are common after parenteral administration of the drug. 1 2 Also dizziness, 
headache, skin flushing reported when used orally. 13 
Dosage and Administration: Experimental dosage reported in treatment of 
erectile impotence. 1 ' 3 <l 1 tablet (5.4 mg) 3 times a day, to adult males taken 
orally. Occasional side effects reported with this dosage are nausea, dizziness 
or nervousness. In the event of side effects dosage to be reduced to % tablet 3 
times a day, followed by gradual increases to 1 tablet 3 times a day. Reported 
therapy not more than 10 weeks. 3 
How Supplied: Oral tablets of Yocon’ 1 1/12 gr. 5.4 mg in 
bottles of 100’s NDC 53159-001-01 and 1000 s NDC 
53159-001-10. 

References: 

1. A. Morales et al., New England Journal of Medi¬ 
cine: 1221. November 12,1981. 

2. Goodman, Gilman — The Pharmacological basis 
of Therapeutics 6th ed., p. 176-188. 

McMillan December Rev. 1/85. 

3. Weekly Urological Clinical letter, 27:2, July 4, 

1983. 

4. A. Morales et al.. The Journal of Urology 128: 

45-47, 1982. 

Rev. 1/85 




AVAILABLE EXCLUSIVELY FROM 

PALISADES 

PHARMACEUTICALS, INC. 

219 County Road 
Tenafly, New Jersey 07670 

(201) 569-8502 
Outside NJ 1-800-237-9083 
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The Med-Chi Gold MasterCard® 

Simply stated, it is the only credit 
card you will ever need. The 
Med-Chi Gold MasterCard® Card 
offers you a higher line of credit 
— up to $15,000. Fast, respon¬ 
sive, accurate service that in¬ 
cludes One-Hour Processing for 
Credit Line Increase Requests and 
24-Hour Toll-Free Customer 
Service. The convenience of cash 
access up to your available credit 
line — at over 135,000 locations 
worldwide including 10,000 
automated teller machines. And, 
of course, value. The Med-Chi 
Gold MasterCard is issued free of 
an annual fee for the first year, t 
Each year thereafter, you pay 
just $30. 

And, because you travel 
more than most... 

The Medical and Chirurgical 
Faculty of the State of Maryland 
Gold MasterCard offers you more 
travel-related benefits and serv¬ 
ices than any other premium 
credit card. Services that include: 
MasterAssist™ — a network of 
emergency medical and legal aid 


Now 
that you 
can nave 
the best... 





for when you are more than 100 
miles from home, a 24-Hour Toll- 
Free Travelers’ Message Center, 
Travel Accidental Death and Dis¬ 
memberment Insurance — up to 
$1,000,000, No Liability for Lost or 
Stolen Card, Emergency Card Re¬ 
placement and much more. 

All this, and the recognition 
you deserve. 

The Med-Chi Gold MasterCard 
bears the endorsement of your 
professional association. Every 
time you use it, you will be 
recognized as a Med-Chi member. 

Call 1-800-847-7378 

to request your card. Be sure to 
use the priority code BDRO 
when calling! Or, just complete 
and return the attached 
application to: MBNA, P.O. 
Box 15464, Wilmington, DE 
19850. 


Certain restrictions apply to these and other 
benefits as described in the benefits brochure that 
will accompany your Premium Access Checks sm . 
MasterCard® is a federally registered service mark 
of MasterCard International. Inc. 

MBNA® is a federally registered service mark of 
Maryland Bank, NA, a subsidiary of MNC 
Financial, Inc. 


YTECJ 1 wis ^ to app * y ^ or t ^ ie Mecp Chi Gold MasterCard® 

I account with credit lines up to $15,000, and all other 
benefits described in this advertisement. I understand if I do not 
qualify for the Gold MasterCard Card, this request constitutes my 
application for the Silver MasterCard ! (Note: This is not an 
application for a corporate account.) (Please Print) 


PREVIOUS EMPLOYER (If less than 3 yrs.) _YEARS THERE_ 

I have read this entire application, agree to its terms, and certify the information is correct. 

BDRO 

APPLICANT SIGNATURE Date (Seal) 

|0 _ 5?| If you wish an additional card issued to a co-applicant cx*r 18 years of age complete the information 


NAME 

ADDRESS 

CITY 

STATE 

ZIP 

HOME PHONE ( I 


BUS. PHONE | | 

ARE YOU: □ Renting 

SOCIAL SECURITY# 

□ Own □ Buying 

Monthly Payment $ 

DATE OF BIRTH 

EMPLOYER/NAME OF BUSINESS 

POSITION 


YEARS THERE 

ANNUAL 

SALARY $ 

OTHER 
INCOME* $ 

SOURCE 


* (Alimony, child support, or separate maintenance income need not be revealed if you do 
not wish it considered as a basis of repayment.) 


CO-APPLICANT NAME _ 

RELATIONSHIP_SOCIAL SECURITY#_ 

EMPLOYER _YEARS THERE __ 

POSITION _ANNUAL SALARYS_ 

OTHER INCOMES _WORK PHONE ( ) _ 

* (Alimony, child support, or separate maintenance income need not be revealed if you do 
not wish it considered as a basis of repayment.) 

I have read this entire application and agree to its terms, and understand that I will be jointly 
and severally liable for all charges on the account. 

CO-APPLICANT SIGNATURE_ 

Date (Seal) 

I (we) authorize MBNA® to investigate any facts, or obtain and exchange reports regarding 
this application or resulting account with credit reporting agencies and others. Upon request 
I (we) will be informed of each agency's name and address. 


MOTHER'S MAIDEN NAME_ 

(For use when you request special action taken on your account) 

CURRENT CREDIT CARD ACCOUNTS 

My MasterCard® /VISA® Account# is_ 

My American Express® Account # is_ 

Previous address IPlease complete if at current address less than 3 yrs.) 


CITY_ STATE_ ZIP. 


fThe ANNUAL PERCENTAGE RATE is 15.9% for that portion of the average daily balance 
(subject to FINANCE CHARGES) up to $3,500and is 14.9% for that portion of the average daily 
balance (subject to FIN ANCE CHARGES) greater than $3.500. The ANNUAL FEE for the Gold 
MasterCard is $30. The ANN UAL FEE for the Silver MasterCard is $20. GRACE PERIOD: You 
will not be assessed a FINANCE CHARGE on purchases if you pay the New Balance Total each 
month by the Payment Due Date (25 days after the closing date). If this amount is not paid. 
FINANCE CHARGES accrue from the date of transaction. Cash Advances bear FINANCE 
CHARGES from the date of transaction. OTHER CHARGES: You will be charged an overlimit 
fee of $ 15 if your New Balance Total on your billing date is more than 15% over your credit limit. 
You will be charged a late fee of $15 if you fail to make required payment within 15 days after 
the Payment Due Date. You will be charged a return check fee of $15 if a check submitted as 
payment is returned for any reason. (MED-CHI) 












































Professional Rehabilitation: Intervention & Treatment 

Friday, September 23, 1988 
Hunt Valley Inn 8:45 a.m.-5:00 p.m. 

Keynote speaker: Dr. Vernon E. Johnson, founder and President Emeritus of the Johnson Insti¬ 
tute in Minneapolis, Minnesota. This program is sponsored by Med-Chi in cooperation with The 
Health and Education Council. 

Early registration $100, after September 2, $110 
6.5 Cat I CME credits 

Info: Don Neilenson (Health and Education Council) 301-686-3610 
joAnn Cirillo (Med-Chi) 1-800-492-1056 or 301-539-0872 


Discipline Commission Actions 
appear regularly in MM/ 


Maryland Advertisers: 

TO ADVERTISE IN THE JOURNAL 
CALL 

Intramedia Network Corporation 
Trade Publication Division 

301-539-0123 


IF YOU’RE A DOCTOR WHO 
LOVES YOUR WORK... 

Maxicare, the largest publicly held HMO in the 
country, can offer you the stability of an established 
organization along with our “patients-come-first” 
approach to health care. 

If you specialize in Family Practice, Pediatrics, or 
Internal Medicine, and your love for people is why 
you became a Physician, then examine all that 
Maxicare has to offer! 

A generous salary, paid vacations/holidays, paid 
professional liability insurance, continuing medical 
education reimbursement, personal insurance 
benefits, retirement plan, and paid relocation is just 
the beginning of the Maxicare compensation 
package. 

Put the administration of business in our hands and 
we’ll put the business of caring in yours. 

Dedicated professionals are required throughout 
the Baltimore area, as well as other locations in the 
U.S. 

Board Certified/Board Eligible physicians are asked 
to send their curriculum vitae to: Angela Lascola, 
Maxicare, Five Gateway Center, Pittsburgh, PA 
15222, or call collect at (412) 553-7502. 


Marketing That 
Means Business! 

Hoover Anwar Associates is a full service professional 
marketing organization serving the Medical community. 
We design marketing programs to build and maintain 
your patient base and ensure the revenue you require. 

We specialize in: 

• Marketing Plans 

• Public Relations 

• Brochures, Newsletters, Direct Mail 

• Demographic and Market Research 

• Location and Competition Assessment 

• Patient Satisfaction and Attraction 

• Referral Development 


Hoover Anwar Associates 

First Pennsylvania Bank Building 
Seven East Lancaster Avenue, 
Ardmore, PA 19003 


Call for a free telephone consultation: HOOVER * ANWAR 
Rebecca Anwar, Ph.D., 215-649-8770 ASSOCIATES _ 

The vital sign is your bottom line! 
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Doctors take Note 


University of Maryland School of Medicine 

CME Courses: For each course additional information 
may be obtained by contacting the Program of Continu¬ 
ing Education, University of Maryland School of 
Medicine, Room 300, Medical School Teaching Facility 
(MSTF), 10 South Pine St., Baltimore, MD 21201 (301- 
328-3956). 

Sep 16-17 Topics in Geriatrics, The Royce Hotel at 
BWI Airport, Linthicum. Fee: $124; 9 AMA and AAFP 
credits. 

Sep 22 Dean’s Conference #1: Dermatology, UMBC, 
MSTF, Baltimore. Fee: $25; 6 AMA Cat I credits. 

Sep 23 Current Concepts in Ophthalmology; Eighth 
Annual Clinical Conference, Hyatt Regency Baltimore. 
Fee; $60; 6 AMA Cat I credits. 

Oct 14-15 Roots of Creativity: The Study of Crea¬ 
tive Imagination in Infancy, Omni International Hotel, 
Baltimore. Fee: $250; 10+ AMA Cat I credits. 

Oct 20 Dean’s Conference #2: AIDS, UMBC, MSTF 
Auditorium. Fee: $25; 6 AMA Cat I credits. 

Oct 27-29 Fourth Annual University of Maryland 
Contact Lens Symposium, Hyatt Regency Inner Harbor, 
Baltimore. Fee: $160; 12.25 AMA Cat I credits. 

Nov 4-5 Second Medical Perioperative Manage¬ 
ment Postgraduate Course, Harbor Court Hotel, Bal¬ 
timore. Fee: $165; approx 10 AMA Cat I credits. 

Nov 5 A Brief Course in Brief Psychotherapy, 
UMBC. Fee: $100; approx 6 AMA Cat I credits. 

Nov 16 Dean’s Conference #3: Surgery, UMBC. 
Fee: $25; 6 AMA Cat I credits. 

Nov 17 Diagnosis and Management of Os¬ 
teoporosis, Comfort Inn Airport (BWI). Fee: $35; 4 AMA 
Cat I credits. 

Dec 1-3 Eleventh National Trauma Symposium, 

Baltimore Convention Center. Info: K. Unitas, MIEMSS 
301-328-2399. 

Dec 14, Dean’s Conference #4: Anesthesiology, 

UMBC. Fee: $25; 6 AMA Cat I credits. 

Visiting Professor Program - Directory of speakers 
and topics available for area hospitals and other health 
care organizations. No administrative fee. Info: 301-328- 
3956. 

Visiting Practitioner Preceptorships - Opportunity 
for physicians to participate in clinical situations in the 
University of Maryland Medical Systems. Requires ap¬ 
proval from clinical department/division heads. Direct all 
inquiries to CME 301-328-3956. 

Departmental Rounds and Conferences - Weekly, 
hands-on and lecture presentation hosted by the 
University’s clinical departments. Hour-for-hour AMA 
Cat I credits available. Brochure available. 

Advanced Trauma Life Support Provider/Instructor 
Programs sponsored by University of Maryland/MIEMSS. 

MMJ September 1988 


Fee: $350-500; 16-22 CMD Cat I credits. Info: Melody 
Nelson 301-328-2919. 

Sep 14-16 - Instructor 

Oct 13-14 - Provider 

Nov 16-17 - Provider 

Dec 15-16 - Provider 

• • • 

Miscellaneous Meetings 

Temple University School of Medicine sponsors a 
series of weekend summer conferences to be held at Tim¬ 
berline Four Seasons Resort in Canaan Valley, WV; 9 Cat 
I credits. Regis & info: K. I. Saumure 215-387-3685. 

Sep 9-11 New Antibiotics for Life-Threatening 

Infections 

Sep 16-18 Interventional Radiology 

Sep 30 - Oct 2 Anesthesia Update 

Sep 17-19 American Society for Reconstructive 
Microsurgery Fourth Annual Meeting, Lord Baltimore 
Hotel, Baltimore, MD. Fee: active members $325, as¬ 
sociate and corresponding members $ 175, nonmembers 
$325, residents & fellows $175- Info: ASRM, 3025 S. 
Parker Rd. - Ste 65, Aurora, CO 80014. 

Sep 19-20 Second Annual National Symposium on 
AIDS Prevention: Strategies for Curbing the Epidemic 
Through AIDS Education, Stouffer Harborplace Hotel, 
Baltimore, sponsored by The Health Education Council, 
7201 Rossville Blvd., Baltimore, MD 21237 (301-686- 
3610 ). 

Sep 23 Professional Rehabilitation: Intervention 
and Treatment, sponsored by Med-Chi in cooperation 
with the Health and Education Council, at the Marriott 
Hunt Valley Inn, Hunt Valley, MD Fee: early registration 
$100, after Sep 2, $ 110; 6.5 CME Cat I credits. Info: Don 
Neilenson 301-686-3610 or JoAnn Cirillo 1-800-492- 
1056 or 301-539-0872. 

Sep 24 Physicians’ Cholesterol Education 
Program, The Annapolis Ramada, 173 Jennifer Rd., An¬ 
napolis, MD. Info: 301-685-7074 or 225-5891. 

Sep 29-30 American College of Nuclear Physicians 
& Society of Nuclear Medicine Joint Symposium on 
Biology of Radionuclide Therapy, Loews L’enfant Plaza 
Hotel, Washington, DC. Fees by Sep 6, members $195, 
nonmembers $215, technologists (members) $75, tech¬ 
nologists (nonmembers) $105; thereafter: members 
$215, nonmembers $235, technologists (members) $95, 
technologists (nonmembers) $125. Info: G.S. Dikeos, 
ACNP, 1101 Connecticut Ave. NW - Ste 700, Washington, 
DC 20036 (202-857-1135). 

Oct 3-5 NIH Consensus Development Conference: 
Urinary Incontinence in Adults, Masur Auditorium, 
Warren Grant Magnuson Clinical Center, NIH, Bethesda. 
Info: A. Manning Prospect Assoc., Ste 500, 1801 Rockville 
Pike, Rockville, MD 20852. 

Oct 22 The Second Annual John C. Dumler OB/GYN 
Update, St. Agnes Hospital, Baltimore, MD. Sponsored 
by the Depts. of OB/GYN at St. Agnes Hospital and Univer- 
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sity of Maryland School of Medicine. Info: Terry Young 
301-328-2399. 

Oct 26 Physicians’ Cholesterol Education 
Program, The Ramada Inn, 901 Dual Highway, 
Hagerstown, MD.. Info: 301-685*7074 or 225-5891. 

Nov 9-11 First National Cholesterol Conference, 
Hyatt Regency Crystal City, Arlington, VA. Advance 
registration $150; conference participation limited to 
first 1,000 registrants. Info: The National Cholesterol 
Conference, 4733 Bethesda Ave. - Ste 530, Bethesda, MD 
20814 (301-951-3275). 

Nov 12-13 Fetal Cardiology, Key Bridge Marriott, Ar¬ 
lington, VA, sponsored by the Div of Pediatric Cardiology, 
University of Maryland School of Medicine. Info: Terry 
Young 301-328-2399. 

Nov 19-20 Regional Review Course in Hand 
Surgery, Washington, DC. Fee: physicians $200; resi¬ 
dents, fellows, & allied health professionals $100; 12 
AMA Cat I credits. Info: American Society for Surgery of 
the Hand, 3025 S. Parker Rd. - Ste 65, Aurora, CO 80014. 
• • • 

The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium unless otherwise 
indicated. Sponsored Continued Education Activities for 
1988-1989- Info: Office of Continuing Education, 720 
Rutland Ave., Turner Auditorium, Baltimore, MD 21205 
(301-955-5880). 

Sep 8-10 Intensive Training in Spirometry Testing, 
Tremont Plaza, Baltimore; sponsored by the Dept of En¬ 
vironmental Health Sciences. Fee: $450; limited to 20 
registrants. Info: C. Walsh 301-955-2609. 

Sep 15-16 Pediatrics for the Practitioner, Update 
’88. Fee: physicians $200, nurses/practitioners, & retired 
physicians $135; 14.5 AMA Cat I credits. Info: J. Ryan 301- 
955-2959. 


Sep 16-18 Diagnostic Ultrasound in Obstetrics and 
Gynecology and Abdomen, Baltimore Marriott-Inner 
Harbor Hotel. Fee: physicians (3 days) $325, sonog- 
raphers/RNs $250; 6 AMA Cat I credits per day, ACOG cog¬ 
nates available, ASRT credits. Info: 301-955-2959. 

Sep 23 Diabetic Retinopathy in 1988. Fee: $200, 
$100 (those in training); 8 AMA Cat I credits. Info: D. 
Heydinger 301-955-2959. 

Sep 23 Occupational Stress and the Health Care 
Provider, sponsored by the JHU School of Hygiene and 
Public Health, Dept of Environmental Health Sciences. 
Fee: $250. Info: J. Corn 301-955-2609- 

Sep 27 The Economic Impact of AIDS. Fee: $75- 
Info: P. Macedonia 301-955-2959. 

Oct 6-8 Fourteenth Annual Topics in 
Gastroenterology and Liver Disease. Fee: physicians 
$370; residents & fellows $185 (with letter verifying 
status); 20.5 AMA Cat I credits. Info: J. Ryan 301-955- 
2959. 

Oct 10-14 Thirtieth Annual Emil Novak Memorial 

Course: Gynecology, Gynecological Pathology, En¬ 
docrinology, and High-risk Obstetrics. Fee: $550 ($400 
for residents); 41 AMA Cat I credits. Info: C. Kearney 
301-955-2959. 

Nov 4 Management of Complicated Retinal Detach¬ 
ments. Fee: $175 ($90 those in training); AMA Cat I 
credits. Info: D. Heydinger 301-955-2959- 

Nov 5-6 Hemodynamic Monitoring/Patient Care 
and Pulmonary Artery Catheterization. Fee: $390; 14 
AMA Cat I credits. Info: J. Ryan 301-955-2959- 

Dec 8-10 First Annual Wilmer Institute Current 
Concepts in Ophthalmology. Fee: $250, $200 (those 
in training); AMA Cat I credits. Info: D. Heydinger 301- 
955-2959. 


License Registration Renewal 

Physicians whose surnames begin with the initials A through L must renew their license registrations this 
September 1988. The Board began mailing renewal information around the middle of July. 

Physicians who have not recieved the renewal application by the second week in August should contact the 
Board to get the information necessary for renewal before their licenses expire on September 30,1988. It is the 
physicians’ responsibility, by law, to communicate with the Board concerning renewal of their licenses if, for some 
reason, they do not receive the renewal application. 

Physicians may contact the Board by writing to the address below or by calling 301-225-5900. 

Board of Physician Quality Assurance 
201 West Preston Street 
Baltimore, MD 21201 


Vol 37, No 9 MMJ 745 









PHYSICIANS 
Full-time & Part-time 

WYMAN PARK MEDICAL ASSOCIATES, a 

Johns Hopkins Health System medical group, 
needs additional physicians in these specialties for 
full-time and part-time positions at new and 
established offices in Baltimore City, Baltimore 
County, Anne Arundel County, and other 
expansion areas. 


Addictions 

Allergy/lmmunology 

Cardiology 

Dermatology 

Endocrinology 

Family Practice 

General Surgery 

Internal Medicine 

Obstetrics and Gynecology 

Occupational Medicine 

Oral Surgery 

Orthopedics 

Pediatrics 

Physical Medicine and 

Rehabilitation 

Psychiatry 

Pulmonary Medicine 

Urology 

and others. 


Physicians must be board certified or active 
candidates, and eligible for Maryland license and 
DEA certificate. Send CV’s or contact: 


Charles R. Mock, M.D. 

Medical Director 
Office of Regional Programs 
3100 Wyman Park Drive 
Baltimore, Maryland 21211 
(301) 338-3493 

An Equal Employment Opportunity Employer. 


MARYLAND 

Westminster (30 min. NW Baltimore) - Child/ 
Adoles./Adult Psychiatrists. The Carroll Co. MHC is 
seeking bd. elig./certified psychiatrists for full/part 
time work. Duties include eval./ongoing therapy/prog, 
consults/chemotherapy. Flex hrs. offered. Rate of pay 
is based on qualif. 

For more info, contact: Dr. Michael Bisco, Med. Dir. 

Carroll Co. Mental Health 
P.O. Box 845 
Westminster, MD 21157 
301-876-4800 


PHYSICIANS: M.D.’s with general medical, 
surgical, or Family Practice background to work 
as urgent care physicians in busy hospital 
Emergency Department. Part-time/Full-time 
positions available. 

For details, contact: 

Dan K. Morhaim, M.D. 

Franklin Square Hospital Center 
9000 Franklin Square Drive 
Baltimore, MD 21237 
(301) 682-7046 


FOR DOCTORS ONLY 


UNSECURED SIGNATURE LOANS 
FROM $5,000460,000 
UP TO 6 YEARS TO REPAY 
COMPETITIVE RATES 
NO POINTS OR FEES 


For information & application call- 

MEDIVERSAL ^DeplW 952 


iCOCOOOOOSOOOOOCOOOOCOCCCOCOCOOOCOCCCOOOC 


Consultation is Back! 
WBAL Radio AM 1090 
8-9 p.m. every Thursday 


Featuring a variety of physician speakers and 
topics and hosted by John Stupak, the programs 
will consist of a short discussion of the topic 
followed by call-in questions from listeners. 

For a list of scheduled topics and speakers 
^ contact the Faculty Office, at 539-0872. 

^SOSCOOOSCOOOCOSOOOCOCOCOOOCCCCCOCOGCCC^ 
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Classified Ads 


BE-BC OBSTETRICIAN/GYNECOLOGIST NEEDED 

to join 6-person OB/GYN group, Cheaspeake Bay Eastern 
Shore. Excellent salary & benefits. Long-established, 
well-equipped and staffed hospital with 900-1,000 
deliveries/year. Send CV/inquiries: Recruiting Chairman, 
Chesapeake Obstetrics, P.O. Box 859, Easton, MI) 
21601. 


MARYLAND - IMMEDIATE OPENING FOR BC/BE 
PEDIATRICIAN to join busy practice in Baltimore sub¬ 
urb. All private patients. Send CV to A.A. Salihi MD, 9105 
Franklin Square Dr-Ste 312, Baltimore, MD 21237 (301- 
687-6432). 


OB/GYN NEEDS OFFICE SPACE IN ANNE ARUNDEL 
COUNTY. Experienced Obstetrician Gynecologist need 
3-4 hrs/wk at busy family practice or internist office. Will 
pay reasonable rent. P.O. Box 1281, Pasadena, MD 
21122. 


LOCUM TENENS - ORTHOPAEDIC OFFICE: personal 
and Workman’s Compensation injuries only, no frac¬ 
tures, no ER coverage, daytime only. Will consider 
general practitioner with industrial experience or 
general surgery experience. Reply to Box 7 MMJ 1211 
Cathedral St., Baltimore, MD 21201. 


NEUROLOGIST SEEKS COLLEAGUE in Washington 
DC area. Established practice weighted toward 
peripheral NS, EMG, and occupational medicine. Need 
experienced, hard-working, BC colleague with similar in¬ 
terests. Excellent financial arrangement. Reply with CV 
to Box 26 MMJ, 1211 Cathedral St., Baltimore, MD 
21201 . 


FOR RENT suite in professional building, A/C, fur¬ 
nished; adequate off-street parking. Kenneth Krulevitz 
MD, 7538 HolabirdAve., Baltimore, MD 21222 (301-288- 
1300 ). 

FOR SALE: Interspec M-Mode & 2-D echocar¬ 
diography machine, excellent condition. Includes cart, 
VCR, Mitsubishi printer. D. Salmon MD 301-532-4290. 

ESTABLISHED FAMILY PRACTICE for sale 
Reasonable. Kenneth Krulevitz MD, 7538 HolabirdAve., 
Baltimore, MD 21222 (301-288-1300). 


PHYSICIAN WANTED IMMEDIATELY: general 
surgery, minor trauma, or industrial medicine back¬ 
ground helpful. Write: P.O. Box 23664, Baltimore, MD 
21203. 


MEDICAL OFFICE & PRACTICE FOR SALE on East¬ 
ern Avenue, heart of Ilighlandtown. 301-276-1411. 


CLASSIFIED ADVERTISING 
(for Med-Chi members only) 

$3.50 per line per insertion 

Members of the Medical and Chirurgical Faculty shall be entitled 
to one complimentary ad insertion for personal, noncommercial 
use in any consecutive 12-month period. (PAs count as one mem¬ 
ber.) Items will be related to the practice of medicine. Widows of 
members shall be entitled to two complimentary insertions for the 
disposal of the deceased physician's practice or equipment. 

MARYLAND MEDICAL JOURNAL 
1211 Cathedral St.. Baltimore. MD 21201 


OWINGS MILL/PIKESVILLE OFFICE to sublease at 
Beltway Exit 20 N in Commercecenter. Fully furnished, 
private consultation room, 3 exam rooms, lab facilities, 
parking. Ideal for satellite location 301-486-4445. 


OFFICE TO SHARE, full or part time in the Professional 
Centre, St. Joseph Hospital; 2 exam rooms, 2 consult 
rooms. Reasonable rates, flexible arrangement 301-337- 
1586 . 


NEW MEDICAL OFFICE for rent, full or part time. The 
Profcssinal Centre, next to St. Joseph Hospital. Fully 
equipped, free parking 301-337-6800. 


NEW MEDICAL OFFICE SPACE TO SHARE in Towson 
part time or evenings; excellent parking. Call 9-5 (301- 
828-5151). 


FOR SALE: Toshiba complete electronic phone system 
including 16 phones, $4,000 (301-435-5300). 


OPHTHALMOLOGIST NEEDED for multiple senior 
citizen’s buildings in the Baltimore City area. Info: A C. 
Qureshi MD, Medical Director, 501 Dolphin St., P.O. Box 
16549, Baltimore, MD 21217 (301-225-3133). 


EXPERIENCED GENERAL SURGEON SEEKING 
RELOCATION to Baltimore/Washington area, BC in 
General Surgery and Surgical Critical Care. Box 5 MMJ, 
1211 Cathedral St., Baltimore, MD 21201. 


INTERNIST: IMMEDIATE OPENING for board cer¬ 
tified/eligible internist to join multispecialty practice. Ex¬ 
cellent incentive package with competitive salary and 
benefits. Rapidly growing practice in Howard County, 
MD. Box 8 MMJ, 1211 Cathedral St., Baltimore, MD 
21201. 


MEDICAL OFFICE SPACE TO SHARE with option to 
sublease in the Garwyn Medical center at 2300 Garrison 
Blvd., Baltimore MD 21216 (301-766-8976). 


100 MA PICKER X-RAY UNIT for sale, excellent con¬ 
dition. Kenneth Krulevitz MD, 7538 Holabird Ave., Bal¬ 
timore, MD 21222 (301-288-1300). 


BUSY PEDIATRIC PRACTICE has office space to share 
in our satellite office located in Upper Marlboro. Newly 
decorated and fully equipped 301-292-2200. 


GENERAL/INTERNAL MEDICINE PHYSICAN needed 
on p/t basis. For details call 301-859-0355- 
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IGHTFUl 
DICHOTOMY 

The performance capability of the 300 E Sedan rivals 
that of the great Mercedes-Benz sports cars of all 
time. Consider zero to 55 mph in a scant 6.8 seconds 
and an exalted test-track maximum of 137 mph. Yet 
this is an automobile that provides the comfort and 
spaciousness of a four-door sedan, and the amenities 
of a fully equipped Mercedes-Benz. All wrapped in a 
superbly aerodynamic form-a shape that knifes 
through the airstream, maximizing efficiency and 
stability while minimizing wind noise. Judged a 
masterwork of automotive science by the worlds 
toughest critics, the 300E Sedan awaits your eval¬ 
uation at our authorized Mercedes-Benz dealership. 

Valleu motor/ 

* Mercedes-Benz 


9800 YORK ROAD 

SALES* LEASING'SERVICE •PARTS* BODY SHOP 
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In moderate depression and anxiety 


^ 74% of patients experienced improved sleep 
after the first h.s. dose 1 

^ First-week improvement in somatic symptoms 1 

^ 50% greater improvement with Limbitrol in 
the first week than with amitriptyline alone 2 

Protect Your Prescribing Decision: 
Specify “Do not substitute.” 


Each tablet contains 5 mg chlordiazepoxide and (Tj 
12.5 mg amitriptyline (as the hydrochloride salt) vo 


Each tablet contains 10 mg chlordiazepoxide and /o 
25 mg amitriptyline (as the hydrochloride salt) vX- 





References: 1 . Data on file, Hoffmann-La Roche Inc., Nutley, NJ. 2. FeighnerVP, 
etal: Psychopharmacology 61:2 17-225, Mar 22,1979. 


Limbitrol*® 

Hanquilizer—Antidepressant 

Before prescribing, please consult complete product information, a summary of which 
follows: 

Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants; 
concomitant use with MAOIs or within 14 days of monoamine oxidase inhibitors (then initiate 
cautiously, gradually increasing dosage until optimal response is achieved); during acute recovery 
phase following myocardial infarction. 

Warnings: Use with caution in patients with history of urinary retention or angle-closure glau¬ 
coma. Severe constipation may occur when used with anticholinergics. Closely supervise cardio¬ 
vascular patients. Arrhythmias, sinus tachycardia, prolongation of conduction time, myocardial 
infarction and stroke reported with tricyclic antidepressants, especially in high doses. Caution 
patients about possible combined effects with alcohol and other CNS depressants and against 
hazardous occupations requiring complete mental alertness [e.g., operating machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital mal¬ 
formations. Consider possibility of pregnancy when instituting therapy. 

Withdrawal symptoms of the barbiturate type have occurred after discontinuation of benzodiaze¬ 
pines (see Drug Abuse and Dependence). 

Precautions: Use cautiously in patients with a history of seizures, in hyperthyroid patients, 
those on thyroid medication, patients with impaired renal or hepatic function. Because of suicidal 
ideation in depressed patients, do not permit easy access to large quantities of drug. Periodic liver 
function tests and blood counts recommended during prolonged treatment. Amitriptyline may 
block action of guanethidine or similar antihypertensives. When tricyclic antidepressants are 
used concomitantly with cimetidine (Thgamet), clinically significant effects have been reported 
involving delayed elimination and increasing steady - state concentrations of the tricyclic drugs. 
Use of Limbitrol with other psychotropic drugs has not been evaluated; sedative effects may be 
additive. Discontinue several days before surgery. Limit concomitant administration of ECT to 
essential treatment. See Warnings for precautions about pregnancy. Should not be taken during 
the nursing period or by children under 12. In elderly and debilitated, limit to smallest effective 
dosage to preclude ataxia, oversedation, confusion or anticholinergic effects. Inform patients to 
consult physician before increasing dose or abruptly discontinuing this drug. 


Adverse Reactions: Most frequent: drowsiness, dry mouth, constipation, blurred vision, dizzi¬ 
ness, bloating. Less frequent: vivid dreams, impotence, tremor, confusion, nasal congestion. 
Rare: granulocytopenia, jaundice, hepatic dysfunction. Others: many symptoms associated with 
depression including anorexia, fatigue, weakness, restlessness, lethargy. 

Adverse reactions not reported with Limbitrol but reported with one or both components or 
closely related drugs: Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, 
myocardial infarction, arrhythmias, heart block, stroke. Psychiatric: Euphoria, apprehension, 
poor concentration, delusions, hallucinations, hypomania, increased or decreased libido. Neuro¬ 
logic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns. Anticholinergic: Disturbance of 
accommodation, paralytic ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, 
urticaria, photosensitization, edema of face and tongue, pruritus. Hematologic: Bone marrow 
depression including agranulocytosis, eosinophilia, purpura, thrombocytopenia. Gastrointesti¬ 
nal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, black 
tongue. Endocrine: Tfesticular swelling, gynecomastia in the male, breast enlargement, galactor¬ 
rhea and minor menstrual irregularities in the female, elevation and lowering of blood sugar 
levels, and syndrome of inappropriate ADH (antidiuretic hormone) secretion. Other.- Headache, 
weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. 

Drug Abuse and Dependence: Withdrawal symptoms similar to those noted with barbiturates 
and alcohol have occurred following abrupt discontinuance of chlordiazepoxide; more severe 
seen after excessive doses over extended periods; milder after taking continuously at therapeutic 
levels for several months. Withdrawal symptoms also reported with abrupt amitriptyline discon¬ 
tinuation. Therefore, after extended therapy, avoid abrupt discontinuation and taper dosage. 
Carefully supervise addiction-prone individuals because of predisposition to habituation and 
dependence. 

Overdosage: Immediately hospitalize patient. Tfeat symptomatically and supportively. 

I.V. administration of 1 to 3 mg physostigmine salicylate may reverse symptoms of amitriptyline 
poisoning. See complete product information for manifestation and treatment. 

How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg 
chlordiazepoxide and 25 mg amitriptyline (as the hydrochloride salt), and Tablets, blue, film- 
coated, each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride 
salt)—bottles of 100 and 500; Tfel-E-Dose® packages of 100; Prescription Paks of 50. 

ROCHE PRODUCTS INC. 

Manati, Puerto Rico 00701 
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In the depressed and anxious patient 

See Improvement In The Fir: 

And The Weeks That Follow 



NLM DObBTlD? 1 

»>■ _ _ 



^First-week reduction 


Caution patients about the combined effects of 
Limbitrol with alcohol or other CNS depres¬ 
sants and about activities requiring complete 
mental alertness, such as operating machinery 
or driving a car. In general, limit dosage to the 
lowest effective amount in elderly patients. 


limbitrol 

Each tablet contains 5 mg chlordiazepoxide and /O 
12.5 mg amitriptyline (as the hydrochloride salt) VJC 


in somatic symptoms 1 


Percentage of Reduction in Individual Somatic Symptoms 
During First Week of Limbitrol Therapy* 



VOMITING NAUSEA HEADACHE ANOREXIA CONSTIPATION 
♦Patients often presented with more than one somatic symptom. 


UmbitrorDS 


Each tablet contains 10 mg chlordiazepoxide and /O 
25 mg amitriptyline (as the hydrochloride salt) VJC 


Copyright © 1988 by Roche Products Inc. All rights reserved. 
Please see summary of product information inside back cover. 
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MEDICINE AND THE LAW 


It seems that everyone is challenging the 
authority of the physician. The hospital be¬ 
comes a battleground as doctors try to provide 
the best care for each patient while meeting 
the guidelines of hospital management, chal¬ 
lenging those decisions of third-party payors 
which may threaten quality of care, and 
maintaining meticulous records in order to pro¬ 
tect themselves from civil litigation which 
may be brought by the very patients they are 
working to serve. 

Changes in the delivery of health care 
have challenged the very foundation of the 
relationship between doctors and patients. 
The current crisis in medical malpractice is, 
more than anything, a crisis of trust. In a soci¬ 
ety that is constantly on the move, and in an 


era of increasing medical specialization, pa¬ 
tients do not have time to develop lasting, 
trusting relationships with primary physi¬ 
cians. And physicians who have watched 
many of their peers -- other good doctors -- 
struggle through the trauma of a lawsuit are 
more and more hesitant to trust their patients. 

Those who have pointed fingers at doctors, 
blaming bad medicine for the malpractice cri¬ 
sis, are finally realizing that it doesn't al¬ 
ways take bad medicine to make a malpractice 
suit, but it often does take anger on the part of 
the patient. When physicians and patients 
approach each other with suspicion, an impor¬ 
tant therapeutic interaction is lost, and pa¬ 
tients, as well as doctors, suffer. 


H Medical Mutual Liability Insurance Society of Maryland 
225 International Circle*Hunt Valley, Maryland 21031 
Toll Free in Maryland 1-800-492-0193 

















The MMl Network 

Quality and Accessibility... 



24 hours a day, 7days a week! 


The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 
Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides a 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 



Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 

Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAMD MEDICAL 
LABORATORY, INC. 


1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301)247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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YOUR 
RESPONSE 
IS NEEDED! 

The sponsoring organizations listed below recently mailed a survey to 
hundreds of Maryland physicians. The survey is intended to determine 
their interests, concerns and experiences with computers in medicine. 

We are asking survey recipients to please complete and return the 
questionnaire at their earliest convenience. A timely response will aid us 
in our research. 


Our Sincere Thanks To Those Surveyed 


CENTER FOR HEALTH EDUCATION, INC. 

MED-CHI COMPUTERS IN MEDICINE COMMITTEE 
UNIVERSITY OF MARYLAND DEPARTMENT OF FAMILY MEDICINE 

LIFECARD INTERNATIONAL, INC. 


For additional information call Carmine Valente, Ph.D., Center for 
Health Education, Inc. 301-837-2705. 
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Meridian wants you to know 


What you should know about 
Meridian Healthcare services and 



Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite” care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 



Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians’ information and referral guide. 

Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PA's with need for more than one information kit, please 
indicate the number of additional kits needed_ 
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Announcing the cure for 
Delayed Office Automation Syndrome. 



You know the headaches. They never stop. Mountains 
of paperwork. Appointment scheduling. Insurance 
forms and claims submissions. Files and files of patient 
information. Billing and receivables. Payroll. And more. 

Well, now there’s finally.an effective and affordable cure. 
The Medical System from American Digital Systems. 

The A.D.S. Medical System. The features 
you need at a price that’s easy to swallow. 

Now any practice can afford to fully automate with a high 
performance, easy to use system. 


Priced from under $10,000, each individually configured 
multi-user system comes complete with the hardware, 
software, support services and training to answer your 
needs now and for years to come. The A.D.S. Medical 
System is that flexible and expandable. 

For a more thorough examination, 
call 876-4760. 

Find out today how The A.D.S. Medical System can 
alleviate the headaches of managing and operating your 
practice. Call or write for more information. Better yet, 
ask for a free demonstration. 


The A.D.S. Medical System. It can make a practice perfect. 

American Digital Systems Corporation • 8401 Arlington Blvd. • Fairfax, VA 22031 • (703) 876-4760 

A Dewberry & Davis Company 







Members in the News 



Henry P. Laughlin MD, ScD, ScSD served as the Grand 
Marshal of the 1988 National Independence Day Parade 
on July 4 in Washington, DC. Dr. Laughlin felt it was a 
great privilege and honor to review this year’s national 
parade, which was dedicated to the 200th anniversary of 
the ratification of the US Constitution. He and his wife, 
Page, thoroughly enjoyed reviewing the some 4,000 
parade members, including 31 noteworthy bands from 
around the nation and a dozen floats, in the three- hour 
parade down Constitution Avenue. 

An internationally known psychiatrist, author, 
educator, US Navy veteran, NPS supporter and volunteer, 
and the Representative of the Sons of the American 
Revolution, Dr. Laughlin is respected throughout 
Maryland as a true American patriot. In his appearance 
as Grand Marshal, Dr. Laughlin demonstrated not only 
that he is an appropriate representative for the nation but 
also proved to be an exceptional representative for 
medicine. 

Dr. Laughlin’s continuous concern for medicine was 
evident during the parade when a Coast Guard cadet sud¬ 
denly collapsed near the reviewing stand. Dr. Laughlin 
witnessed Dr. Michael Dobridge, President of Med Chi, 
leaving the stand and promptly resuscitating the cadet 
who was suffering from heat exhaustion. Following the 
parade, Dr. Laughlin requested that Dr. Dobridge be ap¬ 
pointed Aide to the Grand Marshal. Dr. Laughlin’s en¬ 
deavor to recognize of the efforts of fellow physicians is 
highly commendable. 

A native of Hagerstown and 27-year resident of 
Frederick County, Dr. Laughlin has specialized in 
psychiatry for 40 years in Chevy Chase, Bethesda and the 
Frederick area. Married to Marion Page Durkee of 


Philadelphia in 1941, Dr. Laughlin and his wife are the 
proud parents of five children and have twelve 
grandchildren. 

Dr. Laughlin was a student at Ursinus College and The 
Johns Hopkins University, and received his MD degree 
from Temple University, Philadelphia, in 1941. He has 
served as Distinguished Visiting Professor at the Univer¬ 
sity of Louisville School of Medicine since 1974. He was 
Clinical Professor of Psychiatry at George Washington 
University Medical School from 1977 to 1983 and a mem¬ 
ber of the faculty for 35 years. He is a Lifetime Member 
of the Board of Directors at Ursinus and a member of the 
President’s Round Table as well as the Board of Associates 
of Hood College in Frederick. He holds an honorary Doc¬ 
tor of Science degree from Ursinus, an honorary Doctor 
of Social Science from the University of Louisville and is 
an honorary Fellow. In May of this year, Ursinus in¬ 
stituted the Laughlin Professional Achievement Award to 
honor their distinguished alumnus. 

Dr. Laughlin was the Founder and First President of the 
distinguished American College of Psychiatrists. In 1979, 
he was elected Honorary Life President of the American 
College of Psychoanalysts where he served as the first and 
the eighth president. In 1982 he was elected Lifetime 
Honorary President by the American Society of Physician 
Analysts. He has served as president of the National 
Psychiatric Endowment Fund since its establishment in 
1957. 

A past president of the Montgomery County Medical 
Society, Dr. Laughlin was selected to become a lifetime 
member of the Washington Medical and Surgical Society 
in 1975. He is Founder and Former President of the 
Washington Psychiatric Society and the Suburban 
Maryland Chapter. 

Currently Dr. Laughlin is on the Med Chi Council as 
the representative of Frederick County, having served as 
Montgomery County representative for eleven years. On 
April 23, 1988, the Faculty initiated the Laughlin Awards 
Program in honor of their illustrious member. 

He has published numerous articles, chapters, 
editorials, reviews, and medical books, including: The 
Neuroses in Clinical Practice (1956), Mental 
Mechanisms (1963), The Neuroses (1967, 1970), and The 
Ego and Its Defenses (1970, 1979). He has held editorial 
posts with several professional journals and was an ad¬ 
visory and consulting editor for Psychosomatics for ten 
years. 


Authors of Articles 

Along with manuscripts submitted to MMJ, 
please send an IBM compatible floppy disk, with 
the document entered in a Word Perfect, Multi¬ 
mate, or Wordstar program. At your request, 
MMJ will return your disk after your article is 
published or if your manuscript is not accepted. 
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Robert C. Karlsberg MD received the 1988 Geor¬ 
getown University School of Medicine Award for Excel¬ 
lence in Medical Student Teaching in Psychiatry at the 
spring 1988 commencement ceremony. 

• • • 


John M. Krager MD, MPH was recently reappointed to 
the Maryland State School Health Council, where he has 
served as Chairman. The Council, an advisory council to 
the Maryland State Department of Health and Mental 
Hygiene and the Maryland State Department of Educa¬ 
tion, performs valuable work for the betterment of the 
health of school age children in Maryland. 


• • • 


Joseph A- Mead Jr., MD, Baltimore, Mercy Elospital’s 
Executive Vice-President for Medical Affairs, was the 
recipient of the Maryland Hospital Association’s 1988 
Distinguished Service Award. Dr. Mead has served on the 
Association’s Executive Council, Council on Rate Regula¬ 
tion, and chaired its Professional Practices Committee, in 
addition to leading many special task forces and panels. 


• • • 


Hamilton Moses HI MD has been appointed vice- 
president for medical affairs of The Johns Hopkins Hospi¬ 
tal. He will be responsible for medical program planning 
and day-to-day clinical operations of the Hospital; Dr. 
Moses also will coordinate clinical services among Hospi¬ 
tal departments, provide guidance on medical issues 
and coordinate the Hospital’s relationship with the 
School of Medicine’s clinical programs and with external 
accrediting and auditing agencies. In addition, quality as¬ 
surance and risk management will be among his respon- 
sibilites. 

Vice-chairman of clinical neurosciences and an as¬ 
sociate professor of neurology at Hopkins, Dr. Moses will 
continue to see patients as director of the Parkinson’s Dis¬ 
ease Center at the Hospital. His current research focuses 
on extrapyramidal pharmacology, managment of medical 
organizations, and quantification of the cost and burden 
of chronic illnesses. 

A native of Chicago, he received a BA in psychology at 
the University of Pennsylvania in 1972 and his MD from 
Rush Medical College (Chicago) in 1975- Dr. Moses 
served both an internship in medicine and a residency in 
neurology at Hopkins. In 1980, he was named deputy 
director of the Hopkins Department of Neurology; in 
1986, vice-chairman of clinical neurosciences. 


Robert E. Reynolds MD, associate dean for administra¬ 
tion and hospital affairs of The Johns Hopkins School of 
Medicine, will become senior associate vice-president for 
health sciences at the University of Virginia in August. He 
will be chief of staff in the office of the vice-president for 
health sciences, focusing mainly on coordination of ac¬ 
tivities between the University Hospital, School of 
Medicine and its Health Care Foundation, and the School 
of Nursing. 

Reynolds, as associate dean at Johns Hopkins since 
April 1981, was responsible for oversight of the medical 
practice plan, hospital relations, facilities management, 
governmental relations, and information systems. 
Among his major accomplishments were the develop¬ 
ment of a medical information systems strategy for the 
School of Medicine, including the implementation of the 
new Computer Science Laboratory and computerization 
of the Welch Medical Library. 


• • • 


Michael J. Stanton MD recently was named to a three- 
year term on Bethesda’s Suburban Hospital’s Board of 
Trustees. Dr. Stanton, a board-certified urologist, has 
been a member of Suburban’s Medical Staff since 1982. 
He graduated magna cum laude with a BS degree from 
The American University and received his medical degree 
from Georgetown University School of Medicine, where 
he graduated cum laude with outstanding honors in 
surgery and pathology. He completed his internship at 
Grady Memorial Hospital, Emory University, Atlanta, and 
a residency in urology at Georgetown University. 


Area meetings and course announcements 
are listed each month under 
Doctors Take Note 


We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MMJ, 1211 Cathedral St, Baltimore, MD 21201 


Vol 37, No 10 MMJ 755 





PI IY8ICIAMS 

Do something different 
two days a month 

Receive a commission 
in the Army National Guard 

The Maryland Army National Guard has immediate open - 
mgs for physicians which require participation of only 2 
days a month plus a 15'day Annual Training Period (a total 
of 39 days per year). 

YOU WILL BE ELIGIBLE FOR: 

• A COMMISSION IN THE ARMY NATIONAL GUARD 

• AN EXCELLENT PART-TIME INCOME 

• PAID ATTENDANCE AT 

-CONTINUING MEDICAL EDUCATION COURSES 
-AMA CONFERENCES 

-KPUP (Active duty assignment up to 30 days in Europe, 
Asia and South America) 

-TRAINING AT US. ARMY HOSPITALS 

• POST EXCHANGE & COMMISSARY 

• MILITARY AIR TRAVEL WITHIN THE 50 STATES 

MARYLAND ARMY NATIONAL GUARD 

T Phil Howard 
(301) 576-1472 

29th Division Street, Baltimore, Md. 21201 


IF YOU’RE A DOCTOR WHO 
LOVES YOUR WORK. . . 

Maxicare, the largest publicly held HMO in the 
country, can offer you the stability of an established 
organization along with our “patients-come-first” 
approach to health care. 

If you specialize in Family Practice, Pediatrics, or 
Internal Medicine, and your love for people is why 
you became a Physician, then examine all that 
Maxicare has to offer! 

A generous salary, paid vacations/holidays, paid 
professional liability insurance, continuing medical 
education reimbursement, personal insurance 
benefits, retirement plan, and paid relocation is just 
the beginning of the Maxicare compensation 
package. 

Put the administration of business in our hands and 
we’ll put the business of caring in yours. 

Dedicated professionals are required throughout 
the Baltimore area, as well as other locations in the 
U.S. 

Board Certified/Board Eligible physicians are asked 
to send their curriculum vitae to: Angela Lascola, 
Maxicare, Five Gateway Center, Pittsburgh, PA 
15222, or call collect at (412) 553-7502. 


ad'dict \ D-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

- excessively 2 : to cause (a person) to - 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 

■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 


Call us. We can help. 

OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, PO. Box E, Emmitsburg, Md. 21727/301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 
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The Medical and Chirurgical Faculty of the State of Maryland 
congratulates the 1988 graduates of 
The Johns Hopkins University School of Medicine and 
The University of Maryland School of Medicine 


The Johns Hopkins University School of Medicine 

University 

of Maryland School of 

Medicine 

Michelle Denise Abram 

Bryan Anthony McKenzie 

Alan Aarons 

Abbott Huang 

Noam Stadlan 

Charles Leon Anderson, Jr. 

Anne Elizabeth McKusick 

David Aiello 

Louis Jacbson 

John Steers 

Jennifer Kay Aylestock 

Joe Tommy Minchew 

Gregory Allen 

MarshallJoffe 

Sarah Stitt 

Nathan Jon Blum 

David Aaron Mittleman 

Lisa Amir 

Stephen Katz 

Curtis Stokes 

Thomas Wiley Bochow 

Paul Stephen Mueller 

Katherine Amundson 

Michael Kenner 

Eric Strauch 

Marshall Jones Bouldin, IV 

Robert Woollen Mueller 

Judith Barton 

William Keys 

Leonardo Stroud 

George Riddle Brabury, III 

Brian David Mulliken 

Daniel Bauk 

Jay Koons 

Kelley Sullivan 

Amy Rose Brooks 

Linda M. Mundy 

Stuart Belenker 

Kenneth Kotz 

Jackie Syme 

Steven Elliot Brooks 

Jeffrey Scott Nye 

Hollis Bell 

Donald Kreger 

Richard Taavon 

Arthur Louis Burnett, II 

Steven John O’Day 

Charles Berul 

Joel Lahn 

Kenny Tam 

Kimberly Ann Casey(Suppes) 

Peter Joseph Ossanna 

Lisa Blumenfeld 

Luke Lancaster 

JeffTao 

Barbara Ann Centeno 

David Paul Oursler 

William Bock 

Maureen Leahy 

Bradford Tepper 

Bruce Harry Chamberlain 

George Arthur Paletta, Jr. 

Joseph Bormel 

Michael Lemer 

Robert Thompson 

Lauren Chang 

Juliann Marie Paolicchi 

Joseph Bruzzese 

Martha Leslie 

LillianTidler 

Angela Man-Wei Cheung 

George Earl Peoples, Jr. 

Nancy Bunker 

Jonathan Levin 

MarkTiti 

Paul Raymond Coffeen 

John Thomas Plander 

Robert Campbell 

Roger Levin 

AlaneTorf 

Helen Louise Collins 

John Travis Pritchett 

Lois Carani 

Eric Lindbeck 

ToddTritch 

Thomas Byrne Connor, Jr. 

Christopher Mark Putman 

Thomas Carr 

Marilyn Ling 

Lynn Trombka 

Jean Marie Connors 

Reed David Riley 

Ira Chang 

Wolfgang Lohrmann 

MarcosUgarte 

Lawrence Lee Creswell 

Philip Jacob Rosenfeld 

MargaretChisolm 

Aaron Magat 

Phil Volk 

Jared Randall Curtis 

Valerie Howarth Ross 

William Chiu 

Christopher Mays 

Anne Weber 

Robert John D’Amato 

Eileen Joy Schlaffer 

Eugene Choo 

Carol Ann McHugh 

Michele Weintraub 

Donald John Deraska 

Thomas Michael Schott 

Bart Classen 

Robert McLean 

Richard Wilder 

Denise Marie Dufer 

Larry Brian Scott 

Bonnie Cohen 

Mary Jo Minton 

Michael Wilson 

Beth Epstein 

Michael Brian Sension 

John Corbin 

Saul Modlin 

Juergen Winkler 

Martin Farach 

Alfred Serna 

Carol Coulson 

David Naharin 

Raymond Wittstadt 

Stephen Craig Fishel 

Luke Edward Sewall 

Brett Danzer 

Loan Nguyen 

Monford Wolf 

Nicola Antonio Francalancia 

Sanjay Shirish Shah 

Paula Decandido 

Tracy Nimmerrichter 

Celia Woods 

Lori Ann Frost 

Catherine Anne Sheils 

Jose Dominguez 

Stanley Pamfilis 

Marcella Wozniak 

Marc Alan Gillinov 

Evan Spencer Siegelman 

Hinda Dubin 

Richard Patten 


Patricia Beck Gotsch 

Jeffrey Dean Simmons 

MatthewDukehart 

Paul Perito 


David Stanley Grapey 

Kristin Anne Skinner 

Jason Eiband 

Paul Perito 


David Brian Greenstein 

Gregory Alan Sliman 

Stephen Elksnis 

Charles Phelps 


Joshua Michael Hare 

Kristen Elsa Smith 

Daniel Fang 

Suresh Philip 


John Martin Henry 

Mary Carmel Sokoloski 

JoelFechter 

Philip Pieters 


Yolangel Hemandez(Suarez) 

Carol Ann Somersille 

AlberttFedalei 

Stuart Pollack 


Stephen Wesley Hwang 

Kam Leslie Southwick 

Kathleen Fenton 

Stephen Pomerantz 


Joanne Solliday Janas 

Michael Glenn Stewart 

Sally Fenton 

Radhika Rajagopalan 


George Mark Jenkins 

Anne Marie Stoline 

James Ferris 

Manuel Ramos 


Gary Da-Dzan Kao 

Michael Blake Streiff 

Fernando Ferro 

Gloria Reckrey 


Howard Scott Kaufman 

Brian Scott Sucharetza 

Lorraine Fertsch 

Shawn Robinson 


Shalesh Kaushal 

Allen John Taylor 

Eugene Finan 

Gavin Rose 


Douglas Karl Klamp 

Cheryl Marie Taylor 

Brenda Forrest 

Bonnie Rosen 


Peter Steven Klein 

William Herbert Thompson, III 

MarkFraiman 

Jeffrey Rosenweig 


Roseanne Cecile Labarre 

Michael Edward Torchia 

Audrey French 

Jeffrey Ross 


Joseph Anthony Lahorra 

Jose Antonio Torres 

Christopher Galuardi 

Gail Royal 


Janice Fay Lalikos 

Todd Michael Tuttle 

Nicholas Georges 

Kimberly Royse 


Jami Cheryl Levine 

Arthur William Wallace 

Rebecca Goedeke 

Charles Ruland 


Joachim John II 

Philip Gargill Watt 

Keith Gustafson 

Janelle Sandford 


Steven Craig Linn 

Elizabeth Anne Wood(Karlson) 

Carolyn Hammett 

Kevin Schendel 


Joyce Diane Liporace 

Vincent Paul Wroblewski 

Nancy Hammond 

David Schnitzer 


Annette Kay Low 

Kai Huei Yang 

Gregg Heacock 

Joseph Schwartz 


Jennifer Ann Lutley 

William Todd Zcmpsky 

Michael Hill 

Jonathan Seidenberg 


David Robinson Lynch 

Mohit Bhatnagar 

Helen Ho 

Joon Shin 


Mathew Wilmen Maccumber 

Garnett C. Headley 

Huy Hoang 

Navneet Singh 


Kenneth Ivor Macrae 

Donald Charles Manning, Jr. 

James L. Sherley 

Clewell Howell 

Tony Hsiao 

Geoffrey Sklar 
Steven-Snyder 
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YOCON' 

YOHIMBINE HCI 


Description: Yohimbine is a 3a-15a-20B-17a-hydroxy Yohimbine-16a-car- 
boxylic acid methyl ester. The alkaloid is found in Rubaceae and related trees. 
Also in Rauwolfia Serpentina (L) Benth. Yohimbine is an indolalkylamine 
alkaloid with chemical similarity to reserpine. It is a crystalline powder, 
odorless. Each compressed tablet contains (1/12 gr.) 5.4 mg of Yohimbine 
Hydrochloride. 

Action: Yohimbine blocks presynaptic alpha-2 adrenergic receptors. Its 
action on peripheral blood vessels resembles that of reserpine, though it is 
weaker and of short duration. Yohimbine’s peripheral autonomic nervous 
system effect is to increase parasympathetic (cholinergic) and decrease 
sympathetic (adrenergic) activity. It is to be noted that in male sexual 
performance, erection is linked to cholinergic activity and to alpha-2 ad¬ 
renergic blockade which may theoretically result in increased penile inflow, 
decreased penile outflow or both. 

Yohimbine exerts a stimulating action on the mood and may increase 
anxiety. Such actions have not been adequately studied or related to dosage 
although they appear to require high doses of the drug. Yohimbine has a mild 
anti-diuretic action, probably via stimulation of hypothalmic centers and 
release of posterior pituitary hormone. 

Reportedly, Yohimbine exerts no significant influence on cardiac stimula¬ 
tion and other effects mediated by B-adrenergic receptors, its effect on blood 
pressure, if any, would be to lower it; however no adequate studies are at hand 
to quantitate this effect in terms of Yohimbine dosage. 

Indications: Yocon ® is indicated as a sympathicolytic and mydriatric. It may 
have activity as an aphrodisiac. 

Contraindications: Renal diseases, and patient's sensitive to the drug. In 
view of the limited and inadequate information at hand, no precise tabulation 
can be offered of additional contraindications. 

Warning: Generally, this drug is not proposed for use in females and certainly 
must not be used during pregnancy. Neither is this drug proposed for use in 
pediatric, geriatric or cardio-renal patients with gastric or duodenal ulcer 
history. Nor should it be used in conjunction with mood-modifying drugs 
such as antidepressants, or in psychiatric patients in general. 

Adverse Reactions: Yohimbine readily penetrates the (CNS) and produces a 
complex pattern of responses in lower doses than required to produce periph¬ 
eral a-adrenergic blockade. These include, anti-diuresis, a general picture of 
central excitation including elevation of blood pressure and heart rate, in¬ 
creased motor activity, irritability and tremor. Sweating, nausea and vomiting 
are common after parenteral administration of the drug. 12 Also dizziness, 
headache, skin flushing reported when used orally. 13 
Dosage and Administration: Experimental dosage reported in treatment of 
erectile impotence. 1 3 4 1 tablet (5.4 mg) 3 times a day, to adult males taken 
orally. Occasional side effects reported with this dosage are nausea, dizziness 
or nervousness. In the event of side effects dosage to be reduced to Vi tablet 3 
times a day, followed by gradual increases to 1 tablet 3 times a day. Reported 
therapy not more than 10 weeks. 3 
How Supplied: Oral tablets of Yocon* 1/12 gr. 5.4 mg in 
bottles of 100’s NDC 53159-001-01 and 1000’s NDC 
53159-001-10. 
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4. A. Morales etal., The Journal of Urology 128: 

45-47, 1982. 
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PALISADES 

PHARMACEUTICALS, INC. 

219 County Road 
Tenafly, New Jersey 07670 

(201) 569-8502 
Outside NJ 1-800-237-9083 


Letter to the Editor 


More Bluefish "Perils" 

In his otherwise excellent article, "Perils of Bluefish," 
MMJ June 1988, Dr. Lange omitted three extremely com¬ 
mon risks: 

a. excitement-induced dysrhythmia 

b. spouse abuse ("fishing widow" syndrome) 

c. intermittent (seasonal and tidal) abandonment of 
employment 

IIARRY W. SMITH MD 
Forest Hill 

• • • 

The Lessons of Selectcare 

Our local paper announced the demise of Selectcare. 
This untimely death was caused by FFTT (financial failure 
to thrive). Detailed autopsy findings have not been made 
public. 

Selectcare was only four years old and had led a tur¬ 
bulent life, somewhat like an oceanic volcano. There was 
a fiery beginning that disrupted the calm, then a cooling 
off and decline, then it slipped beneath the surface. 

I was there for the beginning as an observer. I was 
amazed back in in 1984 that such a thing could happen. 
No notice, no public planning, no time to weigh the al¬ 
ternatives. With embarrassment, I now confess I had per¬ 
sonal feelings back then: the birth seemed illegitimate. 

I felt betrayed by an insurance company. It seems 
juvenile now, but I always thought that physicians, in¬ 
surers, hospitals, and patients were somehow a team 
with a common goal of efficient health care. 

Please forgive the naivete, but I have matured since 
1984. I even have an invisible combat ribbon earned 
while serving on the MFHC (Maryland Foundation for 
Health Care) board. 

The passing of Selectcare will be only a footnote to the 
countless programs now living (and reproducing) 
everywhere. "Managed care" is the rubric. The logic of it 
all is so simple - it should work in all its forms, but 
why does it so often sound like a chain letter? "Everybody 
will profit, and the patient will get better care." 

The concept is backed by "helpful" studies. Hasn’t 
HCFA told us about hospital mortality risks? Aren’t they 
promising to detail which doctors are better and more ef¬ 
fective? Once we have the "facts," won’t we be able to 
plan and manage health care even better? 

Well, I hope so; but please take a minute to observe the 
passing of Selectcare. Don’t we all (practitioners, hospi¬ 
tal administrators, insurers, patients, and media) have a 
lot to learn? Let’s face it, we don’t know enough about 
human communication, about how to measure interac¬ 
tions. 

So the next time you hear someone announce a plan 
to better the world of health care, remember Selectcare. 
What can we learn from or teach to one another to plan 
the next Selectcare together? We should be able to corn- 
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pete without bitterness and to create a healthful environ¬ 
ment where "managed" care and just plain care both 
work. To fail in this will mean that each of us, when the 
time comes to be a patient, will be left without trust and 
with "caveat emptor" as our only slogan. 

JOHN W. BUCKLEYMD, Past President (1984) 

Baltimore County Medical Association 

• • • 


Inequities/Inequalities in the 
Outcome of Rehabilitation 

Two recent studies at the same Maryland rehabilitation 
facility suggest that men make greater functional gains 
than do women during the course of rehabilitation. 1,2 
These studies were conducted on different cohorts of 
patients with different diagnoses. In the first study, Garg 
et al. found that white female stroke patients had lower 
functional scores on discharge than did other stroke 
patients. 1 In the other study, we found that spinal-cord- 
injured (SCI) males make greater functional gains than 
do female patients. Both studies were adjusted analyses 
for many known and potential confounding variables 
such as age, education, and occupational status as well 
as functional status on admisssion. 

Whether these findings represent actual gender dif¬ 
ferences in rehabilitation outcomes is unclear. If so, the 
reasons for these differences need investigation. It is con¬ 


ceivable that psychological or even biological differences 
exist that can account for differing rates of recovery with 
the same illness. Or perhaps gender is serving as a proxy 
for some other unmeasured differences between these 
two groups. 


If rehabiliation is less able to improve the functional 
status of women, we need to assess the care we provide 
and to develop new strategies to make this service more 
equitable. Review of the literature reveals only one study 
of the increased prevalence of women with SCI in Swit¬ 
zerland.^ We could find no other studies that examine 


the differing rates of recovery. Further research focused 
on gender differences is needed to examine this poten¬ 
tial problem in the practice of rehabilitative medicine. 


ROBERTS. EPSTEIN MD 

University of Maryland Medical School 

Department of Epidemiology and Preventive Medicine 

i 

JAMES P.G. FLYNN MD, MPH, Director 
Montebello Rehabilitation Hospital 
University of Maryland Medical System 
Baltimore 
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NOTICE TO AUTHORS: 

Floppies Requested 

When submitting manuscripts for review by MMJ's Editorial Board, please send an IBM compatible 
floppy disk with the document entered in a Word Perfect, Multimate, or Wordstar program. At 
your request MMJ will return your disk after your article is published or if your manuscript is not ac¬ 
cepted. 


Complete Information for Authors 

about submitting manuscripts 
to the Maryland Medical journal 
will appear quarterly (SEP/DEC/MAR/JUN) 
in the meantime, please refer to 
September 1988, page 708 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


Vol 37, No 10 MMJ 759 









Join the MEDICAL and CHIRURGICAL FACULTY 
of the STATE OF MARYLAND 
On an Exciting New 1989 Deluxe Travel Adventure 

Let us take the trouble out of travel for you. Look over these eight extraordinary 
choices for 1989; then make your reservations immediately. 

We don’t want to leave without you. 


South American Adventure 

Departing: February 1989 

This fifteen-day adventure includes 

the best of the “other America.” 

Lima and Cuzco/Machu Picchu, 
Peru. Buenos Aires, Argentina. 
Iguassu Falls and Rio de Janeiro, 

Brazil. 

$2999 per person, double occupancy, 
from Miami 

Wings Over Kenya 

Departing: February 1989 
Our 15-day Kenya safari by air takes 
you to the world’s greatest big game 
reserves the most comfortable way 
posssible. Nairobi, Amboseli, 
Treetops, Mount Kenya Safari 
Club, Samburu and Kichwa Tembo 
Tented Camp in the Masai-Mara. 

$3899 per person, double occupancy, 
from New York 

French Normandy Coast/ 
Seine River Cruise 

Departing: May 1989 
An exclusive, new and different 
thirteen-day adventure. London, 
England. Exclusive, chartered cruise 
of the Normandy Coast and the 
Seine River aboard the M.S. World 
Discoverer from Folkestone past the 
white cliffs of Dover to Portsmouth. 
Cross the English Channel to St.-Malo/ 
Mont-St.-Michel; Jersey, English 
Channel Islands; Caen; Normandy 
D-Day Beaches; Honfleur; 


Caudebec-en-Caux and Rouen. 

Visit Giverny en route to Paris, France. 

From $2999 per person, 

double occupancy, 
from New York 

The Wind Spirit • 

Italy/Adriatic Air/Sea Cruise 

Departing: July 1989 
An exciting, new thirteen-day 
combination of the sailing yacht 
Wind Spirit and the best of Italy. 
Florence and Venice, Italy. Cruise 
aboard the Wind Spirit among the 
islands of the Dalmatian Coast: 
Losinj, Split, Hvar, Korcula, Kotor 
Fjord/Sveti Stefan and Dubrovnik, 
Yugoslavia. 

From $3899 per person, 

double occupancy, 
from New York 

Danube River 

Departing: July 1989 
First, two nights in Istanbul, Turkey, 
city of mosques and minarets. Then 
cruise the Black Sea aboard the 
M.S. Ayvazovskiy. Transfer to the 
M.S. Ukraina for a Danube River 
cruise to Giurgiu/Bucharest, Romania; 
Nikopol/Pleven, Bulgaria; Belgrade, 
Yugoslavia; Budapest, Hungary; 
Bratislava, Czechoslovakia and 
Vienna, Austria. Both ships are 
exclusively chartered. 

From $2999 per person, 

double occupancy, 
from New York 


Canadian Rockies Adventure 

Departing: August 1989 

This ten-day nature spectacular includes 

Edmonton, Jasper Park, a visit to 
Lake Louise, Banff, Victoria and 
Vancouver. 

$1899, per person, double occupancy 
plus airfare 

Orient-Express 

Departing: August 1989 
The nostalgic and romantic Venice 
Simplon Orient-Express is the 
magnificent centerpiece of this exclusive 
thirteen-day holiday to the best of 
Europe. Munich, West Germany. 
Vienna, Austria. Overnight on the 
Venice Simplon Orient-Express 
from Vienna to Paris, France. 

$3599 per person, double occupancy 
from New York 

Wings Over the Nile 

Departing: October 1989 
An exciting new fourteen-day holiday 
in Egypt. Cairo. Alexandria. Fly 
over Suez Canal. St. Catherine’s 
Monastery. Sharm el Sheikh. Four- 
day Nile River cruise aboard the 
M.S. Sun Boat II, newest and most 
luxurious boat on the Nile, from 
Luxor to Edfu, Kom Ombo and 
Aswan. Abu Simbel. All sightseeing 
during the cruise included. 

$3399 per person, 

double occupancy, 
from New York 


FOR MORE INFORMATION, SEND COUPON TO 


The Medical and Chirurgical Faculty of the State of Maryland 


Or call, 301-539-0872 

Yes, I want to get away in 1989! Please send me more 
information on the following programs: 

□ South American Adventure □ Danube River 

□ Wings Over Kenya □ Canadian Rockies 

□ Normandy Coast/Seine River □ Orient-Express 

□ Wind Spirit • Italy/Adriatic □ Wings Over the Nile 


Attn: Patricia Munoz 
1211 Cathedral Street 
Baltimore, MD 21201 

Name_ 


Address. 


City_ 

Area 
Code ( 


.State. 


Office 
) Phone. 


_Zip. 

Residence 
.Phone_ 
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Auxiliary 


"Organ Annie" and "Health Yourself' 

O rgan Annie" came to live in Montgomery County 
three years ago when the Auxiliary to the 
Montgomery County Medical Society put together 
"Health Yourself," a program to promote health and well¬ 
ness for young children. Organ Annie, a soft-sculptured, 
four-foot doll with removable calico organs inside her 
zippered abdomen, was first introduced at Health Your¬ 
self, a month-long series of seminars held in the county 
libraries and sponsored by the Montgomery County 
Auxiliary. 

Organ Annie is especially interesting to primary school 
children who are just learning about their bodies. Using 
a storybook that tells the "Inside Story," storytellers fas¬ 
cinate children with how the food is digested, what hap¬ 
pens to lungs if people smoke, and how kidneys take 
away waste. This is part of,helping children between the 
ages of 3 and 12 learn about and respect their bodies and 
the importance of not using cigarettes and drugs. 

The Montgomery County Public School recognized 
Annie as an exceptional learning enrichment aid and 
have requested a doll for each of its 138 elementary 
schools. Soon Organ Annie will be available in other 
Maryland counties. She may even attend Med-Chi’s 1989 
Annual Meeting. 

The is an important and large project. The 
Montgomery County Auxiliary is seeking help in either 
financing or fabricating a doll and/or dolls. Some of their 
participants and co-sponsors include: Montgomery 
County Public Libraries, MCHD Division of School Health 
Services, American Heart Association, American Cancer 
Society, Giant Food, MDIPA, and the Child Care Division, 
Montgomery County Government. Please present Annie 
to your service group as a vital community service project, 
and share with us the joy of educating our children. 

Auxliary to the Medical and Chirurgical Faculty of the State of 
Maryland. Mrs. Eva Edmonds President; Mrs. Betty J. Molz Editor. 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 



Doctor, Planning to Relocate? 

If you are moving or planning to, please let us 
know so that you won't miss a single issue of the 
Journal. Just fill out the form below and mail it to: 
Doris Cicchini, Journal, 1211 Cathedral St., Balto., 
MD 21201. 

Old Address: 

Name . 

Address . 

City/Town: . 

State: .Zip Code: . 

New Address: 


Name: . 

Address: . 

City/Town: . 

State:. Zip Code: . 

Telephone . 

IMPORTANT: Date Effective: . 

Signature . Date: 
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X-RAY 

EXPERTS 


539*1888 

• 24-hour expediency 

• Exact film duplication of original x-rays 

• Available for your experts review/ 

insurance/legal responses 

• Convenient downtown location 

• Competitive prices 

“Our expertise shines through everytime. 
We make no bones about it.” 


Duplication 

Services 



Give us a call 
1-800-782-XRAY 


Marketing That 
Means Business! 


Hoover Anwar Associates is a full service professional 
marketing organization serving the Medical community. 
We design marketing programs to build and maintain 
your patient base and ensure the revenue you require. 

We specialize in: 

• Marketing Plans 

• Public Relations 

• Brochures, Newsletters, Direct Mail 

• Demographic and Market Research 

• Location and Competition Assessment 

• Patient Satisfaction and Attraction 

• Referral Development 


Hoover Anwar Associates 

First Pennsylvania Bank Building 
Seven East Lancaster Avenue, 
Ardmore, PA 19003 


Call for a free telephone consultation: HOOVER • ANWAR 
Rebecca Anwar, Ph.D., 215-649-8770 ASSOCIATES 

The vital sign is your bottom line! 




REISTERSTOWN 

FEDERAL 

SAVINGS 

BANK 


• FROM HOMEOWNERS, TO BUILDERS, TO COMMERCIAL 
DEVELOPERS —WE DO IT ALL! 

CALL THE LOAN TEAM 

833-2226 



SPECIALIZING IN 

CONSTRUCTION 

LOANS 

“WE DO IT ALL” 



COMMERCIAL 


RESIDENTIAL 


DEVELOPMENT 



EQUAL HOUSING 
LENDER 


BALTIMORE COUNTY: 11817 Reisterstown Road • Reisterstown, Maryland 21136 • (301) 833-2226 
CARROLL COUNTY: 6415 Ridge Road • Eldersburg, Maryland 21784 • (301) 795-5000 
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The 4 Stages of a 
Physician’s Economic Life* 


• • • 



Accumulation... 


20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 

Age 


...and how to get help along the way: 


Your road to financial independence and wealth 
can start from wherever you may be. Some of our 
physician clients didn’t begin until late in life. 

But those who started sooner are doing better. 

The big thing is to start. 

We can help you define your objectives, prepare 
a careful roadmap, counsel and monitor your progress 
along the way...and submit written reports quarterly. 

Write or call me, William I. Kissinger, CPA, 
President — for more information or a copy of our 
small descriptive brochure. 



Kissinger Advisory, Inc 


A Registered Investment Advisor 
A Subsidiary of Kissinger Financial Services, Inc. 

Advisors and Planners 

Individuals • Self-Employed Professionals • Institutions • Closely-Held Firms 

1919 York Road, Timonium, Maryland 21093 
Telephone: 301/252-3400 Modem: 301/252-3623 


♦Chart copyright © 1988 by Kissinger Advisory, Inc. 
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For what insurance doesn’t cover... 

MEDCASH" 

The Health Care Credit Card." 


Designed exclusively for the health care industry 
by an affiliate of Blue Cross and Blue Shield of 
Maryland, MEDCASH™ offers patients a con¬ 
venient way to pay for medical expenses not covered 
by their insurance. 

At the same time, MEDCASH provides you, the 
physician, with improved cash flow, reduced billing 
expenses and fewer collection problems. 


MEDCASH is now available to all creditworthy 
applicants, regardless of their insurance company or 
coverage. Cardholders enjoy a low interest rate, a 
25-day grace period and up to 36 months to pay. 
MEDCASH. Working for health 
care professionals. 

Blue Cross and Blue Shield of Maryland.' 

Call 1-800-633-9336 for information. 




Executive Director's Newsletter 


MEDICARE CARRIER 
WARNING LETTERS 


HCFA DATA REQUESTS 


BOARD OF PHYSICIAN 
QUALITY ASSURANCE 


OCTOBER 1988 

Medicare carriers will be issuing warning 
letters to physicians who may have violated 
their 1988 Maximum Actual Allowable Charge 
(MAAC) limitations. Last year, physicians 
could comply if their average charges were 
within MAAC limits. This year, however, the 
MAAC absolute limits apply each time a 
service is rendered. According to the AMA, 
HCFA states that the letters are intended to 
promote communication between physicians and 
carriers and advises that physicians who 
receive such letters will be subject to 
increased monitoring. Physicians who 
successfully negotiate with their carrier can 
avoid having their cases referred to their 
HHS Inspector General for sanctions or fines. 
HCFA recommends that refunds be issued where 
actual violations have occurred. Any 
physician experiencing a problem in resolving 
a MAAC dispute should write Med-Chi, Attn: 
Third Party Liaison Committee. 

Some requests to provide data to a Medicare 
carrier may not be authorized by the HCFA. 
Physicians are urged to investigate the 
authorization for all requests for 
information by calling their Component 
Medical Society or Med-Chi. 

Although HCFA has requested Part B carriers 
to prepare proposals to develop a Registry of 
all practitioners who provide services under 
Medicare, HCFA has assured the AMA that it 
does not plan to implement specific 
collection efforts for this project. 

However, at least one carrier has mailed out 
a lengthy questionnaire to physicians and 
demanded its completion. When alerted to 
this situation by the AMA, HCFA made clear 
that the questionnaire had not been 
authorized. 

The Faculty has petitioned the Board of 
Physician Quality Assurance for a Declaratory 
Ruling on whether the law that provides for 
suspension and ultimate revocation of a 
physician's license on conviction of a crime 
of moral turpitude or a plea of guilty or 






nolo contendere with respect to a crime of 
moral turpitude applies to a physician who 
receives probation before judgement. 


NATIONAL HEALTH 
AND NUTRITION 
EXAMINATION SURVEY 


AMERICAN MEDICAL 
TELEVISION 


RCT SLIDESHOW 


AIDS CONFERENCE 


Prince George's and Montgomery Counties 
have been selected as the site of a dress 
rehearsal of the 3rd National Health and 
Nutrition Examination Survey (NHANES III), 
from September 13 through November 15. The 
purpose of the rehearsal is to train staff 
and refine interview and examination 
procedures before the nationwide survey 
begins in October. The data collected will 
be used to estimate the prevalence and risk 
factors of major diseases, nutritional 
disorders, and will serve as the basis for 
national standards of measurements such as 
height, weight, and blood pressure. 

This fall the AMA will launch "American 
Medical Television," a new medium for 
providing timely, focused, clinical and 
socio-economic information for practicing 
physicians, each Sunday from 10 to noon on 
The Discovery Channel. All physician 
members of Component Medical Society public 
relations committees should be made aware of 
this new communication tool. 

A Registered Care Technologist (RCT) 
slideshow is now available through Med-Chi. 
The slides outline the proposal presented at 
the AMA House of Delegates Meeting in June. 
Contact Betsy Newman, Public Relations 
Assistant, at 301-539-0872 or 1-800-492-1056. 

The Southern Maryland Health Systems Agency 
(SMHSA) will present "Military, Medical, 
Public, and Private Agencies Mobilization for 
HIV Infection and AIDS," at the Ramada Inn in 
Oxon Hill, MD on Wednesday, October 19, 1988, 
from 9:30 a.m. to 4:30 p.m. The $10 
registration fee includes the conference, 
meals, followed by a social event. 

Congressman Steny Hoyer, Chairman of the 
House Task Force on AIDS, will be the 
luncheon speaker. Please call SMHSA at 301- 
868-6206 for registration forms. 



Quality Practice Digest 


LEGAL AND ETHICAL CONCERNS OF YOUR MEDICAL PRACTICE 

This monthly digest will summarize the laws of the State of 
Maryland, as well as the guidelines, procedures, codes of 
cooperation and policy statements of the Medical and Chirurgical 
Faculty. These laws and policies are being published to reflect 
recent areas of concern to physicians throughout the state. 

The Principles of Medical Ethics of the American Medical 
Association have been adopted as the ethical standards of the 
Medical and Chirurgical Faculty, and they govern the conduct of 
members in their relations to the public and to each other 
(Faculty Bylaws, Article XIV, Section 1). For more information, 
please refer to the Compendium of Laws, Regulations, Opinions and 
Policies Governing the Practice of Medicine in Maryland. 


Billing for Laboratory Tests 

In response to inquires about the appropriate manner in which to 
bill a patient for laboratory services ordered by the physician 
and provided by a laboratory, the following Ethical Opinion 107 
from the Compendium of Laws, Regulations, Opinions and Policies 
Governing the Practice of Medicine in Maryland (November 1984) 
applies: 

107. Laboratory Referrals 

.03 It is preferable that the laboratory, not the attending 
physician, bill and collect from the patient or third party payor 
for laboratory services. Where circumstances make this 
impractical or where increased costs to the patient would result, 
the bill submitted by the attending physician to his patient or 
third party payor should show the following: 

(a) the name of the laboratory; 

(b) a description of the services provided; 

(c) the laboratory charges for the service; and 

(d) the physician's fee for procurement and processing. 
(See applicable Maryland law in the Health Occupations Article, 
14-504 (17)). 

.04 The attending physician is entitled to fair 
compensation for the professional services he renders. He is not 
engaged in a commercial enterprise, however, and any markup, 
commission, or profit on the services rendered by a laboratory is 
considered to be exploitation of the patient under Maryland law, 
see Health Occupations Article, §14-504 (11). 

.05 A contractual agreement for a flat rate between a 
laboratory and a physician is generally not in the best interests 
of the patient, since it makes difficult, if not impossible, the 





billing requirements of HO 14-504 (17), as the individual cost of 
each test cannot be determined. If such a contract is entered 
into by the physician, the physician should absorb the monthly 
contract charge into the office overhead. In such a case, no 
individual billing for laboratory test performance would take 
place. A true cost cannot be determined for specific tests under 
such a contract that allows a sliding scale of fees depending on 
the volume of tests performed. 

.06 Therefore, it is unethical for a physician to: 

(a) Submit specimens to any laboratories not professionally 
and adequately supervised in accordance with state laws and 
regulations; 

(b) Bill in a manner not in accordance with previous 
statements of policy heretofore set forth? 

(c) Send specimens to any laboratory rendering such 
services at a flat fee, unless the cost of such services is 
included as a cost of his normal office overhead; 

(d) Have a financial interest in any clinical laboratory in 
exchange for referral, to that laboratory, of all the physician's 
lab work? or 

(e) Collect fees from any third party payor to the patient 
for laboratory services not performed by him, or his regularly 
employed assistants, without full disclosure as enumerated in 
paragraph .03 of this statement. 


New Ethical Opinion on Health Care Facility Ownership 

(The following ethical opinion was adopted by the Council in 
November 1987 and is a revision of Ethical Opinion 403 on 
Hospital Ownership by Physicians. The revision applies to 
ownership of all types of health care facilities by physicians. 
The ethical opinion is responsive to inquiries from physicians as 
to whether the physician can own or have an interest in a 
facility to which he will send his patients.) 


It is not inherently unethical for a physician to buy or own an 
interest in a hospital, clinic, or other health care facility. 
However,the use the physician makes of this ownership or interest 
may be unethical. For example, sending a patient to such a 
facility solely for the physician's financial benefit would be 
unethical. 

When a physician has an interest in or owns a hospital, clinic, 
or other health care facility to which he sends his patients, he 
has an affirmative ethical obligation to disclose this fact to 
his patient. 

Under no circumstances may the physician place his own financial 
interest above the welfare of his patients. 

If a conflict develops between the physician's financial 
interests and the physician's allegiance to his patient, the 
conflict must be resolved to the patient's benefit. 







HOW ABOUT IT? 


Is it fair that only some Maryland physicians support the political activity 

that benefits all physicians? 

JOIN THE CAUSE! GET INVOLVED! GET POLITICAL! 

Join Maryland Medical Political Action Committee 


Send your $100 check to: 

Harold Boh, M.D. 

Chairman MMPAC 
1211 Cathedral Street, 

Baltimore, MD 21201 

Contributions to AMPAC and State PAC are not deductible as charitable contributions for Federal income tax purposes. 


















When vour patients need your best 
health care recommendations 
use your head. 



Remember this hat. 


When your patients need home health care remember to 
recommend Staff Builders. Our nurses (RN/LPN). therapists 
(physical/occupational/speech), medical social workers, nurses 
aides, home health/personal care aides, home-makers, live-in 
home companions are all carefully screened, bonded, insured and 
professional in every way. But more than that, they care. So 
remember Staff Builders when you recommend health care 
services. And remember most home health services are paid by 
Medicare. Medical Assistance, or Blue Cross. And that hospital 
and home private duty services are also available. Staff Builders 
personal and professional care is as close as your phone. Just give 
us a call if we can be of assistance. 

Licensed by the State of Maryland and Federally Certified for 
Medicare/Medical Assistance/Blue Cross-Home Care. 

Available every hour 7 days a week. 

Baltimore City 752-0062/625-0222 

Baltimore County 561-1595 

Harford 838-7110 

Howard 730-2311 

Anne Arundel 269-8444 

Carroll 549-2121 

The home cere nursing and private duly service 
doctors and hospitals use nationwide. 

eoe/mf We bill the patient’s insurance company directly. 


staff 
builders 

Health Care Services 



Authors of Articles 

Along with manuscripts submitted to MMJ, 
please send an IBM compatible floppy disk, with 
the document entered in a Word Perfect, Multi¬ 
mate, or Wordstar program. At your request, 
MMJ will return your disk after your article is 
published or if your manuscript is not accepted. 


Gilman School... 
Building the Mind, 
the Body, the Spirit. 
Open House 

Sunday, November 6 at 2 p.m. for parents and 
applicants interested in fall 1989 admission. 

323-3800 

5407 Roland Avenue 


Area meetings and course announcements 
are listed each month under 
Doctors Take Note 



ESIGNERS, 

MAKERS, and MERCHANTS 
OF PRECIOUS JEWELS 
and the famous 
CHESAPEAKE BAY 
COLLECTION 

From our collection of 
remarkable diamond rings 
in many shapes and sizes. 

Through three generations, our philosophy has 
remained the same: to provide excellent work and 
traditional personal service—the finest possible 
value at the lowest possible cost. 

Oscar Caplan 



Jenelers at 
the Bench 
Since 1905 


&^onstt 

BALTIMORE: 314 N. Charles St. • 685-8800 
TOWSON: 616 York Rd. • 823-5995 
EASTON, Maryland: Tidewater Inn • 822-1553 
Major Credit Cards Honored 


Providing 

Genetic Services 

in a Convenient, Comfortable 
and Private Setting. 

Providin g Services in: 

•Genetic Counselling 

• Prenatal Diagnosis 

• Paternity Testing 

• Preconceptual 
Sex Selection 



The Genetic Center, Inc. 

Genetic Counselling and Research. Inc 


Naylors Court 4000 Old Court Road Baltimore, MD 21208 
(301)486-4761 
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One Minute with Diabetes 


Honeymoon 

Doctor, what is meant by the "honeymoon period" of 
diabetes? 

The "honeymoon period" of diabetes probably gets its 
name from the honeymoon staus in life when everything 
seems to be going along well. Typically it is that stage 
when a newly diagnosed diabetic patient requires insulin 
in a decreased amount from that originally used and con¬ 
trol is not difficult. For instance, a reduction from 20 
units to 10 units of Lente in one daily dose with little or 
no glucosuria despite some variation in activity and food 
intake. 

Everything goes smoothly, and both physician and 
patient begin think management of the problem is easy. 
Things procede well for a few weeks or a few months, 
and then almost "brittle" diabetes develops, requiring 
multiple doses of insulin and close supervision. The 
honeymoon is over. 

The reason for the period of easy control is that some 
beta cells have resisted destruction and continued to 
function with the onset of diabetes. They provide sup¬ 
plemental insulin when needed and shut down when 
less insulin is needed. Gradually, these residual function¬ 
ing cells are destroyed, and management of the diabetes 
becomes difficult. Research now being done with im¬ 
munosuppressive agents may make it possible to prevent 
progression of the disease, and if treatment is instituted 
during the "honeymoon" that status can be maintained. 

DeWITTE. DeLAWLER MD 
Editor 


SCOCOOSeOOOOOOOOOSCOeeGOOGCCOCOSOOOCOGGCg 


Consultation is Back! 
WBAL Radio AM 1090 
8-9 p.m. every Thursday 


Featuring a variety of physician speakers and 
topics and hosted by John Stupak, the programs 
will consist of a short discussion of the topic 
followed by call-in questions from listeners. 

For a list of scheduled topics and speakers 
contact the Faculty Office, at 539-0872. 

! 
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Authors of Articles 

Along with manuscripts submitted to MMJ, 
please send an IBM compatible floppy disk, with 
the document entered in a Word Perfect, Multi¬ 
mate, or Wordstar program. At your request, 
MMJ will return your disk after your article is 
published or if your manuscript is not accepted. 


You Should Be Taking 
Care Of Your Patients 
... Not Your Billing! 



Management Systems, Inc. 

Will Speed Up Your Billing 
And “Cure” Ailing Accounts 

MSI implements new methods, designs new programs, and 
enhances existing systems to help physicians improve financial 
controls. 

w' Our system provides the doctor with fast turnaround time. 

^ Medicare & Blue Shield claim dispositions occur on a weekly 
basis. 

^ Statements reach patients shortly after services have been 
rendered and your expert care is still fresh in their minds. 

^ Insurance rejections are easily resolved. 

^ Self-pay statements are generated as required with clear 
explanations. 


Management Systems, Inc.’s 
‘‘Computer-Side Manner” Is 
The Best 

MSI can provide the level of participation 
each customer requires with a full range of 
services, using a batch system, an online system, or a 
comprehensive turnkey system 

^ Insurance forms are completed and submitted, and self-pay 
statements are mailed. 

^ Receipts, deposits, and patient inquiries are handled by MSI. 
^ We manage your accounts receivable 

Our turnkey systems are comprehensive in handling all a 
physician's billing needs. 

MSI can help physicians structure their office procedures. Our 
years of experience allow us to serve you in an efficient and 
individualized manner. 

Call MS! to find out how we can help you 


( 301 ) 825-5626 



Management \^->ySystems, Inc. 

7215 York Road, Baltimore, Maryland 21212 
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HBP Commentary 


- _* 

New Guidelines for High Blood Pressure Management: 

Special Considerations, Drug Interactions, and Adverse Drug Effects 

The 1988 Report of the Joint National Committee 0NC) on Detection, Evaluation and Treat¬ 
ment of High Blood Pressure was recently released. Intended as a guide for practicing 
physicians and other health professionals in their care of hypertensive patients, this report 
was reviewed in Commentary last month. To augment that review, some special considera¬ 
tions are noted, and a table of adverse drug effects is provided. 


T he National High Blood Pressure Education Program 
recently released the Joint National Committee 
Report on the Detection, Evaluation and Treatment of 
High Blood Pressure (JNCIV), which was published in its 
entirety in the May issue of Archives of Internal 
Medicine . 1 A listing of new and old drugs, recommended 
revised doses of some drugs, and a new scheme for in¬ 
dividualized stepped-care therapy were presented in this 
column last month. 2 

Other factors should be considered in the selection of 
initial therapy, particularly for those patients with mild 
or uncomplicated hypertension who are likely to require 
only one drug. 

• Blacks and older patients tend to respond better 
to diuretics or calcium antagonists than to beta- 
blockers or ACE inhibitors. Gender has not been 
found to be a significant determinant of response 
to drugs. 

• Antihypertensive drugs may worsen some diseases 
while improving other conditions. They also may 
interact with medications used to treat these 
problems, as shown in Table 1. For example, beta- 
blockers may worsen asthma and peripheral 
arterial disease, but they may improve angina pec¬ 
toris, certain cardiac dysrhythmias, and migraine 
headaches. Awareness of the more common side 
effects of the various agents, listed in Table 2, is 
necessary to select drugs that may improve con¬ 
comitant diseases or symptoms and to avoid those 
that may worsen them. 

• Antihypertensive drugs may cause undesirable 
symptoms. For example, many of these agents may 
impair sexual function; centrally acting drugs may 
impair mental acuity; and beta-blockers may reduce 
exercise tolerance, as well as induce fatigue and 
sleep disorders in some patients. 

• Physiologic and biochemical measurements: some 
health practitioners have found certain physiologic 
and biochemical measurements (for example, 
body weight, heart rate, plasma renin activity, rest- 
ing electrocardiographic tracing, and 
hemodynamic functions) to be helpful in choosing 
specific therapy. 

HBP Commentary is contributed by the Maryland 
Commission on High Blood Pressure and Related 
Cardiovascular Risk Factors, 201 W. Preston St., 
Baltimore, MD 21201 (301-225-5891). Editors: 

R. Patterson Russell MD, Past Chairman; Donald O. 
Fedder PbarmBS, DrPH, Chairman; and Carol Lewis 
MPH, ScD, Executive Director. 


[A] 


• Tranquilizers and sedatives are not effective in 
lowering blood pressure and should not be con¬ 
sidered for use as antihypertensive therapy. 

The cost of therapy may be a barrier to controlling 
hypertension. Treatment costs include not only the price 
of drugs but also the expense of laboratory tests, sup¬ 
plemental therapies, office visits, and time lost from 
work for visits to physicians’ offices. 


Tabic 1. Drug Interactions in Antihypertensive Therapy 


Diuretics 

Diuretics can raise lithium blood levels by enhancing proximal 
tubular reabsorption of lithium. 

Nonsteroidal anti-inflammatory agents, including aspirin, may an¬ 
tagonize antihypertensive and natriuretic effectiveness of diu¬ 
retics 

Angiotensin-converting enzyme (ACE) inhibitors magnify potas¬ 
sium-sparing effects of triamterene, amiloride, or spironolactone. 

ACE inhibitors blunt hypokalemia induced by thiazide diuretics. 

Sympatholytic agents 

Guanethidine monosulfate and guanadrel sulfate: Ephedrine and 
amphetamine displace guanethidine and guanadrel from storage 
vesicles. Tricyclic antidepressants inhibit uptake of guanethidine 
and guanadrel into these vesicles. Cocaine may inhibit neuronal 
pump that actively transports guanethidine and guanadrel into 
nerve endings. These actions may reduce antihypertensive 
effects of guanethidine and guanadrel. 

Hypertension can occur with concomitant therapy with phenothia- 
zines or sympathomimetic amines. 

Monoamine oxidase inhibitors may prevent degradation and me¬ 
tabolism of released norepinephrine produced by tyramine- 
containing foods and may thereby cause hypertension. 

Tricyclic antidepressant drugs may reduce effects of clonidine and 
guanabenz. 

0-Blockers 

Cimetidine may reduce bioavailability of 0-blockers metabolized 
primarily by liver by inducing hepatic oxidative enzymes. Hy¬ 
dralazine, by reducing hepatic blood flow, may increase plasma 
concentration of 0-blockers. 

Cholesterol-binding resins, ie, cholestyramine and colestipol, may 
reduce plasma levels of propranolol hydrochloride. 

0-Blockers may reduce plasma clearance of drugs metabolized by 
the liver (eg, lidocaine, chlorpromazine, coumarin). 

Combinations of calcium channel blockers and 0-blockers may 
promote negative inotropic effects on the failing myocardium. 

Combinations of 0-blockers and reserpine may cause marked 
bradycardia and syncope. 

ACE inhibitors: Nonsteroidal anti-inflammatory drugs, including as¬ 
pirin, may magnify potassium-retaining effects of ACE inhibitors. 

Calcium antagonists 

Combinations of calcium antagonists with quinidine may induce 
hypotension, particularly in patients with idiopathic hypertrophic 
subaortic stenosis. 

Calcium antagonists may induce increases in plasma digoxin 
levels. 

Cimetidine may increase blood levels of nifedipine. 
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Impressive gains in hypertension 
control have contributed to a 50 
percent decline in the national 
age-adjusted stroke mortality rate 
and a 35 percent decline in 
coronary artery disease mortality 
over the past 16 years. For the 
progress to continue, the hyper¬ 
tension control process must be 
extended to the entire population 
and aggressive treatment must 
take into consideration the life¬ 
styles and concomitant conditions 
of individual patients. The 
availability of an increased variety 
of therapeutic approaches 
provides the opportunity to im¬ 
prove hypertension control while 
minimizing adverse effects; it is for 
this reason this column is dedi¬ 
cated to emphasizing special con¬ 
siderations for selecting therapy 
and reviewing drug interactions 
with antihypertensive agents and 
their recognized adverse effects. 
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Table 2. Adverse Drug Effects 




Precautions and Special 

Drugs 

Selected Side Effects* 

Considerations 

Diuretics* 

Thiazides and related sulfonamide diuretics 

Hypokalemia, hyperuricemia, glucose 
intolerance, hypercholesteremia, 
hypertriglyceridemia, sexual dysfunction, 
weakness 

May be ineffective in renal failure, 
hypokalemia increases digitalis toxicity; 
may precipitate acute gout; may cause an 
increase in blood levels of lithium 

Loop diuretics 

Same as for thiazides 

Effective in chronic renal failure; 
hypokalemia and hyperuricemia as above 

Potassium-sparing agents 

Hyperkalemia 

Danger of hyperkalemia or renal failure in 
patients treated with ACE inhibitor or 
nonsteroidal anti-inflammatory drug; may 
increase blood levels of lithium 

Spironolactone 

Gynecomastia, mastodynia 

Interferes with digoxin immunoassay 

Triamterene 


Danger of renal calculi 

Amilortde 

Adrenergic inhibitors 

0-Adrenergic blockers§ 

Bronchospasm, peripheral arterial 

Should not be used in patients with asthma, 

Acebutolol 

insufficiency; fatigue, insomnia, sexual 

COPD, congestive heart failure, heart 

Atenolol 

dysfunction, exacerbation of congestive 

block (>first-degree), and sick sinus 

Metoprolol 

heart failure, masking of symptoms of 

syndrome; use with caution in insulin- 

Nadolol 

hypoglycemia, hypertriglyceridemia, 

treated diabetic patients and patients with 

Penbutolol sulfate 

decreased HDL cholesterol (except for 

peripheral vascular disease; should not be 

Pindolol 

Propranolol hydrochloride 

pindolol and acebutolol) 

discontinued abruptly in patients with 
ischemic heart disease 

Timolol 

Centrally acting adrenergic inhibitors 

Clonidine 

Drowsiness, sedation, dry mouth, fatigue, 
sexual dysfunction 

Rebound hypertention may occur with 
abrupt discontinuance, particularly with 
prior administration of high doses or with 
continuation of concomitant (3-blocker 
therapy 

Guanabenz 

As above 

As above 

Guanfacme hydrochloride 

As above 

As above 

Methyldopa 

As above 

May cause liver damage and Coombs¬ 
positive hemolytic anemia; use cautiously 
in elderly patients because of orthostatic 
hypotension; interferes with 
measurements of urinary catecholamines 
levels. 

Clonidine TTS (Patch) 

As above; localized skin reaction to the 
patch 


Peripheral-acting adrenergic inhibitors 

Guanadrei sulfate 

Diarrhea, sexual dysfunction, orthostatic 
hypotension 

Use cautiously because of orthostatic 
hypotension 

Guanethidine monosulfate 

Same as for guanadrei 

Same as for guanadrei 

Rauwolfia alkaloids 

Lethargy, nasal congestion, depression 

Contraindicated in patients with history of 
mental depression; use with caution in 
patients with history of peptic ulcer 

Reserpme 

Same as for rauwolfia alkaloids 

Same as for rauwolfia alkaloids 

a,-Adrenergic blockers 

Prazosin hydrochloride 

First-dose" syncope, orthostatic 
hypotension, weakness, palpitations 

Use cautiously in elderly patients because of 
orthostatic hypotension 

Terazosin hydrochloride 

As above 

As above 

Combined a-3-adrenergic blocker: 

Bronchospasm, peripheral vascular 



insufficiency orthostatic hypotension 

COPD. congestive heart failure, heart 
block (>first-degree). and sick sinus 
syndrome; use with caution in insulin- 
treated diabetic patients and patients with 
peripheral vascular disease 

Vasodilators 

Headache, tachycardia, fluid retention 

May precipitate angina pectoris in patients 
with coronary artery disease 


Positive antinuclear antibody test 

Lupus syndrome may occur (rare at 
recommended doses) 


Hypertrichosis 

May cause or aggravate pleural and 
pericardial effusions; may precipitate 
angina pectoris in patients with coronary 
artery disease 

ACE Inhibitors 

Calcium antagonists 

Rash, cough, angioneurotic edema, 
hyperkalemia, dysgeusia 

uan cause reversible, acute, renal failure in 
patients with bilateral renal arterial 
stenosis or unilateral stenosis in a solitary 
kidney; proteinuria may occur (rare at 
recommended doses); hyperkalemia can 
develop, particularly in patients with renal 
insufficiency; rarely can induce 
neutropenia; hypotension has been 
observed with initiation of ACE inhibitors, 
especially in patients with high plasma 
renin activity or in those receiving diuretic 
therapy 

Edema, headache 

Use with caution in patients with congestive 
heart failure; contraindicated in patients 
with second- or third-degree heart block 

Verapamil 

Constipation 

May cause liver dysfunction 

Diltiazem hydrochloride 

Nifedipine 

Constipation 

Tachycardia 

May cause liver dysfunction 

Nitrendipine 

Tachycardia 



•nTuma uni k «k ^ •, r-'- 1 V . y ° aMU "yM« r tensive agents. Mot indicators angioti 

enzyme, HDL. high-density lipoprotein; and COPD. chronic obstructive pulmonary disease 

!I h * , ' d ® eMec,s is not ^-inclusive, and health practitioners are urged to reler to the package insert lor a more detailed listing 

|bee table 3 tor a list of these drugs. 

SSudden withdrawal of these drugs may be hazardous in patients with heart disease. See Table 3 tor a list ot these drugs 
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Plan Your ’88 Taxes Today 


NADEN LEAN 

Certified Public Accountants 

1-3 Ol-NLA-CPA’S 


Baltimore (301) 466-3300 
Westminster (301) 876-5800 


Washington (202) 982-1082 
Columbia (301) 964-8290 


A Step Above... 




Roland Park North is a step above ordinary townhome living. In its final phase, with 4 levels of luxurious living 
space, two-car garages, over-sized decks, fully-equipped custom kitchens by Stuart, seven skylights, fireplaces and 
luxurious master bath suites, it’s everything you’ve come to expect in a Roland Park home. . .and more. Visit 
our furnished model today or call Lisa Vietti or Laurie Brunink at 323-9494, open daily 12-5 or by appoint¬ 
ment; closed Wednesday. 5700 block of Roland Avenue, South of Lake Avenue. Priced from $344,500. 
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1988-1989 RECOMMENDATIONS FOR USE OF INFLUENZA VACCINE 

The U.S. Public Health Service, Immunization Practices 
Advisory Committee (ACIP), has published its recommendations for 
the prevention and control of influenza for the 1988-1989 season 
(MMWR 1988 ; 37 : 361-364 ; 369-373) . The standard trivalent vaccine, 
with seasonal antigenic modifications, is recommended for 
high-risk persons, their health-care providers, and their 
household contacts. 


?#5prLrvOJl 
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TIMING: 

The development of a protective response following 
vaccination takes about two weeks. Programs for 
administration of the 1988-1989 trivalent vaccine to 
high-risk persons should begin prior to the start of the 
influenza season, usually in December. 

VACCINE COMPOSITION: 

The 1988-1989 trivalent influenza vaccine contains 15 yg 
each of A/Taiwan/86 (H1N1), A/Sichuan/2/87 (H3N2), and B 
Victoria/2/87 hemagglutinin in each 0.5 ml. 

Note: Remaining 1987-1988 vaccine should not be used . 

See Table 1, below, for dosage, by age of patient. 


TABLE 1. Influenza vaccine* dosage, by age of patient — 1988-89 season 


Age Group 

Product 

Dosage* 

Number of 

Doses 

Route' 

6-35 mos 

Split virus only 

0.25 mL 

1 or 2 ** 

IM 

3-12 yrs 

Split virus only 

0.50 mL 

1 or 2** 

IM 

>12 yrs 

Whole or split virus 

0.50 mL 

1 

IM 


in each 0.5 mL. Manufacturers include Connaught (Fluzone® whole or split, distributed by E.R. Squibb & Sons); 
Parke-Davis (Fluogen® split); and Wyeth Laboratories (Influenza Virus Vaccine, Trivalent® split). For further 
product information, call Connaught (800)822-2463, Parke-Davis (800)223-0432, and Wyeth (800)321-2304. 
t Because of the lower potential for causing febrile reactions, only split virus (subvirion) vaccine should be used in 
children. Immunogenicity and side effects of split and whole virus vaccines are similar in adults when vaccines are 
used according to the recommended dosage. 

*lt may be desirable to administer influenza vaccine to high-risk children when they receive routine pediatric 
vaccines, but in a different site. Although studies have not been conducted, simultaneous administration should 
not lessen immunogenicity or enhance adverse reactions. 

^The recommended site of vaccination is the deltoid muscle for adults and older children. The preferred site for 
infants and young children is the anterolateral aspect of the thigh. 

**Two doses are recommended for children ^12 years old who are receiving influenza vaccine for the first time. 









PRIORITY TARGET GROUPS FOR SPECIAL VACCINATION PROGRAMS: 


1. Groups at greatest medical risk of influenza-related 

complications: 

A. Adults and children with chronic diseases of the 
cardiovascular or pulmonary systems that have 
required regular medical follow-up or 

hospitalizations during the preceding year, including 
children with asthma. 

B. Residents of nursing homes or other chronic care 
facilities housing patients of any age with chronic 
medical conditions. 

2. Groups at moderate risk of influenza-related 

complications: 

A. Otherwise healthy individuals 65 years of age or 
older. 

E. Adults and children with chronic metabolic diseases 
(including diabetes mellitus), renal dysfunction, 
hemoglobinopathies, or immunosuppression. 

C. Children (age 6 months to 18 years old) receiving 
long-term aspirin therapy, who may be at risk of 
developing Reye's syndrome following influenza 
infection. 

3. Groups potentially capable of nosocomial transmission of 

influenza to high-risk persons: 

A. Physicians, nurses, and other personnel who have 
extensive contact with high-risk patients (e.g., 
primary care and certain specialty clinicians, staff 
of intensive care units, particularly neonatal 
intensive care units). 

B. Providers of home care to high-risk persons (e.g., 
visiting nurses, volunteer workers) as well as all 
household members of high-risk persons, including 
children, whether or not they provide care. 

VACCINATION OF OTHER GROUPS: 

1. Influenza vaccine should be administered to any person who 
wishes to reduce his/her risk of acquiring influenza 
infection. Persons who provide essential community 
services may be considered for vaccination to minimize the 
disruption of essential activities during severe epidemics 

2. Pregnant women who have medical conditions that increase 
their risk of complications from influenza should be 
vaccinated. Administering the vaccine after the first 
trimester is a reasonable precaution to minimize the 


theoretical risk of teratogenicity. However, it is 
undesirable to delay vaccination of pregnant women with 
high-risk conditions who will still be in the first 
trimester of pregnancy when the influenza season begins. 

3. Persons infected with human immunodeficiency virus (HIV) 
have increased infections and complications caused by 
various respiratory pathogens. Similar increases due to 
influenza have not been reported during recent epidemics. 
Nevertheless, because influenza may result in serious 
illness and complications in some HIV-infected persons, 
vaccination is a prudent precaution. 

PERSONS WHO SHOULD NOT BE VACCINATED: 

Inactivated influenza vaccine should not 
who have an anaphylactic hypersensitivity to 
acute febrile illnesses should not usually 
their temporary symptoms have abated. 

SIDE EFFECTS AND ADVERSE REACTIONS: 

The most frequent side effect of vaccination with influenza 
vaccine is soreness around the vaccination site for up to 1 to 2 
days; this occurs in less than cne-third of the vaccinees. In 
addition, the following two types of systemic reactions have 
occurred: 


be given to persons 
eggs. Persons with 
be vaccinated until 


1. Fever, malaise, myalgia, and other systemic symptoms occur 
infrequently and most often affect persons who have had no 
exposure to the influenza virus antigens in the vaccine. 
These reactions begin 6-12 hours after vaccination and can 
persist for 1 or 2 days. 

2. Immediate, presumably allergic reactions such as hives, 
angioedema, allergic asthma, or systemic anaphylaxis occur 
extremely rarely after influenza vaccination. These 
reactions probably result from hypersensitivity to some 
vaccine component, most likely residual egg protein. 

ANTIVIRAL AGENTS FOR INFLUENZA A: 

Amantadine hydrochloride is the only antiviral drug approved 
for marketing in the United States that has specific activity 
against influenza A viruses. Amantadine interferes with the 
replication cycle of type A influenza viruses. It is 70%-90% 
effective in preventing illnesses caused by naturally occurring 
strains of influenza A virus, when administered within 24-48 hours 
after the onset of symptoms. Amantadine is not effective against 
type B influenza. Amantadine can be given for prophylaxis or for 
treatment. The dosage should be determined based on the age, 
renal function, and neurologic status of the patient (see MMWR, 
19 8 8; 3 7:373. 



HEPATITIS A 


As of August 23, 1988, 203 cases of hepatitis A have been 
reported to the Maryland Department of Health and Mental Hygiene, 
a 28% increase over the same period for 1987. Eight outbreaks of 
hepatitis A have been reported during 1988. The outbreaks have 
been associated with food-service facilities, day care and school 
settings, and family and community groups. 

Health departments are providing cases and contacts with 
information on the symptoms of hepatitis and on the recommended 
prophylaxis for families and other close contacts. As a result, 
clinicians may be seeing more requests for immune globulin (IG) or 
more patients with symptoms compatible with hepatitis A. 

We would like to remind clinicians of several important 
points in the diagnosis and management of hepatitis A: 

DIAGNOSIS: Diagnosis of acute hepatitis A is confirmed by the 
presence of IgM antibody to hepatitis A virus (HAV) in serum 
collected during the acute phase or the early convalescent phase 
of disease. 

SOURCE OF HAV: Transmission of HAV is fecal-oral. Persons 
diagnosed with hepatitis A should be interviewed for risk 
factors of hepatitis A. These include: 1) attending or working 
in a nursery, day care center, or preschool; 2) being a 
household contact of a child or employee in a nursery, day care 
center, or preschool; 3} being a contact of a confirmed or 
suspected hepatitis A case; 4) suspected of being part of a 
common-source foodborne or waterborne outbreak; 5) international 
travel. 

POTENTIAL SPREAD: Cases of hepatitis A should be interviewed to 

determine their occupation (especially food-handling), 
potential groups exposed (such as day care contacts), and their 
household, sexual, and other close contacts. 

REPORTING: All cases of hepatitis A should be reported promptly 

to the local health department to assist in early prophylaxis of 
contacts and recognition of possible outbreaks. The health 
department can assist in making recommendations for day care 
centers, restaurant contacts, etc. 

PROPHYLAXIS AND PREVENTION: IG should be given to contacts as 
soon as possible after exposure and usually within two weeks of 
exposure. A single intramuscular dose of immune globulin (0.02 
ml/kg) is recommended for post-exposure prophylaxis. Strict 
handwashing after using the bathroom , after diapering, and 
before preparing food is essential. 

More complete information and recommendations on hepatitis A can 
be found in the Morbidity and Mortality Weekly Report (MMWR) 
1985;34:313-324;329-325. 


Maryland Oncology Newsletter 


Follow-up of the Cancer Patient 


T he follow-up is part of the overall cancer manage¬ 
ment. While some investigators doubt its value in 
certain tumors, 1 most oncologists believe it is almost as 
important as the treatment itself. 2 ’^ Cancer patients can 
be classified into two main groups: 

1. Those who underwent potentially curative therapy, 
should be initially evaluated and staged, then followed 
every 3 months for 3 years, then every 6 months. Such a 
follow-up is required for several reasons: 

(a) To administer adjuvant therapy if applicable. 
Such therapy is usually initiated 2-4 weeks pos- 
toperatively, and occasionally preoperatively in an 
attempt to prevent or at least delay recurrences or 
metastases. 

(b) To measure the disease-free survival. 

(c) To detect early recurrences or metastases that 
can be successfully treated avoiding late complica¬ 
tions. Once recurrence is detected, all effort should 
be made to document it histologically. In addition, 
complete work-up of the patient is in order to as¬ 
sess the extent of the disease. 

(d) To measure the overall survival. 

Therefore, such data should be made available to the 
tumor registry of the hospital, which correlates the 
results and report back to the treating physicians. 

2. Patients who are receiving palliative therapy are 
usually seen and evaluated more often. Such patients are 
evaluated for regression or progression of their disease. 
While surgery and radiation therapy usually are used for 
the management of local recurrences, chemotherapy, 
hormonal therapy, and a combination of both are applied 
for systemic control. However, this is not absolute, as 
surgery may be used to eliminate distant metastases with 
good palliative results, such as liver resections for metas¬ 
tatic carcinoma to the liver. Another example is the use 
of radiation therapy to spinal and brain metastases. As a 
general rule immunotherapy has no role in the manage¬ 
ment of metastases. However, intralesional BCG injec¬ 
tions for local recurrences have been proved beneficial. 
The management of complications that may arise from 
the disease or the treatment can play a major role in pal¬ 
liating the cancer patients. 

While some primary tumors metastasize to the regional 
lymph nodes then systemically, others metastasize sys- 
temically without regional metastases. That is important 
to keep in mind during the follow-up. There are two 
components to the follow-up: physical examination and 
laboratory tests. The physical examination should in¬ 
clude evaluation for local recurrence, regional metas¬ 
tases, distant metastases, as well as to rule out new 
primary lesions. 

Cancer patients have 7 to 17 percent chance of 
developing a new primary unrelated to the first malignan 

If you have any questions, call or write the Surgical Oncology 
Program at the University of Maryland Medical System, RoomN13E02, 
Baltimore, Maryland 21201 (301-328-5224). 


cy. The laboratory tests are performed every 3 to 6 
months initially depending on the stage of the disease. 
Such periods can be doubled after the first 3 years if there 
is no evidence of recurrence or metastasis. Laboratory 
tests include complete blood count with white cell 
differential and actual platelet count, blood chemistries 
including liver function tests and especially serum 
alkaline phosphatase, peripheral blood markers, and 
chest x-ray. Other special studies may include radiologi¬ 
cal studies, endoscopies, occult blood, and others, 
depending on the case. 

CAT scans and bone nucleotide scans are not to be 
repeated unless there are clinical or laboratory reasons, 
for example, bone pain or elevated serum alkaline phos¬ 
phatase. Elevated serum alkaline phosphatase may indi¬ 
cate bone or liver involvement by the tumor, but it is 
occasionally noted in patients with fatty infiltrate of their 
liver. It also can be due to drug toxicity. Hypercalcemia 
does not always indicate bone involvement, but may ex¬ 
press disease progression, as some tumors do secrete 
parathormone-like hormone. 

Anemia could be secondary to toxicity from 
chemotherapeutic agents, infiltration of the bone mar¬ 
row by tumor, or blood loss from another primary such 
as large bowel cancer. Another example is elevated 
serum lactic dehydrogenase (LDI I) in patients with lym¬ 
phoma, chronic lymphocytic leukemia, oat cell car¬ 
cinoma, some adenocarcinomas, pheochromocytomas, 
and metastatic melanomas. Carcinoembryonic antigen 
(CEA) may become elevated not only in recurrent large 
bowel cancers, but it may express the development of a 
new lesion such as lung cancer, in the same patient. 

Finally, patients with in situ carcinomas can be fol¬ 
lowed every 6 months from the start. Despite their good 
prognosis, they may be excellent candidates for other 
new primaries. 
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Tumor conferences are held weekly on Tuesday between 8 and 9 
a. m. in Room N13E28 at the University of Maryland Medical System. 
T/jis is an open meeting, and physicians are welcome to attend. 
Physicians can present cases, but please call328-5224 by noon Mon¬ 
day to obtain time on the schedule for your case(s), and bring the 
pathological slides with you. 

E. GEORGE F.IJAS MD 

Professor of Surgery and Oncology Director, Surgical Oncology 
Program University of Maryland Medical System 
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New this year 


One more reason to join 
theAMA 



Special benefit packages available with 
1988 membership 

A diverse membership has diverse needs, and the AMA is com¬ 
mitted to addressing those needs. This year we’re introducing 
something new when you join the AMA or renew your member¬ 
ship. In your AMA Membership Kit you’ll have the opportunity 
to sign up for one of three benefit packages of publications, confer¬ 
ences, participatory panels, focused issue updates, etc., on topics 
related to the area you designate. Each package is tailored to 
address your particular interests: 

■ Medical and scientific infor¬ 
mation and education 
designed to enhance your 
practice, profession, and the 
public health. 

■ Representation concentrated 
specifically on economic con¬ 
cerns, such as professional 
liability and third party 
reimbursement. 

■ Representation on a broad 
range of issues, including not 
only economic concerns, but 
also quality of care, ethical 
issues, public health, and scientific issues. 

To receive your full range of benefits, select one and only one of 
these free packages by filling out the business reply card in your 
AMA Membership Kit. 

Please look for the card in your AMA Membership Kit and return 
it promptly. Your new benefit package is one more way the AMA 
supports you as a physician. 


If your Preferred Professional Mailing Address should change, please make the change to the 
right of the address shown. Be sure to retain your membership card. 

Use this portion of the card for changes only. 


SUU- Zip 

li-lL-pl*”* 


IMPORTANT: In order to receive your full range of membership benefits, you MUST 
return this card. 

In addition to my usual benefits. I prefer a specially designed package of publications, topical 
conferences, participator} panels, focused issue updates... which focus on the following: 

(Check only one) 

D Medical and Scientific Information and Education which will enhance my practice, 
001 profession, and the health of the public. 

□ Representation Concentrated Specifically on Economic Concerns facing my 
002 practice and profession, such as professional liability and third-party reimbursement 

Representation on a Broad Range of Issues facing my practice and profession, 
including not only professional liability and third-party reimbursement but also quality' 
of care, ethical issues, public health, scientific issues, etc. 


Look for this card in your AMA Membership Kit 


James H. Sammons, MD 
Executive Vice President 
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535 North Dearborn Street 
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Influenza Vaccine Efficacy in a Maryland Nursing Home 

MARY CURRIER MD, MPH; THELMA COFFMAN RN; PATRICIA BOYD RN; BARBARA FREMD; 

and EBENEZER ISRAEL MD, MPH 

An outbreak of influenza A occurred in the residents of a Maryland nursing home between 
January 8 and January 26, 1988. Of 126 residents 54 fit the case definition for influenza. Five 
of ten viral throat cultures obtained were positive for influenza A/Leningrad-like (H3N2). Of 
the 126 residents 121 had known vaccination histories. Eighty-seven of the 121 (72 percent) 
had received the split trivalent vaccine in late September or early October 1987. Incidence 
of illness and complications were not significantly different in vaccinated and nonvaccinated 
residents. 


E lderly persons and those with chronic illnesses are at 
increased risk of serious complications and death 
from influenza A infection. The Immunization Practices 
Advisory Committee has recommended routine annual 
vaccination for nursing home residents. This is an en¬ 
vironment where the individuals are at high risk and the 
infection is readily spread. 1 However, the efficacy of the 
vaccine in nursing home populations is not well docu¬ 
mented. Previous studies have had varying results 
regarding vaccine efficacy in prevention of disease, com¬ 
plications, and death.The usefulness of the vaccine 
changes from year to year depending largely on the close¬ 
ness of the match between the antigens in the vaccine 
and the circulating influenza virus. We examined vaccine 
efficacy in the 1987-1988 influenza season in a Maryland 
intermediate and domiciliary care nursing home. 

Background 

On January 21, 1988, an ongoing outbreak of influen¬ 
zalike illness in a nursing home was reported to the 
Maryland Department of Health and Mental Hygiene. 
The facility has a capacity of 138 residents and was hous¬ 
ing 126 at the time of the outbreak. The average age of 
the residents was 86 years, and 85 percent were female. 
The nursing home was divided into four units: Ward A, 
which housed 26 domiciliary care residents in private 
rooms; Ward B, which was a locked ward for 13 of the 
most senile residents; Ward C, which housed 39 of the 
more independent intermediate care residents; and Ward 
D, which housed 48 intermediate care residents. 

Methods 

During the outbreak, throat cultures for influenza 
identification and acute sera were obtained from 10 resi¬ 
dents who had developed symptoms within the previous 
24 hours. After the conclusion of the outbreak the nurs- 


Dr. Currier is Medical Consultant, Division of Preventive Health Ser¬ 
vices, Mississippi State Department of Health, Jackson, MS. Coffman is 
Supervisor and Boyd Assistant Supervisor of Adult Health, Washington 
County (Maryland) Health Department. Fremd is Virologist and Dr. Is- 
real is State Epidemiologist, Maryland Department of Health and Mental 
Hygiene. 


ing home was again visited. All medical records were 
reviewed for the pertinent period. The case definition 
used was the presence of fever greater than 99-8 °F orally, 
plus one or more of the following symptoms: cough, 
congestion, or sore throat; or having a positive viral 
throat culture. Possible cases were defined as either 
having no fever but having one of the other above 
symptoms, or fever but no other upper respiratory 
symptoms. 


Results 

Influenza A/Leningrad-like (H3N2) was isolated from 
four of the eight cultures obtained from cases and from 
one of the two cultures obtained from possible cases. 
None of the four paired sera showed a fourfold increase 
in titer. 

Fifty-four residents fit the case definition for influenza 
for an attack rate of 43 percent. Twenty-three residents 
were classified as possible cases. The peak frequency of 
cases occurred on January 20, with the onset of the first 
case on January 8, and the last on January 26 (see Figure). 
Five cases developed pneumonia that was confirmed by 
x-ray. Two residents died, one who had pneumonia and 
one who had not received an x-ray. 

One hundred twenty-one residents had known vac¬ 
cination histories, and 87 (72 percent) of these had 
received a 0.5 ml dose of split trivalent vaccine in late Sep¬ 
tember or early October 1987. Each dose contained an¬ 
tigens to influenza A/Leningrad (H3N2), A/Taiwan 


Figure. An Outbreak of Influenza A In a Nursing Home 
January 8 through January 26, 1988 
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(I I IN 1) and B/Ann Arbor. Thirty-six of the 87 vaccinated 
residents were cases: an attack rate of 41 percent. Fifteen 
of the 34 nonvaccinated residents were cases: an attack 
rate of 44 percent. The attack rates of the vaccinated and 
nonvaccinated residents were not statistically significant¬ 
ly different (Yates corrected X 2 = 0.0, p = 0 .94). The 
vaccine efficacy using our case definition was six percent. 
If possible cases were included in the case category, the 
vaccine efficacy becomes negative. The original strict 
case definition was used for the rest of the analysis. 

One of the five pneumonia cases had not been vac¬ 
cinated. The attack rate for pneumonia was not statisti¬ 
cally different between vaccinated cases (11 percent) and 
nonvaccinated cases (7 percent) (Fisher exact test 2- 
tailed p = 1.00). There were two deaths, one was a 
patient who had been diagnosed with pneumonia and 
had been vaccinated. The duration of illness was not 
decreased in the vaccinated cases. 

Characteristics of the vaccinated and nonvaccinated 
groups were examined. The mean age of both the vac¬ 
cinated and the nonvaccinated residents was 87 years. 
The vaccinated group was 83 percent female, and the 
nonvaccinated group was 88 percent female (not statis¬ 
tically significantly different). Underlying serious medi¬ 
cal conditions were compared. Only the diagnosis of 
senile dementia was found to be different between the 
two groups. The diagnosis was found more often in vac¬ 
cinated residents (38 percent) than in nonvaccinated 
residents (9 percent). The relative risk of being vac¬ 
cinated if the resident was senile was 1.44 (95 percent 
C.I.= 1.15, 181). The diagnosis of congestive heart 
failure (CFIF) was found more frequently in cases (24 per¬ 
cent) than in noncases (8 percent) but was not found to 
be related to vaccination status. The relative risk of being 
a case if the resident had CHF was 1.79 (95 percent C.I. 
= 1 . 12 , 2 . 85 ). 

Discussion 

The findings from this nursing home indicate no as¬ 
sociation between vaccination status and disease in¬ 
cidence, incidence of complications (although the 
numbers are small), or duration of disease. The useful¬ 
ness of the vaccine each year depends on the match be¬ 
tween the antigens in the vaccine and those of the 
circulating influenza virus, therefore it is important to 
investigate influenza vaccine efficacy on a yearly basis. 
Our results may be due in part to the drift of the viral an¬ 
tigens from the predicted subtype. The influenza vaccine 
given in the fall of 1987 contained antigens to influenza 
A/Taiwan/1/86 (H1N1), A/Leningrad/360/86 (FI3N2), and 
B/Ann Arbor/1/86, whereas the viral isolates found this 
year in the United States have been "A/Leningrad-like" 
(predominantly A/Sichuan (II3N2) and A/Victoria 
(H3N2)). The isolates from this nursing home were in- 
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fluenza A/Leningrad-like (1I3N2) and were not subtyped, 
but there is little reason to believe they differ from the 
isolates found elsewhere in the U.S. 

The diagnosis of senile dementia was found more often 
in the vaccinated than the nonvaccinated residents. This 
is thought to be due to the nursing home policy that re¬ 
quires oral consent from the resident for vaccination, but 
if the patient is not well enough oriented to give consent, 
he or she is vaccinated "by doctor’s orders." The diag¬ 
nosis of congestive heart failure (CHF) was found more 
frequently in cases than in noncases. It may be that in¬ 
fluenza in CFIF patients is more likely to be a severe ill¬ 
ness with complications, or that CFIF patients require 
more nursing care and are therefore more likely to be ex¬ 
posed to the virus. 

The elderly may have a decreased immune response to 
killed vaccine. 0 This could partially account for the 
insignificant efficacy at preventing disease. 

It is possible there was another concomitant upper 
respiratory illness in the facility. We found no laboratory 
evidence of this, and in five of the ten viral throat cultures 
influenza A was identified. The behavior of the outbreak 
was typical of an institutional influenza outbreak with 
rapid person-to-person spread and high attack rate. 

A problem with retrospectively assessing vaccine ef¬ 
ficacy is the accurate identification of influenza cases. 
Our case definition may have left out the less severe cases. 
If the vaccine did decrease the severity of illness, then one 
would expect these "possible cases" (that is, those with 
fever and no other documented symptoms, or those with 
no fever but one or more of cough, congestion, or sore 
throat) to have a higher rate of vaccination. The vaccina¬ 
tion rate in the possible cases was 76 percent as com¬ 
pared to 71 percent of the cases and 71 percent of the 
noncases (X = 0.24, p = 0.88). So although the vac¬ 
cination rate was higher in the "possible cases" than in 
the cases or noncases, it was not significantly so. When 
the "possible cases" were included as cases in the calcula¬ 
tion of vaccine efficacy the result was an even lower level 
of efficacy. 

In summary, this study found no protective effects of 
influenza vaccination in a nursing home population. We 
could find no methodological explanation for this. More 
research is needed to further evaluate the role of influen¬ 
za vaccine in nursing homes. 
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Fluid Replacement after Blood Donation: Implications 
for Elderly and Autologous Blood Donors 

ALIDANESHVAR MD, MAS 

The first few hours after blood donation are critical because the immediate neuroregulatory 
reflexes are not capable of maintaining blood pressure at the value before loss and volume 
replacement has not taken place effectively. Temporary maintenance of blood volume by 
replacement of lost blood with a crystalloid solution will help bypass this period and provide 
greater cardiovascular stability as well as a subjective feeling of well-being. The procedure 
can be performed economically and may have significant impact on blood donors in general 
and elderly donors in particular. 


T he older population of the United States is large and 
rapidly growing. 1 In July 1983, the United States for 
the first time reached a point where there are more 
Americans over 65 than teenagers. 2 As this population 
grows, concern about their transfusion needs and their 
ability to donate blood also is increasing. 

The upper age limit for volunteer blood donors in the 
United States is 65 years^; however, older donors may be 
accepted, at the discretion of a blood bank physician. 
The age limit suggested by the European Council is 60 
years for new donors and 65 years for repeat donors. Old 
age is not a constraint to autologous blood donation. Yet 
the age limits imposed on voluntary donation imply an 
undefined risk in blood donation by older patients, and 
in many situations the cardiovascular disorders common 
to the elderly may raise concern about the safety of 
phlebotomy. In our hospital, among 934 patients who 
have donated blood for their surgery, 20 percent were 
more than 65 years old. 

One reason for the implied risk is the decrease in blood 
pressure that occurs immediately after blood loss, when 
the neuroregulatory reflexes are not capable of maintain¬ 
ing the blood pressure at the value before donation. 
Consequently, the burden of compensation on a com¬ 
promised cardiovascular system may become harmful. 
Replacement of donated blood with an appropriate solu¬ 
tion might help bypass the period of instability that fol¬ 
lows blood donation and hence decrease the risk of 
blood donation for elderly patients or those patients with 
cardiovascular or other diseases that might otherwise 
compromise their eligibility for autologous transfusion. 

This article evaluates the hypothesis and reviews the 
literature in support of the hypothesis that maintaining 
a relative normovolemia after blood donation will reduce 
or eliminate the risk of blood donation by high-risk 
patients. 


Methods 


Patient Population The 63 subjects were surgical can¬ 
didates with anticipated perioperative blood transfusion 
who were either "elderly" (age > 65) or younger but with 
compromising cardiovascular history, for example, an 

Dr. Daneshvar is with the Blood Bank, Union Memorial Hospital, 201 
East University Parkway, Baltimore, MD 21218. 


gina pectoris, hypertension, or myocardial infarction. 
These were consecutive cases, except for exclusion of 
seven for whom the required information was incom¬ 
plete. Nineteen volunteer blood donors were used as 
controls, and the same procedures were followed except 
for fluid replacement. 

Procedures The patients were studied for changes of 
vital signs during and after phlebotomy of 470 ml of 
blood. Immediately after phlebotomy, 500 ml of crystal¬ 
loid fluid consisting of either sterile normal saline solu¬ 
tion or Ringer’s lactate were infused. Systolic blood 
pressure, diastolic blood pressure, mean arterial pres¬ 
sure, and heart rate were measured by use of a Kendall™ 
Blood Pressure Monitor (The Kendall Company, Boston, 
MA) with numeric print of results. Measurements were 
recorded before donation while the patient was standing 
from a sitting position and about 15 minutes after re¬ 
placement infusion while standing from a recumbent 
position. Vital signs during phlebotomy also were 
recorded, but for lack of major application they are not 
presented. 

By use of a Double Plasmapheresis Blood-Pack® (Fen- 
wall Laboratories, Deerfield, IL), room temperature re¬ 
placement fluid was infused rapidly through the same 
phlebotomy needle, eliminating double stick. All 
phlebotomies were performed by an experienced donor- 
room registered nurse using sterile techniques. All 
donors were managed according to the AABB standards.-^ 
The procedure was found acceptable by the Food and 
Drug Administration and it also was approved through 
the expeditious review of the Hospital’s Research Com¬ 
mittee. Paired Student’s t-test statistical computation 
was performed using an IBM computer. 


Results 

Sixty-three donors (mean age 72 years; range 41 to 87 
years) were monitored for the effects of volume replace¬ 
ment after blood donation. Nineteen control subjects 
had a mean age of 55.8 years (range 26 to 73)- Included 
in the control group was a 66-year-old who experienced 
mild dizziness and a 71-year-old who felt "funny," both 
upon standing. They were allowed to rest on the donor 
chair until their vital signs were stabilized. No other ad¬ 
verse effects were observed among the donors. 

The mean recorded measurements are presented in the 
Figure. In the fluid replacement group, systolic blood 
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pressure decreased from predonation level of 147.1 mm 
Hg to postdonation level of 139-9 mm Hg. Mean arterial 
pressure decreased from predonation level of 112.0 mm 
Hg to postdonation level of 109-8 mm Hg, and diastolic 
blood pressure increased from predonation level of 71.8 
mm Hg to postdonation level of 73 5 mm Hg. The respec¬ 
tive pre- and postdonation changes of blood pressure for 
the control group was systolic from 133 3 to 116.8 mm 
Hg, mean arterial pressure from 108.0 to 95.3 mm Hg, 
and diastolic from 70.6 to 60.8 mm Hg. Heart rate in the 
fluid replacement group increased from 76.3 to 83-6 
beats per minute. Respective figures for the control 
group were 80.4 and 97.2 beats per minute. Comparison 
of the results show that the age-adjusted difference be¬ 
tween systolic (P = 0.0144), mean arterial (P = 0.0021), 
and diastolic (P = 0.0098) blood pressures between sub¬ 
jects and controls are statistically significant. Although 
after donation the heart rate on average increased 16.7 
beats per minute in control group compared with 7.3 in 
subjects, this difference was not statistically significant (.P 
= 0.0889). Likewise, the incidence of two donor reac¬ 
tions in the control group was not statistically significant. 
Many repeat donors with previous experience of blood 
donation expressed their preference for receiving re- 
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Discussion 

The hemodynamic effects of blood donation differ from 
blood loss from other causes in that shortly after the 
episode the subject is expected to assume an erect posi¬ 
tion and leave the scene. Therefore, the effect of a 
phlebotomy is confounded by the effects of postural 
stress. As a result, for example, during a three-year 
period, 203 claims related to donor incidents due to faint¬ 
ing were received by Great American Insurance Midwest, 
Inc., with compensations ranging up to S70,000 per 
case. * The great majority of incidents occured after am¬ 
bulation. The literature does not indicate any particular 
factor that makes the elderly more susceptible. We 
review individual implicated issues, although they are 
clearly interrelated. 

Physiological Effects of Blood Loss After acute 
blood loss, cardiovascular integrity is maintained by a 
number of compensatory changes. Arterial blood pres¬ 
sure is regulated by a system of rapidly acting mechanisms 
that are concerned with immediate survival (barorecep- 
tors and chemoreceptors) and a system for long-term 
control of the basic arterial pressure level that involves 
control of blood volume. Most short-term mechanisms 
for controlling pressure lose their capability after a few 
hours and cannot succeed in bringing the arterial pres¬ 
sure completely back to normal.^ 

After hemorrhage there is a sharp drop in plasma 
volume which, is not replaced immediately. ’ Rather, the 
plasma volume gradually increases until, at the end of 
three to four days, it is greater than the original plasma 
volume by an amount approximately equal to the volume 
of blood cells removed. 

The significant changes in heart rate, arterial blood 
pressure, and oxygen uptake after blood donation are the 
result of the response of the organism to hypovolemia 
and not to loss of hemoglobin. 8 Likewise, according to 
Wallace and Sharpey-Schafer, emotional causes of fall of 
blood pressure seem unlikely, and a sudden drop of 
blood volume appears to be the initiating mechamism of 
"shocked" casualties and blood donors/ Indeed, such 
relatively small changes in hemoglobin induce only 
minor or negligible changes in cardiopulmonary 
parameters. 10 

Postural Effect The ability to adapt to erect posture 
is widely used as a measure of cardiovascular com¬ 
petence. 1 The cardiovascular system of normal subjects 
in the upright posture appears to respond in a manner 
analogous to the supine patient with heart failure. 12 
Blood donation causes an exaggerated response of sys¬ 
tolic blood pressure to alteration in posture. 0 The criti¬ 
cal defect in postural stress is an inadequate central blood 
volume, that is, the blood volume in the lungs, heart, and 
great veins of the thorax. 12 With erect posture, many 






changes occur, including translocation of central blood 
volume, a widespread reflex vaso- and venoconstriction 
due to pressoreceptor activation, a reduction in cardiac 
reserve, and hyperventilation, all of which influence cir¬ 
culatory performance and the susceptibility to fainting. 11 

Effect of Aging The question of reasonable upper age 
limits for voluntary blood donation recently was 
presented to nine experts in an international forum. Six 
of the participants were in favor of an extension of the 
existing limit of 65 years and three were against. 1 ^ The 
existing age limit is based on somewhat arbitrary obser¬ 
vations related to the effects of senescence on the general 
population. The criteria for acceptability of autologous 
donors, on the other hand, are decidedly subjective. Us- 
sing information from donor history and physical evalua¬ 
tion, the blood bank physician makes a judgment to 
accept or reject a particular donor. 

Certain characteristics of elderly patients compromise 
their ability to compensate for the effects of sudden blood 
loss. These may be related to normal aging and include 
changes in the arterial wall that result in graduall^in- 
creasing rigidity of vessels and reduced compliance. 1 It 
also is known that normal aging is associated with a 
progressive loss of cerebral vasomotor responsiveness 
and a decrease in cerebral blood flow. 1 ^ The prevalence 
of many chronic diseases, which rises markedly after age 
65, may also predispose patients toward difficulties. 
Moreover, multiple diseases often occur insidiously in 
the same individual. 1 Indeed, volunteer donors who 
are deferred permanently for medical reasons were found 
to be significantly older. 1 ^ 

Atherosclerosis is by far the leading cause of death in 
the United States and is a prevalent condition in the 
elderly. Moreover, factors such as myocardial infarction, 
valvular heart disease, hypertension, and cardiac anoxia 
that decrease the ability of the heart to pump blood are 
common among the elderly and can cause hypoeffectivity 
of cardiac compliance. 18 

Orthostatic hypotension, a profound and persistent 
decline in arterial pressure with assumption of the 
upright posture, is more prevalent in the elderly popula¬ 
tion for several reasons. For example, use of vasoactive 
drugs, including essentially all antihypertensive agents, 
is more common, disorders of the peripheral, autonomic, 
or central nervous system, including diabetes mellitus, al¬ 
coholism, pernicious anemia, and vascular lesions of the 
brain stem occur, as well as diseased or varicose veins. 
Cardiovascular deconditioning may result after any 
prolonged illness requiring lengthy recumbency. Fur¬ 
ther, reflex-mediated vasomotor instability may initiate 
syncope in syndromes such as carotid sinus hypersen¬ 
sitivity, arteriosclerosis, and hypertension, which usually 
occur in the elderly. 1 ^ 

Notwithstanding these facts, Sharpey-Schafer et al. 


have reported that during venesections of 300 to 
2000 ml in more than 700 patients with heart failure 
there were no instances of fainting ’ ; the authors sug¬ 

gested that the increased central blood yolume and 
heightened venous pressure in such individuals are the 
factors that minimized the fainting tendency. Schmidt 
has recruited senior volunteers as blood donors with a 
lower deferral rate and lower rejection rate compared 
with national average. 22 Likewise, Pindyk et al. have 
shown that a group of elderly donors with a mean age of 
69 2 had a reaction rate not different from the control 
group. These data reveal the chronologic age limit of 
donors is arbitrarily assigned and the biologic age would 
be more pertinent. 

Conclusion 

With recent public awareness of increasing frequency 
of AIDS and other transfusion-transmissible diseases, the 
nationwide demand for autologous blood is growing 
dramatically. This study was devised in an attempt to 
reduce the risks of autologous blood donation. Unlike 
volunteer donors, surgical candidates are more likely to 
be from a sick population. They face rather well- defined 
risks of receiving blood 2 ’ 2 ^ and attempt to donate blood 
in order to avert such risks. From their point of view any 
lesser risk would be justified. Nonetheless, concerns 
about donor safety still remain, and decreasing these risks 
is essential. 

The subjects of this study were patients who, based on 
current criteria, would have been rejected by the author 
as either borderline or not suitable for a safe donation. 
Crystalloid replacement stabilized the vital parameters of 
homeostasis to the extent that none of the patients 
developed any adverse effects after donation. Not neces¬ 
sarily by design, all patients were seen by their physician 
within a reasonable time interval before and after the 
donation. No adverse effect was reported by any 
physician, although admittedly this is a subjective 
criterion. 

The procedure can be performed at a cost of less than 
$2. The use of a plasmapheresis bag, which originally 
was used to avoid additional venepuncture, is super¬ 
fluous. The same procedure can be performed with use 
of a three-way stopcock as described by Baughan and Pat¬ 
terson, 2 ^ or using sterile connecting devices 
(Flaemonetics Corporation, Braintree, MA). This cost is 
considerably less than the cost of tests to detect transmis¬ 
sible diseases on a unit of homologous donor blood (es¬ 
timated to be $ 14 to $20) . Eventually an alteration of the 
donor bag by connecting the fluid container to the donor 
set may make the procedure simpler and more economi¬ 
cal. 

Volume-by-volume replacement of lost blood with 
non-iso-oncotic fluid does not provide a stable nor- 
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movolemia. An optimal state can be achieved by either 
infusion of approximately twice the volume of lost blood 
with crystalloid solution or the same volume with colloid 
solution. 28 For the range of blood loss during blood 
donation, a partial or temporary isovolemic condition 
produced by using crystalloid fluid is considered ade¬ 
quate. Side effects of hypervolemia with a large volume 
of crystalloid and the higher cost of other plasma ex¬ 
panders with their rare complications are avoided. 

Another reason for the efficiency of volume replace¬ 
ment is the effect of hemodilution. Lower hematocrit in 
the range induced by blood donation with normal blood 
volume will increase organ blood flow through improved 
rheology. 

Application to Other Blood Donors 

Although this procedure was designed to support 
autologous blood donation, and its scope is somewhat 
limited in regard to donor response, the beneficial effects 
of volume replacement seem clear and can be extended 
to volunteer blood donors. 

According to Graham, except for those with very slow 
rates, the higher the pulse rate, the more likely is the 
donor to faint. 2 ^ He did not find any correlation between 
systolic, diastolic, or pulse pressure and the subsequent 
occurrence of fainting. According to Ruetz ct al the best 
quantitative measure of the reaction tendency probably 
is the maximum fall in mean arterial blood pressure. 1 
Ogata ct al. have shown that donors with lower diastolic 
pressure are more prone to develop reaction, even if the 
volume of donated blood in their experiment was 
restricted to 200 ml. These potential risks can be 
eliminated by volume replacement: for elderly volunteer 
donors, volume replacement decreases the potential risk 
to an acceptable level; for physically active blood donors, 
it will maintain their exercise capacity by sustaining the 
cardiac compensatory reserve; for other regular blood 
donors, it will eliminate weakness and lightheadedness, 
and other potentially distressing aspects of blood dona¬ 
tion that are among the reasons for donor deferral or lack 
of motivation for blood donation;' and for first-time 
donors, it eliminates the perceived dangers of blood 
donation and anxiety, which are an important antece¬ 
dent of syncope.^ 2 

Acknowledgment 

I acknowledge the work of Debbie Ilassimoto RN, for her diligent 
job as Donor Room coordinator; Dr. Dezso K. Merenyi, Director of the 
Laboratories, for his support of the study; Dr. Allen Gittelsohn from 
Johns Ilopkins School of Hygiene for his assistance with statistical 
analysis; and Dr. Pamela Talalay from Johns Ilopkins Hospital for her 
help in editing the manuscript. 


References 

1. Source Book on Aging. 2nd ed. Chicago: Marquis Academic 
Media, 206. 

2. Time, July 11, 1983:58. 

3. Holland PV, Schmidt PJ, eds. Standards for Blood Banks and 
Transfusion Services. American Association of Blood Banks, 1987: 4. 

4. Sheppard II. Loss prevention manager. Great American In¬ 
surance Midwest, Inc. Presentation in Blood Bank Risk Management 
Meeting, Chicago, September 1987. 

5. Guyton AC. Textbook of Medical Physiology. Philadelphia: W. B. 
Saunders Co., 1986: 246. 

6. Adamson J, Hillman RS. Blood volume and plasma protein 
replacement following acute blood loss in normal man. JAMA 1968; 
205: 609. 

7. Ebert RV, Stead EA Jr., Gibson JG II. Response of normal subjects 
to acute blood loss. Arch Intern Med, 1941; 68: 583. 

8. Markiewics K, Cholewa M, Gorski L, JaszczukJ, ChmuraJ, Bartnic- 
zak Z. Effect of 400 ml blood loss on adaptation of certain functions of 
the organism to exercise. Acta Physiol Pol, 1981; 32: 618. 

9. Wallace J, Sharpey-Schafer EP. Blood changes following control¬ 
led haemorrhage in man. Lancet, 1941: CCXLI, 393- 

10. Woodson RD. Hemoglobin concentration and exercise capacity. 
Am Rev Respir Dis, 1984; 129: Suppl. S72. 

11. Ruetz PP, Johnson SA, Callahan R, Meade RC, Smith JJ. Fainting: 
A review of it’s mechanisms and a study in blood donors. Medicine, 
1967; 46: 363. 

12. Wcissler AM, Roehll WII, Peeler RG Effect of posture on the car¬ 
diac response to increased peripheral demand. J Lab Clin Med, 1962: 
59, 1000. 

13- International forum: Can the existing age limitation for the 
donation of blood be extended without changing the requirements for 
medical control? Vox Sang, 1986; 51: 63. 

14. Bierman EL. Atherosclerosis and other forms of arteriosclero¬ 
sis, in Braunwald E, Isselbacher KJ, Petersdorf RG, Wilson JD, Martin 
JB, Fauci AS, eds. Principles of Internal Medicine, 1987: 1016. 

15. Roman GC. Senile dementia of the Binswanger type. Avascular 
form of dementia in the elderly. JAMA, 1987; 258: 1786. 

16. Nordhagen R. In Reference #13, p. 68. 

17. Blumberg N, Shah I, Hoagland J, Shirer L, Katz AJ. Evaluation 
of individuals deferred from blood donation for medical reasons. Vox 
Sang, 1982; 42: 5. 

18. Guyton AC. Textbook of Medical Physiology. Philadelphia: W.B. 
Saunders Co., 1986: 279- 

19- Sobel BE, Roberts R. Hypotension and syncope. In Braunwald 
E, ed. Heart disease. Philadelphia: W. B. Saunders Co., 1984:930,932. 

20. Sharpey-Schafer EP, Hayter CJ, Barlow ED. Mechanism of acute 
hypotension from fear or nausea. Br Med J, 1958; 878. 

21. IlowarthS, McMichaelJ, Sharpey-Schafer EP. Effects of venesec¬ 
tion in low output heart failure. Clin Sci, 1946; 6, 41. 

22. Schmidt PJ. Senior donors (Abstract). Transfusion, 1984; 24: 
445. 

23- PindyckJ, AvronJ, KuriyanM, Reed M, Iqbal MJ, Levine SJ. Blood 
donation by the elderly. Clinical and policy considerations. JAMA, 
1987;257:1186. 

24. BoveJIL Transfusion-associated hepatitis and AIDS. What is the 
risk? N Engl J Med, 1987; 317: 242. 

25. Soulier JP. Diseases transmissible by blood transfusion. Vox 
Sang., 1984; 47: 1-6. 

26. Baughan ASJ, Patterson, KG. Apparatus for intermittent sam¬ 
pling during venesection. Vox Sang, 1987; 52: 154. 

27. Messmer K. Hemodilution in elective surgery. Discussion in 
Schmid-Schonbein II, Messmer K, Rieger II, eds. Hemodilution and 
flow improvement. Basel: S. Karger, 1981: 285. 

28. Virgilio RW, Rice CL, Smith DE, et al. Crystalloid vs. colloid resus¬ 
citation. Is one belter? Surgery, 1979; 85: 138. 


790 MMJ October 1988 


29. Graham DT. Prediction of fainting in blood donors. Circula¬ 
tion, 1961; 23: 901. 

30. Ogata H, Iinuma N, Nagashima K, Akabane T. Vasovagal reac¬ 
tions in blood donors. Transfusion, 1980; 20: 679. 

31. Tomasulo PA, Anderson AJ, PalusoMB, Gutschenritter MA, Aster 
RII. A study of criteria for blood donor deferral. Transfusion, 1980; 
20:511. 

32. Kaloupek DG, Scott JR, Khatami V. Assessment of coping 
strategies associated with syncope in blood donors. J Psychosom Res, 
1985; 29:213- 


Authors of Articles 

Along with manuscripts submitted to MMJ, 
please send an IBM compatible floppy disk, with 
the document entered in a Word Perfect, Multi¬ 
mate, or Wordstar program. At your request, 
MMJ will return your disk after your article is 
published or if your manuscript is not accepted. 


ARE YOU A NATURAL FOR 


AW 
WA 


MEMBERSHIP? 


YOU ARE •? you are a physician, a nurse, or a pharmacist who 
wants to submit a readable and publishable article to a pro¬ 
fessional journal. 

YOU ARE if you are a professional writer, an editor, or a 
graphics designer in the health care field who wants to be¬ 
come even more creatively productive. 

YOU ARE if you are a medical communicator who wants to 
know and use the best contemporary verbal/visual techniques 
for conveying information. 

YOU ARE if you want to meet, on social and professional 
levels, the many kinds of people described who conduct and 
participate in relevant, stimulating workshops and seminars in 
all parts of the country. 

YOU ARE it you till oul, clip, and mail this coupon j. 


Executive Director, AMWA 
5272 River Road, Suite 410 
Bethesda, Maryland 20816 

YES I want to know more about AMWA 


NAME_ 

TITLE (or specialty) 
ADDRESS_ 


CITY 


STATE 


ZIP 


AMERICAN 
MEDCAL WRITERS 
ASSOCIATION 


AW 
\W 


CHAIRMAN 
DEPARTMENT 
OF SURGERY 

GREATER BALTIMORE MEDICAL CENTER, 
(GBMC), a prestigious 352 bed specialty 
teaching hospital in the northern suburbs 
of Baltimore, Maryland, is seeking a Chair¬ 
man for the Department of Surgery. 

This very active department experiences 
3,700 annual admissions as well as over 
4,400 outpatient surgical procedures. 
The department includes a colo-rec¬ 
tal residency training program. The 202 
Surgeons on staff comprise the depart¬ 
ment's divisions of General and Vascu¬ 
lar Thoracic Surgery, Urology, Neurosur¬ 
gery, Plastic Surgery and Orthopaedics. 

Candidates must have demonstrated 
leadership in clinical, teaching and ad¬ 
ministrative areas appropriate for a surgi¬ 
cal department with the highest stan¬ 
dards of patient management and an 
unusually well qualified surgical staff. The 
successful applicant will be a prominent 
surgeon with the ability to develop and 
implement the goals of the Department. 

GBMC, Maryland's third most active 
acute care hospital, offers an attractive 
private practice environment on a fifty - 
seven acre suburban campus with dy¬ 
namic, state- of-the-art medical care 
and a full array of support services. The 
Hospital is less than 15 minutes from down¬ 
town Baltimore with its outstanding edu¬ 
cational and entertainment opportuni¬ 
ties. The options for public and private 
elementary through post graduate edu¬ 
cation are unsurpassed. 

Applicants should forward a curriculum 
vitae to: 

Stephen M. Busky, MD 
Chairman, Surgery Search 
Committee 

c/oMaryE. Ross, MSN, RN 
Vice President, 

Nursing /Operations 
GREATER BALTIMORE 
MEDICAL CENTER 
6701 North Charles Street 
Baltimore, Maryland 21204 


GBMC 


GMtATfP HAJliMOMf UI(|«A| ( fNMM 


Equal Opportunity Employer 


Vol 37, No 10 MMJ 791 



















Ruth Workman Baldwin MD: 35 Years with the MAB 

Dr. Baldwin, a Baltimore pediatrician, retired as Chairman of the Medical Advisory Board 
(MAB) to the Maryland Department of Transportation’s Motor Vehicle Administration in 1987, 
where she had served since 1952. Over 35 years, Dr. Baldwin served under eight MVA Com¬ 
missioners. On the occasion of her retirement celebration on January 19,1988, one oiMMfs 
Editorial Board members interviewed Dr. Baldwin about her career with the Board. 


I n 1952,1 told one of my patients to turn in his driver’s 
license because he had too many seizures. He was re¬ 
quested to appear before the Medical Advisory Board 
which, at that time, was meeting in a small room in the 
old Department of Motor Vehicles in Baltimore City. I at¬ 
tended the meeting with him to explain his problem, and 
the next week I was invited to join the group. They were 
the four charter members who had been asked to serve 
after the Maryland Legislature passed a law in 1946 creat¬ 
ing the Medical Advisory Board. 

One of the first questions that came to us was "Is al¬ 
cohol a disease, and should we be seeing alcoholics?" Dr. 
Turke talked to our group and convinced us that al¬ 
coholism was a disease and that we should be seeing al¬ 
coholics. Our next big problem was to devise a chemical 
test and to decide on the critical level of alcohol in a 
person’s system that would indicate he or she should be 
seen by a physician. 

Similar tests for other diseases were created, leading to 
discussions about which diseases the Board should be 
monitoring and what controls we should have. 

Over the years as we receive more reliable information, 
we definitely are making progress in addressing and solv¬ 
ing the major health concerns relating to drivers’ com¬ 
petence. For example, we have seen restrictions for 
epileptic drivers decrease from three years to two years, 
then to one year and now down to three months free of 
seizures before being allowed to drive. Today the major 
issue the Medical Advisory Board faces is how to interpret 
the reports we get from physicians, families, neighbors, 
and others. 

Practitioners’ Contributions 

A total of 60 physicians contribute to the Medical Ad¬ 
visory Board’s function. We try to have a psychiatrist 
(preferaby specializing in alcohol treatment), an inter¬ 
nist, a neurologist, and an orthopedic surgeon whenever 
possible. 

There are ways in which practicing physicians could be 
of greater assistance to the MAB, such as issuing timely 
completions of medical status reports on their patients. 
Fortunately, most physicians are very prompt about get¬ 
ting required reports to the Department of Motor 
Vehicles. Practitioners can help the Board do a better job 
by reporting patients they know would be a danger on 
the highway. 

Some physicians decline to cooperate; they com¬ 
plained when we had a mandatory reporting law, believ¬ 
ing they would lose patients. That, however, depends on 


how they advised their patients. I never lost patients 
even though I continued to report them, because I always 
told them that I was trying to prevent any harm to them. 
All my patients accepted that rationale. 

Practicing physicians are no longer required by law to 
report any medical conditions to the DMV. When a law 
requiring such a report was enacted several years ago 
practitioners complained, and the Legislature eliminated 
it after one year. Physicians are not civily liable to the 
patient for reporting a condition, but a lawyer may chal¬ 
lenge the medical board’s decision in court. 

Maryland vs. Other States 

Maryland’s Medical Advisory Board is viewed by other 
states as a model board. It is an ideal. Other states lack 
unity in that they have only a few physicians to whom 
they send reports without first seeing the applicant. 

Since Maryland has no definite set of laws regulating 
drivers with medical problems, the Board can vary the 
way we handle each case. The type of cases we face most 
often are alcoholics: nine of ten cases involve alcoholism. 
The Board has a very definite role regarding the alcoholic 
patient. If an alcoholic patient has been arrested and 
found guilty of driving either under the influence of al¬ 
cohol or drugs (or intoxicated with them), after the court 
hearing he or she must see the MAB and then undergo 
an investigation. If the patient has stopped drinking and 
is going to an AA program, a psychiatrist, or psychologist 
and receives a good report, he/she may be approved for 
driving with one or two restrictions such as "can drive to 
work, school, alcoholic anonymous meeting, or a doc¬ 
tor." If the patient has not stopped drinking, he or she is 
restricted, depending on the degree of alcoholism, until 
six months to a year has passed without any comsump- 
tion of alcoholic beverages. 

Under a #8 restriction, the patient must go to AA, a 
psychiatrist, or a psychologist one to seven times a week 
and/or to a drinking-driver monitor program. A #9 
restriction results in a flag on the driver’s license that 
would alert an arresting officer that the driver has has a 
previous problem with alcohol. If a person consumes al¬ 
cohol and drives with a #9 restricted license, he/she is in 
direct violation of the permit, which can be revoked on 
the spot. 

For many years approximately nine of ten MAB patient 
referrals have been for alcohol problems, and the rest 
have been referred for other medical conditions such as 
epilepsy, senility, cardiovascular disease, diabetes, 
problems with vision, and musculoskeletal incoordina¬ 
tion from disease or injury. 
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Dr. Baldwin said her retirement plans include "sitting 
on her usual boards," but she will not be spending time 
on setting up new programs. 

A 1943 graduate of the University of Maryland School 
of Medicine, Dr. Baldwin recently donated more than 
$80,000 to establish the Dr. Ruth W. Baldwin Visiting 
Professorship in the Department of Pediatrics at her alma 
mater. The Visiting Professorship will be held by an in¬ 
dividual who is widely recognized for his/her achieve¬ 
ments and contributions to the medical discipline of 
pediatrics. The major portion of the available income 
from the Endowment will be applied to an Honorarium 
for the Baldwin Visiting Professorship and the expenses 
incurred with his/her visit. There will be at least one 
Baldwin Visiting Professor for no less than two consecu¬ 
tive days to meet with faculty and students. The formal 
presentation made during that visit will be known as the 
Dr. Ruth W. Baldwin Lecture. 

As this is the first Visiting Professorship that has been 
established for the Department of Pediatrics, Dr. 
Baldwin’s generosity in providing an endowment for this 
purpose will be of benefit to present students and facul¬ 
ty, as well as those who are to follow in Dr. Baldwin’s 
footsteps. 

After attending the Lewis Institute from 1936-1938, Dr. 
Baldwin received a BS degree from the University of 
Maryland in 1942, and the MD in 1943- She was an in¬ 
tern, assistant resident, then resident in medicine in West 



Dr. Ruth Baldwin receiving from Marshall Ricker t aframed Proclama¬ 
tion from Governor Schaefer on behalf of the citizens of Maryland ex¬ 
pressing gratitude and great respect for her many years of devoted 
service on the Medical Advisory Board to the Maryland Department 
of Transportation’s Motor Vehicle Administration. 



At the retirement banquet (from left) Agnes Stoicos, Chief Deputy Administrator; Marshall Ricker t, Ad¬ 
ministrator; Dr. Ruth Baldwin; and EjnerJ. Johnson and William T. S. Bricker, former Motor Vehicle 
Administration administrators. 
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Baltimore General Hospital from 1942-1946; a Fellow in 
neurology at Boston’s Children’s Hospital, 1949; and had 
a private practice in Catonsville, MD in 1950-1952. Dr. 
Baldwin was assistant professor of pediatrics and direc¬ 
tor of the seizure unit at the University of Maryland 
School of Medicine from 1950-1964; associate professor 
of pediatrics, 1964-1976; and professor, 1976-1984. 

Some of the many organizations Dr. Baldwin has been 
affiliated with are the Maryland Council on Developmen¬ 
tal Disabilities, serving as chairman in 1971-1972; mem¬ 
ber of the advisory board of the Association of Mentally 
Handicapped Children in Maryland; Maryland Eastern 
Shore Epilepsy Association; Chesapeake Association for 
Epilepsy, Association for Children with Specific Learning 
Disabilities; Chairman for the Executive Coalition for 
Handicapped; American League Against Epilepsy, Nation¬ 
al Rehabilitation Association; and the American Medical 
Women’s Association. 

Dr. Baldwin was a co-discoverer of aminoaciduria in 
one of the cerebromacular degenerations. For 40 years 
she has focused on the health and welfare of children, 
especially those who have central nervous system dis¬ 
abilities (developmental disabilities). 

A resident of Relay, MD, over the years Dr. Baldwin has 
been concerned about family life, treating others the way 
she wished to be treated, running a home, and raising a 
family of four sons to be understanding, kind, and 
productive. 


How You 
Do The Job Is 
What Matters, 

Not How You Get There. 


A Louis Harris Poll showed that 80% of managers 
interviewed said workers with disabilities were equal 
to or more productive 
than other workers! 

That gives new 
meaning to the term 
"able bodied.” 


A 

Disability 
Can Be 
An Asset. 



The President’s Committee on 
Employment of the Handicapped, 
Washington, D C. 20036 
For more information, call 
1 800-526-7234 
In West Virginia, call 
1 800 526-4698 
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Driving and Epilepsy 

ROBERT S. FISHER MD and ALLAN KRUMHOLZ MD 

Individuals with a history of epileptic seizures have a slightly higher-than-average risk for 
traffic accidents. The increase in risk is believed to be relatively small when seizures are well 
controlled, but there is considerable variation in the definition of "well controlled." Maryland 
uses a three-month seizure-free interval as an index. Certain seizures may not disqualify in¬ 
dividuals from driving, but it is the physician’s responsibility to advise the seizure patient. 
There is precedent for reporting to state authorities if the physician th ink s public safety is 
endangered. Further study is needed to improve ability to predict recurrence of seizures, to 
consider special cases of individuals driving for long periods (for example, commercial driv¬ 
ing), and to balance against the public welfare an individual’s right to lead a productive life 
in our driving-oriented society. 


O n July 1, 1985 the State of Maryland altered its laws 
and regulations regarding driving and epilepsy. 
Previous regulations 1 stipulated 

if an individual has not had an episode of al¬ 
tered consciousness for the preceding three 
years, he may be considered for any class of 
license. If an individual has not had an 
episode of altered consciousness in the 
preceding year, he may be considered for a 
class D or E license only. 

A class D license is a standard individual driver’s license 
and E is a license to drive motorcycles. By this regulation 
individuals who have suffered an alteration in conscious¬ 
ness (such as a generalized seizure) cannot drive a car un¬ 
less special extenuating circumstances, such as adequacy 
of warning, occurrence only during sleep, or occurrence 
because of a physician-advised anticonvulsant reduction, 
were accepted by the Medical Advisory Board of the 
Motor Vehicles Administration. House of Delegates Bill 
913 repealed and reenacted section 16-20 (a) (2) of the 
Transportation Article of the Annotated Code of 
Maryland, and amended section 16-208 (a) of the same 
Article. Amended text of the law now reads 

If the Administration suspends or revokes a 
license of an individual based on a showing by 
the Administration’s records or other suffi¬ 
cient evidence that the individual’s driving 
may be adversely affected by the individual’s 
epilepsy, the period of suspension or revoca¬ 
tion may not exceed 90 days unless the in¬ 
dividual experiences a seizure within 90 days 
after the period of suspension or revocation 
begins. 

Similar wording is applied to issuance and renewal of 
a driver’s license. This change in the law reduced the 
"seizure-free" interval from one year to three months. 

It is the responsibility of the person with epilepsy or 
seizures to notify the Motor Vehicles Administration 
(MVA) of any seizures. The MVA may receive information 
from family, friends, public, or medical authorities with 
respect to an individual’s ability to safely operate a motor 
vehicle. When such information is received by the MVA 

The authors are Associate Professors of Neurology, The Johns Hop¬ 
kins University School of Medicine, Baltimore. Dr. Krumholz is Chief of 
Neurology, Sinai Hospital of Baltimore. 


they schedule an interview with the driving individual in 
a few weeks. He or she is advised to bring a medical 
report (form DC-36) completed by his or her physician, 
and an affidavit (DC-49) filled out by the client. 

Based on the outcome of the interview and the Board’s 
recommendations, one of several actions may occur. Ad¬ 
ditional information may be requested. The MVA may ap¬ 
prove driving privileges with requirements for a medical 
report and an affidavit every three months for one year. 
License may be suspended for an indefinite period be¬ 
cause of coexisting conditions to the seizures (for ex¬ 
ample, ongoing substance abuse). 

In the event of suspension or refusal to issue a license 
because of recent seizures, the client must furnish the 
Medical Advisory Board of the MVA with a completed af¬ 
fidavit and medical report form one week prior to end of 
a suspension. The suspension for recent seizures is 90 
days, commencing at the time the license is suspended 
or refused. If the individual complies and no further 
seizures are indicated, the license will be returned with 
a letter stating the suspension has been rescinded. Medi¬ 
cal reports and affidavits will then be required for three 
additional three-month periods. If further seizures are 
indicated in the report, ongoing suspension would be 
enacted. 

It is noteworthy that the change in the legislation ap¬ 
plied specifically to alteration of consciousness due to 
seizures. Alteration from other causes, such as syncope, 
hypoglycemic coma, and psychogenic loss of conscious¬ 
ness, are still governed by previous regulations general¬ 
ly requiring one year suspension of driving privileges. 

Regulations for interstate driving are governed by 
federal Department of Transportation regulations. Com¬ 
mercial classes of license, including A, B, and C, pre¬ 
viously required a minimum of three years without 
alteration of consciousness; current policies for commer¬ 
cial driving licenses (including school vehicle drivers) are 
under review. The National Transportation Safety 
Board (Washington, DC 20594, "H-86-50") recently 
recommended that "no patient having epilepsy or nar¬ 
colepsy should be considered to be medically qualified 
in Class I or Class II categories," unless seizure free for ten 
years. Class I and II drivers are defined by the American 
Medical Association 2 as operators of buses, limousines, 
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Table. Driving and Epilepsy 


State 

Seizure-Free Period 

State 

Seizure-Free Period 

Alabama 

1 year 

Montana 

6 months 

Alaska 

6 months 

Nebraska 

1 year 

Arizona 

2 years without 
medication, 1 year 
with medication 

Nevada 

3 months 

New Hampshire 

1 year 

Arkansas 

1 year 

New Jersey 

1 year, less on 
recommendation 
of Committee 

California 

No specific time 

Colorado 

No specific time 

New Mexico 

1 year 

Connecticut 

3 months, or less 
with MVA approval 

New York 

1 year. Less with 
doctor’s approval 

Delaware 

No specific time 

North Carolina 

No specific time 

District of 
Columbia 

1 year, or less if 
continued medication, 
or if nocturnal 

North Dakota 

6 months 

Ohio 

No specific time 

Florida 

1 year 

Oklahoma 

1 year 

Georgia 

1 year 

Oregon 

No specific time 

Hawaii 

1 year 

Pennsylvania 

1 year. Less if 
nocturnal or auras 
only 

Idaho 

1 year, or 6 months 
upon doctor approval 

Puerto Rico 

No specific time 

Illinois 

No specific time 

Rhode Island 

No specific time 

Indiana 

No specific time 

South Carolina 

6 months 

Iowa 

6 months. Less if 
Nocturnal seizures 

South Dakota 

18 months. Less with 
doctor’s approval 

Kansas 

1 year 

Tennessee 

No specific time 

Kentucky 

3 months 

Texas 

1 year 

Louisiana 

1 year 

Utah 

3 months 

Maine 

1 year or 6 months with 
doctor recommendation 

Vermont 

24 months or 6 
months with doctor's 
approval 

Maryland 

3 months 

Massachusetts 

6 months 

Virgin Islands 

No specific time 

Michigan 

6 months. Less with 
doctor’s approval. 

Virginia 

1 year 

Washington 

6 months 

Minnesota 

1 year 

West Virginia 

1 year 

Mississippi 

1 year 

Wisconsin 

6 months 

Missouri 

No specific time 

Wyoming 

1 year 


Adapted with permission from the Epilepsy Foundation of America 


ambulances, fire engines, rescue vehicles, articulated 
trucks, trucks transporting hazardous materials (fuel, 
chemicals, explosives, radioactive materials), taxicabs, 
trucks weighing more than 24,000 pounds and vehicles 
towing trailers. 

Background 

Driving is a privilege and for some, a necessity. A 
balance must be struck between protecting the public 
safety and protecting the rights of individuals with epilep¬ 
sy. Every state in the United States has regulations per¬ 
taining to driving and epilepsy. The Epilepsy Foundation 
of America compiled a summary, current to January 1986, 
of state regulations (see Table). Two states require a 
seizure-free interval of at least two years, one of 18 
months, 23 of one year, 9 of six months, 3 of three 
months. Thirteen states list no specific time, usually re¬ 
quiring statements from physicians or advisory boards as 
to whether an individual with a prior seizure should 
drive. This wide variance in seizure-free periods required 
by differing states reflects lack of good data about driv¬ 
ing and epilepsy. 

Several different assumptions underlie existing regula¬ 
tions. At one extreme is the notion that people with a 
history of even one seizure should never drive. This was 
a recommendation by Thalwitzer^ in 1906. In the 1940s 
certain authors advocated that individuals who are free 
from seizures after a long interval of time should be per¬ 
mitted to drive. The actual intervals and the necessity of 
being off anticonvulsant medications was a subject of 
some dispute. Trends in the 1960s and 1970s have been 
toward shorter periods of seizure-free minimum require¬ 
ments, allowance of continuation of anticonvulsant 
medication, and individualization of consideration by 
review boards and referring physicians. 

Risk for Traffic Accidents 

There is no question that fatal accidents may occur 
during epileptic seizures. 1 Certain studies of patients at¬ 
tending epilepsy clinics have uncovered strong relation¬ 
ships between seizures (especially complex partial 
seizures) and auto accidents, however, these are self- 
selected individuals, not representative of the general 
population of people with epilepsy. Nevertheless, the 
risk for such an occurrence is small. One study per¬ 
formed on traffic records of the Netherlands 0 indicated 
traffic accident rate pf 1/10,000 caused by a seizure at the 
wheel. This compares to 6/10,000 accidents caused by 
natural death at the wheel 7 and 5,000/10,000 traffic 
deaths caused by alcohol. 8 Further perspective on this 
statistic may be gained by recognizing that the accident 
rate for women with epilepsy is lower than that for men 
without epilepsy Although the risk for accidents 
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caused by seizures is small, it has been estimated that the 
accident rate of people with epilepsy is approximately 
twice that of the population at large. 0 

It is difficult to know how many accidents occur to 
people with epilepsy because of seizure versus other fac¬ 
tors. Many minor traffic accidents may go unreported, 
and people with epilepsy may have accidents secondary 
to subtle or manifest medication toxicity with impaired 
reflexes or judgment, to underlying neurologic disease, 
or to ordinary causes for traffic accidents. It has been es¬ 
timated that only 1 in 5 accidents involving a driver with 
epilepsy can be attributed definitely to a seizure. 11 

Harsh legal restrictions on driving by individuals with 
seizures may not reduce accident risk. Countries with 
very strict limitations against driving with epilepsy report 
particularly frequent and severe traffic accidents related 
to epilepsy. 5 The inability of strict regulations to reduce 
accident risk may be due to noncompliance with legal 
limitations. In fact, most individuals with seizures who 
drive never reveal their disorder to authorities, despite 
specific requirements for reporting seizures. 12 Noncom¬ 
pliance with existing regulations may be directly linked 
to the severity of restrictions and limitations imposed on 
the individual. Less severe but still sensible restrictions 
actually might reduce the risk of traffic accidents related 
to seizures by promoting compliance with existing legal 
driving limitations. 

Risks for Seizure Recurrence 

Decisions about driving and epilepsy require a risk- 
benefit analysis. Several factors play into the analysis: the 
risk for recurrence of the seizure, the nature of the 
seizure, presence or absence of warning, and time spent 
at the wheel. No method exists to predict with any de¬ 
gree of certainty whether a seizure will recur. So far, the 
best predictor appears to be seizure frequency over a 
recent interval of time. 

Annegers and associates followed 450 patients who 
have been seizure free for at least five years, for an inter¬ 
val of 10 to 20 subsequent years. Treatment varied from 
patient to patient. In general, 30 percent reported at 
least one seizure within the most recent five years of the 
follow-up. Relapse rates were 35 percent for those suf¬ 
fering from complex partial epilepsy (temporal lobe), 20 
percent for those with generalized absence (petit mal), 
and 15 percent in those with generalized tonic-clonic 
(grand mal) seizures. 

After a first unprovoked seizure, the risk of a second 
seizure within three years is approximately 30 percent. 
Recurrent seizures may occur with patients on or off 
medication, although it is common belief (difficult to 
document) that anticonvulsant medication lowers the 
risk of seizure recurrence. 


After several years of being seizure free, it is common 
practice for some physicians to taper medications. In this 
instance there may be as much as a 40 percent risk of 
relapse within five years of tapering. 15 Ingenious 
schemes have been suggested 1 ^ based on the above fac¬ 
tors; however, regulatory agencies require simply ap¬ 
plicable rules. Seizure free interval therefore remains the 
most useful yardstick. 

It would be helpful to know how well a short seizure- 
free interval predicts a longer seizure-free interval. One 
study 17 indicated that three months was a relatively good 
predictor for a one-year, seizure-free period, in that 85 
percent of a sample of 73 patients in a seizure clinic who 
were seizure free for three months remained seizure free 
for the subsequent year. Those who remain seizure free 
for one year continued, 75 percent of the time, to be 
seizure free for three further years. A longer observation 
period is better than a shorter observation period for 
predictive purposes, but the information gained by 
longer periods only marginally improves prediction over 
shorter periods, and there is no clear cut-off in time for 
observation: the curve of "predictability" versus observa¬ 
tion time appears to be continuous. 

Arrayed against the risk for an accident at the wheel are 
the needs of the individuals who have had seizures. Ap¬ 
proximately 5 percent of US population has had a seizure 
sometime in their life, and approximately 1 percent have 
the condition of spontaneously recurrent seizures 
referred to as epilepsy. 18 A vast majority of these in¬ 
dividuals are fully productive members of society, whose 
livelihood and quality of life would be seriously impaired 
by loss of driving privileges for an extended interval. A 
three-month driving suspension may allow arrangements 
to be made to be transported to work. Such arrange¬ 
ments lasting one year may be difficult. A three-month 
time of medication adjustment and observation after a 
seizure is furthermore sufficient to establish that an in¬ 
dividual is not having frequent, recurrent seizures. It is 
no guarantee that seizures will not occur at sometime in 
the future. Risks and benefits must be balanced. 

Mitigating Factors 

Certain seizures give warnings (auras). If these auras 
are consistent and sufficient to allow a driver time to pull 
off the road, then the MVA may grant a license to such a 
person. Similarly, seizures that occur only during sleep 
or on immediate awakening from sleep may not interfere 
with driving ability. Exceptions also exist for individuals 
who have a seizure during anticonvulsant tapering, such 
that regulations (11.17.03-04, paragraph D 2c) contain 
the phrase "unless the alteration of consciousness was 
the result of a recommendation of a physician to discon¬ 
tinue the use of medication because of other medical or 
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surgical considerations." In the latter instance, reinstate¬ 
ment of medication and achievement of therapeutic 
blood levels may suffice to continue driving privileges. 

It must be noted that the interval of anticonvulsant 
tapering, whether under medical supervision or not, is 
believed to be an especially high-risk time. No specific 
regulations or laws address the question of driving during 
an attempted medication taper. Physicians should be 
particularly careful to individualize advice on driving 
during such a period of medication change. Individuals 
who believe they have exceptional seizures, which do not 
impair their ability to drive, may make application for a 
review by the Medical Advisory Board of the MVA, which 
each year reviews several hundreds of cases concerning 
epilepsy and driving. 1 ^ 

If the MVA adopts a Medical Advisory Board recommen¬ 
dation that adversely affects an individual’s driving 
privilege, that person has a right to request an administra¬ 
tive hearing. If the hearing results in an unfavorable 
decision, the involved party may appeal to the circuit 
court for the county in which he or she resides. 

Reporting Requirements 

In Maryland it is the responsibility of the individual 
with seizures to report the condition to the Motor Vehicle 
Administration. Reports are required at the time of ob¬ 
taining a driver’s license or upon renewal every four 
years. Additional notification may be filed in the interim 
by the individual with seizures or anyone in the com¬ 
munity. Physicians may have input into the MVA 
decision; however, in reality, physicians generally do not 
observe seizures and only report information provided 
by the patient. It has been found over the years that 
obligatory reporting by physicians compels many 
patients to lie to their doctors and hinders their medical 
care. Most states, including Maryland, therefore do not 
require physicians to report seizures to the state authori¬ 
ties. If physicians believe an issue of public safety is in¬ 
volved, this may supersede the confidentiality of the 
doctor-patient relationship. 8 Physicians do not grant or 
suspend driving privileges: that is the sole prerogative of 
the state. In all instances, however, the physician should 
give the patient and his or her family the best medical ad¬ 
vice, inform the patient of issues and laws regarding driv¬ 
ing and epilepsy, and document such a discussion in the 
medical record. 


Acknowledgments 

We acknowledge helpful comments from Mrs. Victoria D. Whitlock, 
Director, Maryland Department of Transportation, Motor Vehicle Ad- 
minstration, and from the Professional Advisory Board of the Epilepsy 
Association of Maryland. 


References 

1. Comar, 11.17.01 and 11.17.03 of the Maryland Motor Vehicle Ad- 
ministrtion Regulations: D C. 105 12-84. 

2. Doege TC, Engelberg AC, eds. Medical Conditions Affecting 
Drivers. American Medical Association, 535 North Dearborn St., 
Chicago, IL, 1986. 

3- Thalwitzer F. Epileptiker Als Autofahrer. Munch Med 
Wochenschr, 1906;37:1818. 

4. Nanda RN, Sherrif AG. Fatal accident during epileptic 
automatism. NZMedJ, 1979:90:193-95. 

5. Gastaut H, Zifkin BG. The risk of automobile accidents with 
seizures occurring while driving: relation to seizure type. Neurology, 
1987:1613-16. 

6. van der Lugt PJM. Traffic accidents caused by epilepsy. Epilepsia, 
1975;16:747-51. 

7. Baker SP, Spitz WU. An evaluation of the hazard created by 
natural dath at the wheel. N Eng J Med, 1970;8:405-409- 

8. Gregory DR. The physician’s role in highway safety - reporting 
requirements. In Wecht CH, ed. Legal Med, 1982:257-62. 

9. Masland RL. The physician’s responsibility for epileptic drivers. 
Ann Neurol, 1978;4:485-86. 

10 Crancer A Jr, McMurray L. Accident and violation rates of 
Washington’s medically restricted drivers. JAMA, 1968;205:272-76. 

11. Fountain AJ Jr, Lewis JA, Heck AF. Driving with epilepsy: A con¬ 
temporary perspective. South Med J, 1983;76:481-84. 

12. van der Lugt PJM. Is an application form useful to select patients 
with epilepsy who may drive? Epilepsia, 1975;16:743-46. 

13- AnnegersJF, Hauser WA, ElvebackLR. Remission of seizures and 
relapse in patients with epilepsy. Epilepsia, 1979;20:729-37. 

14. Hausser WA, Andersen VE, Loewenson RB, McRoberts M. 
Seizure recurrence after a first unprovoked seizure. N Engl J Med, 
1982;307:522-28. 

15. Juul-Jensen P. Frequency of recurrence after discontinuance of 
anticonulsant therapy in patients with epileptic seizures. Epilepsia, 
1968 ; 9 : 11 - 16 . 

16. Spudis EV, Penry JK, Gibson P. Driving impairment caused by 
episodic brain dysfunction: Restriction for epilepsy and syncope. Arch 
Neurol 1986;43:558-64. 

17. Kuhl V, Kiorboe E, Lund M. The prognosis of epilepsy with spe¬ 
cial reference to traffic security. Epilepsia 1967;8:195-209. 

18. Zielinsky JJ. Epidemiology. In Laidlaw J, Richens A, eds. A 
Textbook of Epilepsy. New York: Churchill-Livingston, 1982:16-33. 

19- Schneidmuhl AM. The MVA Medical Advisory Board. Md St Med 
J, 1982;31(2):43-45. 


798 MMJ October 1988 


Discipline Commission Actions 


In the Matter of 
Nicholas Michael Azzato MD 
Before the 

Commission on Medical Discipline 

Findings of Fact, 

Conclusions of Law, and Order 
Procedural History 

1. Pursuant to information coming to the attention of 
the Maryland Commission on Medical Discipline (the 
"Commission") late in April of 1987, in May of 1987 the 
Commission commenced an investigation of Nicholas 
Michael Azzato MD ("Respondent"), a licensed physician 
in Maryland. 

2. By a letter dated December 18, 1987 and received 
December 21, 1987, the Commission charged that 
Respondent had engaged in conduct for which he was 
subject to disciplinary action under Maryland Health Oc¬ 
cupations Code Ann. 14-504(2), (3), (6) and (9). 

3. By a Order for Emergency Suspension of License 
dated December 18, 1987 and received December 21, 
1987, the Commission summarily suspended 
Respondent’s license to practice medicine in this state, 
pursuant to Maryland State Government Code 10- 
405(b). 

4. Counsel to Respondent, Courtland Townsend, 
Esquire, and the administrative prosecutor, Robert Roth, 
Assistant Attorney General, negotiated a proposed con¬ 
sent order in this matter, which was rejected by the Com¬ 
mission on February 2, 1988. 

5. On April 5, 1988, the Commission held a hearing on 
both continuation of the summary suspension and the 
pending charges in this case. 

Findings of Fact 

6. The facts set forth in the Procedural History of this 
case before the Commission are incorporated herein as 
if set forth in full. 

7. At all times relevant to this case, except following his 
summary suspension, Respondent has been a licensed 
physician and practitioner in this State. 

8. Respondent is a Board certified specialist in plastic 
surgery. 

9- Respondent, who is 63 years old, has not previously 
been subjected to discipline by the Commission, nor by 
any hospital at which he had privileges. 

10. For approximately 20 years prior to April 1987, 
Respondent had been a regular user of marijuana. 

11. Several years ago (the date is not further specified 
in the record), Respondent was introduced to cocaine in 
a social situation. After noting that he had pharmaceuti¬ 
cal cocaine in his office, to be used in nasal surgery, he 
began to use it for personal use. 

On instruction of the Council of the Medical and Chirurgical Facul¬ 
ty of the State of Maryland, "Findings of Fact, Conclusions of Law, and 
Order” will be published in the Maryland MedicalJournal. 


12. A couple of years later (again, no further date is 
available), Ms. A 1 became a patient of Respondent. He 
performed corrective nasal surgery on her on January 21, 
1986 and the two became friends. 

13. Shortly after Respondent had a coronary episode 
in February of 1986, Respondent and Ms. A began to 
share cocaine and, at some point, progressed from inhal¬ 
ing to injecting cocaine supplied by Respondent through 
his office. 

14. On March 29, 1987, Respondent personally ob¬ 
tained 15 tablets ofValium 5 mg (Diazapan) at a People’s 
Drug store in Bethesda, Maryland upon presentation of 
a fictitious prescription for a patient identified in the 
record as "B" 2 The purpose of this prescription was to 
help A "come down" from cocaine. It was written for 
patient B to avoid detection by A’s husband. 

15- On April 2 or 3, 1987, Respondent overdosed on 
drugs and was transported unconscious to George 
Washington University Hospital. He became a patient of 
psychiatrist Joseph Jurand MD, who began a program of 
rehabilitation that included psychotherapy, Narcotics 
Anonymous, and abstinence from drugs. 

16. On April 21, 1987, Respondent was arrested on 
charges of distribution of controlled dangerous substan¬ 
ces (CDS) (Code, Art. 27, 286) and obtaining CDS by 
fraud, deceit, misrepresentation or subterfuge (Code, 
Art. 27, 287). The drugs involved were Valium and 
Seconal Sodium. 

17. Respondent gave a statement to the Montgomery 
County Police admitting that he probably committed the 
crimes alleged, though he could not recall details, owing 
to his use of drugs, specifically cocaine. 

18. On November 19, 1987, Dr. Azzato entered a plea 
of guilty to two counts (1 and 3) of an eight count indict¬ 
ment. Both counts alleged illegal distribution of CDS, 
specifically Valium. The prosecution nolle prossed the 
remaining charges. 

19 At the continuation of Respondent’s sentencing 
hearing in the Circuit Court for Montgomery County, on 
February 2, 1988, Dr. Azzato was sentenced on Count 1 
to 12 months at the Detention Center, all but 4 months 
suspended, the 4 months to be served at the Montgomery 
County Pre-Released Center on a Weekend turnaround 
basis. The Court, per Judge Mitchell, also imposed a term 
of 2 years supervised probation, during which time he is 
to submit to such counseling as is deemed necessary by 
the Department of Parole and Probation. As to Count 3, 
the Court imposed a two year suspended sentence, with 
an additional two years supervised probation, to run con¬ 
secutive to the probation in Count 1. 

20. As of the April 5, 1988 hearing on this matter, 
Respondent had been free of drugs for one year, as 
verified by ongoing random urine tests, and stated his in- 

1. Although patient A’s name appears on the public record of re¬ 
lated proceedings stemming from these incidents, the Commission 
prefers to withhold patient names from public record. The name is 
kept elsewhere in the confidential file. 

2. This patient’s name has been withheld from the record to protect 
her privacy. 
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tcntion to remain so. The Commission has no reason to 
believe that Respondent, who is still serving his sentence 
at the Pre-Release Center, is not still drug-free to date. 

21. The Commission has reviewed correspondence 
from Respondent’s Narcotics Anonymous sponsor, Don 
Volk, attesting to Respondent’s serious and involved ap¬ 
proach to his recover. 

22. Leonard Dietz MD, an acquaintance and colleague 
of Dr. Azzato, wrote a letter dated January 19, 1988 
noting Respondent’s exemplary conduct as a physician 
and surgeon. He wrote that during a major surgery joint¬ 
ly performed at Holy Cross Hospital on June 29, 1987, 
"Dr. Azzato’s performance, technique and judgment with 
that patient revealed all to be excellent and without ques¬ 
tion of propriety both in the operating room and on the 
post-operative care rendered." 

23- There is no direct evidence on the record that 
Respondent’s drug abuse resulted in deficient medical 
care, although Respondent acknowledged before this 
Commission the tendency of such drugs to impair one’s 
ability and judgment. 

24. Joseph Jurand MD, made a favorable report with 
respect to Dr. Azzato by a letter of November 12, 1987. 

25. Joseph Chambers MD, who had stopped formal 
care of Respondent in August of 1987, also reported 
favorably on his progress in a letter of January 4, 1988. 

26. In a letter of January 22, 1988, Edward Kitlowski 
MD, Chairman of the Commission on Physician 
Rehabilitation, noted the forementioned positive com¬ 
ments of Dr. Jurand and Dr. Chambers and said that 
Respondent had complied with the requests of the Com¬ 
mittee. 

Conclusions of Law 

Based on the foregoing Finds of Fact, the Commission 
concludes that Dr. Azzato’s conduct subjects him to dis¬ 
cipline under Maryland Health Occupations Code Ann. 
14-504(2), (3), (6) and (9), which respectively permit the 
Commission to impose sanctions on any licensee who: 

(2) Fraudulently or deceptively uses a license. 

(3) Is guilty of immoral conduct in the practice of 
medicine. 

(6) Is convicted of or pleads guilty or nolo con¬ 
tendere with respect to a crime involving moral tur¬ 
pitude, whether or not any appeal or other 
proceeding is pending to have the conviction set 
aside. 

(9) Is addicted to or habitually uses narcotics or 
controlled dangerous substances as defined in Ar¬ 
ticle 27 of the Code. 

Order 

Based on the foregoing Findings of Fact and Con¬ 
clusions of Law, it is this 21st day of June 1988, by majority 
vote of a quorum of the members of the Commission on 
Medical Discipline, hereby 


ORDERED that the license of Respondent Nicholas M. 
Azzato MD, an individual licensed to practice medicine in 
the State of Maryland, is hereby SUSPENDED for a period 
of three (3) years beginning on December 21, 1987, the 
date he was served with an Order for Emergency Suspen¬ 
sion of License, and be it further 

ORDERED that all but the first year of the suspension 
shall be STAYED, whereupon, for the remaining two 
years, Respondent shall be on PROBATION, subject to 
the following terms and conditions: 

1. Respondent shall participate in: 

a. Group therapy at a group therapy program ap¬ 
proved by the Commission, at least one session per 
week; 

b. Individual therapy at an individual therapy 
program approved by the Commission, for at least 
one session per week, with the health professional 
providing the individual therapy to issue a report of 
Respondent’s progress to the Commission every six 
months, the first report to be issued one month 
after the date of this Order; and 

c. Narcotics Anonymous for at least six sessions per 
week with no more than one session per day to be 
counted for the purposed of this Order; 

2. That Respondent shall have a urinalysis done ran¬ 
domly, supervised, and at least once per week in a 
program approved by the Commission with copies of the 
results provided to the Commission; 

3. Respondent’s license to practice medicine shall be 
restricted in that Respondent may not prescribe cocaine 
in any form and may not have any cocaine in his posses¬ 
sion or in his office; 

4. Respondent’s practice shall be subject to a Drug 
Audit at Respondent’s expense every three months with 
the results to be sent to the Commission, which must find 
the results acceptable, the first Audit to be made one 
month after the date of this Order; 

5. Respondent may not possess, dispense, or use any 
controlled dangerous substances, unless medically 
necessary for treatment of patients or prescribed for 
Respondent by another medical practitioner; 

6. Respondent shall continue meeting the terms of his 
agreement with the Committee on Physical Rehabilita¬ 
tion, as set forth in a letter dated July 17, 1987 by Edward 
Kitlowski MD, and as may be varied by the Committee 
from time to time, until he completely fulfills the agree¬ 
ment and is discharged by the Committee. See State- 
Respondent’s Joint Exhibit 1 at the April 5, 1988 hearing; 

7. Respondent shall not violate any other provisions of 
the Act; and 

8. Respondent shall practice fully in accordance with 
those standards expected of a competent practitioner of 
medicine in the State of Maryland; and be it further 

ORDERED that after the expiration of three (3) years 
from the date this suspension began to run, the Commis¬ 
sion will entertain a petition for altering or eliminating 
the terms of Respondent’s probationary status upon 
Respondent’s demonstrating to the satisfaction of the 
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Commission that he has complied with the terms and 
condition of his probation. If the Commission deter¬ 
mined that he has not complied with the terms and con¬ 
ditions of his probation, the Commission may modify one 
or more of the conditions of his probation; and be it fur¬ 
ther 

ORDERED that if Respondent violates any of the 
foregoing conditions of probation, the stay on the 
suspension may be lifted and the Commision, after 
notification, a hearing, and determination of violation, 
may impose any additional disciplinary sanctions it 
deems appropriate. 

IUIJlRYT. O’HERUIIYMD, Chairman 
Commission on Medical Discipline 

• • • 

In the Matter of 
Thomas Nelson Carter MD 
Before the 

Commission on Medical Discipline 

Findings of Fact, 

Conclusions of Law, and Order 

Preliminary Statement 

The Maryland Commission on Medical Discipline (the 
"Commission"), 1 on February 6, 1986, ordered the 
suspension of the license to practice medicine of Thomas 
N. Carter MD (the "Respondent") on an emergency basis. 
The emergency action of the Commission was taken pur¬ 
suant to State Government Article 10-405, Annotated 
Code of Maryland (the Administrative Procedure Act) be¬ 
cause in light of Respondent’s professional incom¬ 
petence in prescribing controlled dangerous substances, 
his continued possession of a license to practice medicine 
posed an imminent and grave danger to public health, 
welfare and safety as is more fully set forth in the Order 
for Emergency Suspension of License. 

On February 25, 1986, the Commission issued a charge 
letter charging Respondent with violations of 14-504(2), 
(3), and (4) of the Maryland Medical Practice Act, Health 
Occupations Article, Annotated Code of Maryland (the 
"Act"). These disciplinary provisions provide that the 
Commission may reprimand any licensee, place any licen¬ 
see or probation, or suspend or revoke a medical license 
if the licensee: 

Fraudulently or deceptively uses a license (14- 
504(2)); 

Is guilty of immoral conduct in the practice of 
medicine (14-504(3)); 

Is professionally, physically, or mentally incom¬ 
petent (14-504(4)); 

A prehearing conference was held on February 25, 
1986 at which time Respondent was represented by 
counsel. The matter was not resolved at the prehearing. 

1. After July 1, 1988, the Board of Physician Quality Assurance. 


Subsequently, Respondent filed an action in the United 
States District Court for the District of Maryland to over¬ 
turn the emergency suspension. The federal court action 
was ultimately dismissed for failure to exhaust ad¬ 
ministratively remedies and proceedings before the Com¬ 
mission recommenced. 

The Commission conducted an evidentiary hearing in 
this matter on Tuesday, April 19, 1988, and Tuesday, May 
3, 1988. Respondent was represented at the hearing by 
William E. Ehrmantraut, Esq. At the conclusion of the 
hearing on May 3, 1988, the Commission, by a unani¬ 
mous vote of the members hearing this case, found that 
Dr. Carter is "professionally, physically, or mentally in¬ 
competent" under 14-504(4) of the Act. The Commission 
voted to reserve final disposition of the matter pending 
receipt of further information. Respondent fully com¬ 
plied with the Commission’s request to provide further 
information, and final disposition was rendered as is con¬ 
tained herein. 

Findings of Fact 

The Commission finds that: 

1. Respondent is a physician licensed to practice 
medicine in the State of Maryland. At all times relevant 
hereto, Respondent was subject to the jurisdiction of the 
Commission. 

2. The parties entered into a Stipulation of Facts on 
April 19, 1988. The Stipulation is attached hereto as Ex¬ 
hibit B and is incorporated herein by reference hereto. 

3. The Commission has heard testimony in connection 
with the prescribing of controlled dangerous substances 
to five patients. 

4. The Commission finds that Respondent’s cognitive 
knowledge is deficient with respect to the prescribing of 
controlled dangerous substances. 

5. The Commission finds that Respondent’s prescrib¬ 
ing practices were so deficient in terms of examination, 
follow-up, and control that certain patients, if they were 
not already addicted to controlled dangerous substances 
of the type prescribed by Respondent, were caused to 
continue to maintain their addiction through 
Respondent’s grossly deficient prescribing practices. 

6. After listening to the testimony of the Respondent 
and reviewing the other evidence in this case, the Com¬ 
mission finds that Respondent’s prescribing practices 
were not undertaken in a fraudulent or deceptive man¬ 
ner to cause of continue addiction, but, rather, that 
Respondent exercised a gross lack of judgment in treat¬ 
ing patients with chronic pain. 

Conclusions of Law 

Based upon the foregoing Findings of Fact, the Com¬ 
mission on Medical Discipline, by the unanimous vote of 
a quorum of its members, concludes as a matter of law 
that Respondent violated 14-504(4) of the Act and finds 
Respondent Guilty of those charges. 
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Order 

Based on the foregoing Findings of Fact and Con¬ 
clusions of Law, it is hereby this 21st day of June 1988 by 
the unanimous vote of a quorum of the members of the 
Commission, 

ORDERED that Respondent’s license to practice 
medicine in the State of Maryland is SUSPENDED for a 
period of three (3) years from the date of the Order for 
Emergency Suspension subject to satisfactory comple¬ 
tion of an approval course in pharmacology; and be it fur¬ 
ther 

ORDERED that Respondent is thereafter placed on 
PROBATION for an additional three (3) years, and be it 
further 

ORDERED that the suspension and probation are sub¬ 
ject to the following terms and conditions: 

1. Respondent shall immediately arrange to enter a 
retraining program in pharmacology, the nature, scope 
and terms of which are approved by the Commission. 
The Commission must receive evidence in writing that 
the administrator of an approved training program is 
willing to provide bimonthly evaluations of 
Respondent’s progress in the course. The course shall 
be designed to remedy deficiencies in Respondent’s 
prescribing practices and recordkeeping. 

2. Successful completion of the course set forth 
above is a prerequisite to removal of the suspension 
and to reinstatement of Respondent’s license to prac¬ 
tice medicine in Maryland subject to the probationary 
conditions set forth herein. In other words, the three 
year suspension of Respondent’s medical license will 
be extended indefinitely until there has been success¬ 
ful completion of an approved course in pharmacol¬ 
ogy- 

3. Following the successful completion of a retrain¬ 
ing program in pharmacology or the conclusion of the 
period of suspension, Respondent will be placed on a 
three year period of probation during which time the 
Commission or its agents may conduct peer reviews of 
Respondent’s medical practice. Any peer review to be 
conducted will emphasize the prescribing and 
recordkeeping aspects of Respondent’s medical prac¬ 
tice; and be it further 

ORDERED That after Respondent’s successful comple¬ 
tion of the conditions of probation, the Board will enter¬ 
tain a petition for termination of Respondent’s 
probationary status and reinstatement of Respondent’s 
license to practice medicine in Maryland without any con¬ 
ditions or restrictions whatsoever. If Respondent has 
complied with all conditions of probation and if there are 
no outstanding complaints against Respondent, the 
Commission will reinstate Respondent’s license. 
However, if the Commission determines that termination 
of probation is not appropriate, the Commission may ex¬ 
tend the probationary period and may modify one or 

2. The Commission understands that such a course is offered by 
the Pennsylvania College of Medicine. 


more conditions upon which Respondent was placed on 
probation; 

HI I ARY 7. O’HERUIIY MD, Chairman 
Commission on Medical Discipline 

• • • 

In the Matter of 
Mansour G. Panah MD 
Before the Commission on 
Medical Discipline 

Findings of Fact, 

Conclusions of Law, and Order 

Based upon certain information coming to the atten¬ 
tion to the Commission on Medical Discipline (the "Com¬ 
mission"), 1 2 the Commission determined to charge 
Mansour Panah (the "Respondent") with violation of 14- 
504(3) of the Medical Practice Act, Health Occupations 
Article, Annotated Code of Maryland: 

Is guilty of immoral conduct in the practice of medicine. 

(14-504(3)) 2 

The charges were predicated on Respondent’s treat¬ 
ment of three patients who had filed complaints with the 
Commission. 

Appropriate notice of the charges and the grounds 
from which they arose were given to Respondent by let¬ 
ter dated October 23, 1987. A hearing was held on March 
1 , 1988 and May 31, 1988. 

The witnesses for the Respondent were ten persons 
who were either patients, employees, or former 
employees. Respondent also testified. 

The following exhibits were introduced: 

State’s Exhibits 

A Return Receipt 

B Charge Letter which included patient records of 
Patients A, B, and C 

C Standards of Obstetrics and Gynecologic Services 
D Compendium of the Medical and 
Chirurgical Faculty 

E Black’s Law Dictionary Definition - 
Immoral Conduct 

F Respondent’s Motion to Dismiss 
G State’s Memorandum in Opposition 
H Decision by Commission 

Defendant’s Exhibits 
1A Checks and Bills of Patient A 
IB Checks and Bills of Patient A 
1C Checks and Bills of Patient A 


1. After July 1, 1988, the Board of Physician Quality Assurance. 

2. Section 14-504(3) permits the Commission to impose sanctions 
on a licensee who is "guilty" of immoral conduct in the practice of 
medicine . . .". Following a hearing, the charge under 14-504(3) was 
withdrawn by the consent of the parties and the Commission and was 
substituted with the charge under 14-504(4): "is professionally, physi¬ 
cally, or mentally incompetent ...". 
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Physician Information System 


A busy medical practice can be dramatically 
more efficient with the implementation of 
a computer system. This fact is illustrated 
by hundreds of practices throughout the 
Baltimore/Washington Metropolitan area. 

Yet with the potential for success has 
come story after story of failure as the 
medical computer market has become infected 
by computer firms which promise the world 
but deliver inappropriate or useless systems. 

With that thought in mind and responding 
to many requests from Society members, 
the District of Columbia Medical Society’s 
Medical Economics Committee embarked 
on an 18 month investigation into medical 
office automation. 

During the committee’s investigation, a 
single vendor, Computer Business Systems, 
Inc. (CBSI) emerged as the solution selected 
by most area physicians. Following the 
selection and endorsement of CBSI by the 
Medical Society, certain guidelines were 
established to eliminate the risks associated 
with medical office automation. 

Still further, CBSI has received the 
exclusive endorsement from the Montgomery 
County Medical Society. 


Iff the computer system 
you are considering does not 
come with these guarantees, 
you should ask why. 

_GUARANTEED_ 

• 100% operational within 30 days of the 
date of installation 

• Hardware warranted against technical 
obsolescence 

• All future software updates at no 
additional charge 

• Fixed rate hardware maintenance contract 

• Full value trade-in on system expansion 

• Complete site survey, testing and 
installation of hardware components 

• Full conversion of active patient accounts 
receivable 

• Electronic claims processing to Blue Shield, 
Medicare and many commercial carriers 

When it comes to computers for physicians 
in Maryland, CBSI is the leader. Over 
4,000 local physicians are using Physician 
Information System in solo and group 
practices covering all medical specialties. 


For more information call 770-2292 or (800) 638-6364 
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Please contact my office manager 

how Physician Information 

to arrange (select one or more): 

System will: 

D A FREE Practice Analysis 

is Submit my insurance forms 

for Automation 

electronically 

D A FREE Personal 

v* Post the payments and 
adjustments automatically 

Demonstration of Physician 
Information System 


DR.:_ 

STREET:_ 

CITY/ST ATE/ZIP:_ 

TELEPHONE: (_) 

OFFICE MANAGER: _ 


is Rush me complete, up-to- 
the-minute patient clinical 
and financial data 


D A FREE video tape entitled 
“Automating Your Practice 
. . .The Proven Solution” 
in VHS 
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A REVOLUTIONARY ORAL ANTIMICROBIAL 
WITH THE POWER OF PARENTERALS 


Highly active in vitro against a broad range of 
gram-positive and gram-negative pathogens, including 
methicillin-resistant Staphylococcus aureus and 
Pseudomonas aeruginosa* 
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- lower respiratory tract f - urinary tract 1 
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+Due to susceptible strains of indicated pathogens. See indicated organisms in Brief Summary. 
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TO 

TABLETS 

(ciprofloxacin HCI/Miles) 



500 mg B.I.D. for most infections; 

750 mg B.I.D. for severe or complicated infections. 


CONVENIENT B.I.D. DOSAGE 

Recommended dosage schedule 


Infection Site* 

Severity of 

Infection 

Dosage 

Respiratory Tract* 
Bone and Joint* 
Skin/Skin Structure* 

Mild/Moderate 

500 mg B.I.D. 

Severe/Complicated 

750 mg B.I.D. 

Urinary Tract* 

Mild/Moderate 

250mgfl./.D. 


Severe/Complicated 

500 mgB./.D. 

Infectious Diarrhea* 

Mild/Moderate/Severe 

500 mg B.I.D. 


BRIEF SUMMARY 

CONSULT PACKAGE INSERT FOR FULL PRESCRIBING INFORMATION 

INDICATIONS AND USAGE 

Cipro* is indicated for the treatment of infections caused by susceptible strains of the designated micro¬ 
organisms in the conditions listed below: 

Lower Respiratory Infections caused by Escherichia coli. Klebsiella pneumoniae. Enterobacter cloacae, 
Proteus mirabilis, Pseudomonas aeruginosa. Haemophilus influenzae, Haemophilus parainfluenzae, and Strep¬ 
tococcus pneumoniae. 

Skin and Skin Structure Infections caused by Escherichia coli, Klebsiella pneumoniae. Enterobacter cloacae. 
Proteus mirabilis. Proteus vulgaris. Providencia stuartii. Morganella morganii, Citrobacter treundii, 
Pseudomonas aeruginosa, Staphylococcus aureus (penicillinase and nonpenicillinase-producing strains), Sta 
phylococcus epidermidis. and Streptococcus pyogenes 

Bone and Joint Infections caused by Enterobacter cloacae, Serratia marcescens, and Pseudomonas 
aeruginosa. 

Urinary Tract Infections caused by Escherichia coli, Klebsiella pneumoniae, Enterobacter cloacae. Serratia 
marcescens, Proteus mirabilis, Providencia rettgeri, Morganella morganii, Citrobacter diversus, Citrobacter 
treundii, Pseudomonas aeruginosa. Staphylococcus epidermidis, and Streptococcus faecalis. 

Infectious Diarrhea caused by Escherichia coli (enterotoxigenic strains), Campylobacter jejuni. Shigella 

flexneri* and Shigella sonnei* when antibacterial therapy is indicated 

*Efficacy for this organism in this organ system was studied in fewer than 10 infections. 

Appropriate culture and susceptibility tests should be performed before treatment in order to isolate and 
identify organisms causing infection and to determine their susceptibility to ciprofloxacin. Therapy with Cipro* 
may be initiated before results of these tests are known; once results become available appropriate therapy 
should be continued. As with other drugs, some strains of Pseudomonas aeruginosa may develop resistance 
fairly rapidly during treatment with ciprofloxacin. Culture and susceptibility testing performed periodically during 
therapy will provide information not only on the therapeutic effect of the antimicrobial agent but also on the 
possible emergence of bacterial resistance 

CONTRAINDICATIONS 

A history of hypersensitivity to ciprofloxacin is a contraindication to its use. A history of hypersensitivity to other 
quinolones may also contraindicate the use of ciprofloxacin 

WARNINGS 

CIPROFLOXACIN SHOULD NOT BE USED IN CHILDREN OR PREGNANT WOMEN The oral administration 
of ciprofloxacin caused lameness in immature dogs. Histopathological examination of the weight-bearing |Oints 
of these dogs revealed permanent lesions of the cartilage. Related drugs such as nalidixic acid, cinoxacin, 
and norfloxacin also produced erosions of cartilage of weight-bearing joints and other signs of arthrop 
athy in immature animals of various species (SEE ANIMAL PHARMACOLOGY SECTION IN FULL PRESCRIBING 
INFORMATION). 

PRECAUTIONS 

General: 

As with other quinolones, ciprofloxacin may cause central nervous system (CNS) stimulation, which may lead to 
tremor, restlessness, lightheadedness, confusion, and very rarely to hallucinations or convulsive seizures 
Therefore, ciprofloxacin should be used with caution in patients with known or suspected CNS disorders, such as 
severe cerebral arteriosclerosis or epilepsy, or other factors which predispose to seizures (SEE ADVERSE 
REACTIONS) 

Crystals of ciprofloxacin have been observed rarely in the urine of human subjects but more frequently in the 
urine of laboratory animals. Crystalluria related to ciprofloxacin has been reported only rarely in man, because 
human urine is usually acidic. Patients receiving ciprofloxacin should be well hydrated, and alkalinity of the urine 
should be avoided. The recommended daily dose should not be exceeded Alteration of the dosage regimen is 
necessary for patients with impairment of renal function (SEE DOSAGE AND ADMINISTRATION SECTION IN 
FULL PRESCRIBING INFORMATION). 

Drug Interactions 

Concurrent administration of ciprofloxacin with theophylline may lead to elevated plasma concentrations of 
theophylline and prolongation of its elimination half-life. This may result in increased risk of theophylline-related 
adverse reactions. If concomitant use cannot be avoided, plasma levels of theophylline should be monitored and 
dosage adjustments made as appropriate. 

Antacids containing magnesium hydroxide or aluminum hydroxide may interfere with the absorption of 
ciprofloxacin, resulting in serum and urine levels lower than desired; concurrent administration of these agents 
with ciprofloxacin should be avoided. 

Probenecid interferes with the renal tubular secretion of ciprofloxacin and produces an increase in the level of 
ciprofloxacin in the serum. This should be considered if patients are receiving both drugs concomitantly. 

As with other broad-spectrum antibiotics, prolonged use of ciprofloxacin may result in overgrowth of 
nonsusceptible organisms. Repeated evaluation of the patient's condition and microbial susceptibility testing is 
essential. If superinfection occurs during therapy, appropriate measures should be taken. 

Information for Patients: 

fatients should be advised that ciprofloxacin may be taken with or without meals The preferred time of dosing is 
two hours after a meal. Patients should also be advised to drink fluids liberally and not take antacids containing 
magnesium or aluminum concomitantly or within two hours after dosing. Ciprofloxacin may cause dizziness or 
lightheadedness; therefore patients should know how they react to this drug before they operate an automobile 
or machinery or engage in activities requiring mental alertness or coordination. 

Carcinogenesis, Mutagenesis, Impairment of Fertility 

Eight in vitro mutagenicity tests have been conducteu with ciprofloxacin and the test results are listed below 
Salmonella/Microsome Test (Negative) 

E. coli DNA Repair Assay (Negative) 

Mouse Lymphoma Cell Forward Mutation Assay (Positive) 

Chinese Hamster V™ Cell HGPRT Test (Negative) 

Syrian Hamster Embryo Cell Transformation Assay (Negative) 

Saccharomyces cerevisiae Point Mutation Assay (Negative) 

Saccharomyces cerevisiae Mitotic Crossover and Gene Conversion Assay (Negative) 

Rat Hepatocyte DNA Repair Assay (Positive) 

Thus, two of the eight tests were positive, but the following three in vivo test systems gave negative results 
Rat Hepatocyte DNA Repair Assay 
Micronucleus Test (Mice) 

Dominant Lethal Test (Mice) 

Long-term carcinogenicity studies in animals have not yet been completed. 

Pregnancy-Pregnancy Category C: 

Reproduction studies have been performed in rats and mice at doses up to six times the usual daily human dose 
and have revealed no evidence of impaired fertility or harm to the fetus due to ciprofloxacin. In rabbits, as with 
most antimicrobial agents, ciprofloxacin (30 and 100 mg/kg orally) produced gastrointestinal disturbances 
resulting in maternal weight loss and an increased incidence of abortion. No teratogenicity was observed at 
either dose. After intravenous administration, at doses up to 20 mg/kg, no maternal toxicity was produced, and 
no embryotoxicity or teratogenicity was observed There are, however, no adequate and well-controlled studies in 


pregnant women SINCE CIPROFLOXACIN, LIKE OTHER DRUGS IN ITS CLASS, CAUSES ARTHRORATHY IN 
IMMATURE ANIMALS, IT SHOULD NOT BE USED IN PREGNANT WOMEN (SEE WARNINGS) 

Nursing Mothers: 

It is not known whether ciprofloxacin is excreted in human milk; however, it is known that ciprofloxacin is 
excreted in the milk of lactating rats and that other drugs of this class are excreted in human milk. Because of this, 
and because of the potential for serious adverse reactions from ciprofloxacin in nursing infants, a decision should 
be made to discontinue nursing or to discontinue the drug, taking into account the importance of the drug to the 
mother. 

Pediatric Use: 

Ciprofloxacin should not be used in children because it causes arthropathy in immature animals (SEE 
WARNINGS). 

ADVERSE REACTIONS 

Ciprofloxacin is generally well tolerated During clinical investigation, 2,799 patients received 2,868 courses of 
the drug. Adverse events that were considered likely to be drug related occurred in 7.3% of courses, possibly 
related in 9.2%, and remotely related in 3.0%. Ciprofloxacin was discontinued because of an adverse event in 
3.5% of courses, primarily involving the gastrointestinal system (1.5%), skin (0.6%), and central nervous system 
(0.4%) 

The most frequently reported events, drug related or not, were nausea (5.2%), diarrhea (2.3%), vomiting 
(2.0%), abdominal pain/discomfort (1.7%). headache (1.2%). restlessness (1.1%). and rash (1.1%). 

Additional events that occurred in less than 1% of ciprofloxacin courses are listed below. Those typical of 
quinolones are italicized 

GASTROINTESTINAL: (See above), painful oral mucosa, oral candidiasis, dysphagia, intestinal perforation, 
gastrointestinal bleeding, 

CENTRAL NERVOUS SYSTEM: (Seeabove), dizziness, lightheadedness, insomnia, nightmares, hallucina¬ 
tions, manic reaction, irritability, tremor, ataxia, convulsive seizures, lethargy, drowsiness, weakness ,* 
malaise, anorexia, phobia, depersonalization, depression, paresthesia. 

SKIN/HYPERSENSITIVITY: (See above), pruritus, urticaria, photosensitivity, flushing, fever, chills, 
angioedema. edema of the face, neck, lips, conjunctivae or hands, cutaneous candidiasis, hyperpigmenta- 
tion, erythema nodosum. 

SPECIAL SENSES: blurred vision, disturbed vision, (change in color perception, overbrightness of lights), 
decreased visual acuity, diplopia, eye pain, tinnitus, bad taste. 

MUSCULOSKELETAL: joint or back pain, joint stiffness, achiness, neck or chest pain, flare-up of gout. 1 
RENAL/UROGENITAL: interstitial nephritis, renal failure, polyuria, urinary retention, urethral bleeding, 
vaginitis, acidosis. 

CARDIOVASCULAR: palpitations, atrial flutter, ventricular ectopy, syncope, hypertension, angina pectoris, 
myocardial infarction, cardiopulmonary arrest, cerebral thrombosis 

RESPIRATORY: epistaxis, laryngeal or pulmonary edema, hiccough, hemoptysis, dyspnea, bronchospasm, 
pulmonary embolism. 

Most of these events were described as only mild or moderate in severity, abated soon after the drug was 
discontinued, and required no treatment 

In several instances, nausea, vomiting, tremor, restlessness, agitation, or palpitations were |udged by 
investigators to be related to elevated plasma levels of theophylline possibly as a result of a drug interaction with 
ciprofloxacin. 

Adverse Laboratory Changes: Changes in laboratory parameters listed as adverse events without regard to drug 
relationship: 

Hepatic-Elevations of: ALT (SGPT) (1.9%), AST (SGOT) (1.7%), alkaline phosphatase (0.8%). LDH (0.4%), 
serum bilirubin (0.3%). 

Hematologic-eosinophilia (0.6%), leukopenia (0.4%), decreased blood platelets (01%), elevated blood 
platelets (0.1%), pancytopenia (0.1%). 

Renal - Elevations of: Serum creatinine (1.1%), BUN (0.9%). 

CRYSTALLURIA, CYLINDRURIA, AND HEMATURIA HAVE BEEN REPORTED. 

Other changes occurring in less than 0.1% of courses were: Elevation of serum gammaglutamyl transferase, 
elevation of serum amylase, reduction in blood glucose, elevated uric acid, decrease in hemoglobin, anemia, 
bleeding diathesis, increase in blood monocytes, and leukocytosis. 

OVERDOSAGE 

Information on overdosage in humans is not available In the event of acute overdosage, the stomach should be 
emptied by inducing vomiting or by gastric lavage. The patient should be carefully observed and given supportive 
treatment. Adequate hydration must be maintained. In the event of serious toxic reactions from overdosage, 
hemodialysis or peritoneal dialysis may aid in the removal of ciprofloxacin from the body, particularly if renal 
function is compromised. 

DOSAGE AND ADMINISTRATION 

The usual adult dosage for patients with urinary tract infections is 250 mg every 12 hours For patients with 
complicated infections caused by organisms not highly susceptible. 500 mg may be administered every 12 hours. 

Respiratory tract infections, skin and skin structure infections, and bone and joint infections may be treated 
with 500 mg every 12 hours. For more severe or complicated infections, a dosage of 750 mg may be given every 12 
hours. 

The recommended dosage for infectious diarrhea is 500 mg every 12 hours. 

In patients with renal impairment, some modification of dosage is recommended (SEE DOSAGE AND 
ADMINISTRATION SECTION IN FULL PRESCRIBING INFORMATION). 

HOW SUPPLIED 

Cipro* (ciprofloxacin HCI/Miles) is available as tablets of 250 mg. 500 mg, and 750 mg in bottles of 50, and in 
Unit-Dose packages of 100 (SEE FULL PRESCRIBING INFORMATION FOR COMPLETE INFORMATION). 


* Due to susceptible strains of indicated pathogens. See indicated organisms in Brief Summary. 

For further information, contact the Miles Information Service: 
1 - 800 - 642 - 4776 . In VA. call collect: 703-391-7888. 
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West Haven, CT 06516 
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Findings of Fact 

Based on the evidence produced at the hearing, the 
Commission finds that: 

1. At all times relevant to this case, Respondent was 
a physician licensed to practice medicine in the State of 
Maryland. 

2. Respondent’s medical specialty is in the field of 
obstetrics and gynecology. 

3. Patient A is a 40-year-old woman who sought 
obstetrical treatment and care for the birth of a child 
when she was 30 in 1979. 

4. Patient A testified that: 

a. Respondent told her during her last three 
weeks of pregnancy that he was in love with her and 
could not wait until her pregnancy was over "so that 
we could go together"; 

b. Respondent embraced her, held her, told her 
that he loved her, kissed her on the lips, and 
fondled her breasts over her examination smock; 

c. Respondent did not always have a chaperon 
present in the examination room; 

d. Respondent stated when she was in the labor 
room and no one was present that he loved her; 
and 

e. She did not return for her six week checkup be¬ 
cause of Respondent’s behavior. 

5. Patient B, a 28-year-old woman, sought gynecologi¬ 
cal treatment from Respondent in 1978, when she was 
18 years old. Patient B saw Respondent until 1983 
Respondent was the first gynecologist Patient B had con¬ 
sulted. 

6. Patient B testified that Respondent kissed her on the 
lips and tried to stick his tongue in her mouth. Patient B 
testified that she did not return to see Respondent after 
he tried to stick his tongue in her mouth, because she ob¬ 
jected to his behavior. 

7. Patient C, a 21-year-old woman, sought gynecologi¬ 


cal treatment and care from Respondent in 1985 when 
she was 18. Respondent was the first gynecologist 
Patient C consulted. 

8. Patient C testified that: 

a. A chaperon was not always in the examining 
room; 

b. She had never had a breast examination before 
consulting Respondent; 

c. The chaperon was not in the room when Respon¬ 
dent examined her breasts; 

d. Respondent kissed her on the lips on her first 
visit; 

e. Respondent repeatedly asked her for hugs, 
kissed her on the lips, and put his tongue in her 
mouth; 

f. Respondent gave her a breast exam at each visit 
(although no breast abnormalities were indicated), 
on visits 2-7 gave patient two breast exams per visit 
and on one occasion three breast exams in one visit; 

g. When she asked Respondent if there were any 
breast abnormalities to warrant repeated breast ex¬ 
aminations, Respondent stated that she was beauti¬ 
ful and that she had "beautiful tits"; 

h. Respondent asked her if he could come to visit 
her at work, and asked her how she felt about 
dating older men. 

9. Respondent’s witnesses testified that Respondent 
hugged and kissed patients but, in their opinion, this con¬ 
duct was not "sexual" in nature. 

10. The conduct described by all the State’s and 
Respondent’s witnesses was consistent insofar as it indi¬ 
cated a pattern of behavior by Respondent involving 
physical contact with patients that had no valid medical 
purpose. 

11. Respondent’s witnesses’ testimony did not con¬ 
tradict the testimony of Patients A, B, and C insofar as the 
Respondent’s witnesses only related their respective ex¬ 
periences with Respondent. 

12. During the course of the hearing, Patients A, B, and 
C testified in detail regarding Respondent’s conduct 
toward them. Patients A, B, and C were questioned by 
the Commission and cross-examined thoroughly by 
Respondent’s attorney. 

13 The Commission found the testimony of Patients A, 
B, and C credible, consistent, and trustworthy. 

14. The relationship between a gynecologist and 
his/her patients is one of trust in which the patient is de¬ 
pendent, vulnerable, and relies on the physician. 

15. The relationship between an obstetrician and 
his/her patients is some of trust in which the patient is 
dependent, vulnerable, and relies on the physician. 

16. There is no valid medical treatment that involves 
sexual contact between patient and a treating 
obstetrician and/or gynecologist during the course of 
medical treatment. 

17. Respondent’s behavior toward Patient A, B, and C 
reflects numerous breaches of medical ethics, and viola¬ 
tions of professional standards governing the ap¬ 
propriate practice of obstetrics and gynecology 
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governing similarly situated Maryland practitioners. 

18. Respondent violated the trust and dependency 
placed in him by Patients A, B, and C by engaging in sexual 
contact with these patients. 

Conclusion of Law 

Based upon the foregoing Findings of Fact, the Com¬ 
mission finds that the Respondent violated 14-504(3) of 
the Medical Practice Act. 

Is guilty of immoral conduct in the practice of medicine. 

Order 

Based on the foregoing Findings of Fact and Con¬ 
clusion of Law, on this 7th day of June, 1988 by a unan¬ 
imous vote of those members of the Commission hearing 
this case it was voted that it shall be hereby. 

ORDERED that the license of the Respondent, Mansour 
Panah MD, to practice medicine be suspended for 45 
days, said suspension starting not later than 30 days from 
the date of the serving of this Order on Respondent, thus 
allowing Respondent a period sufficiently long enough 
to make arrangements for transfer of his patients. 

RONALDJ. TAYLOR MD, Vice-Chairman 
Commission on Medical Discipline 

• • • 


In the Matter of 
Keaciel Kenneth Krulevitz MD 
Before the 

Commission on Medical Discipline 

Findings of Fact, 

Conclusions of Law, and Order 

It having come to the attention of the Commission on 
Medical Discipline of Maryland (the "Commission"), 1 
that Keaciel Kenneth Krulevitz MD (the "Respondent") 
was convicted by the Circuit Court for Baltimore City, 
Maryland of one count of felony Medicaid fraud on May 
16, 1988, pursuant to an Alford plea entered by the 
Respondent to the charges levied against him in a 
Criminal Information filed by the Attorney General of 
Maryland on the same date, the Commission has grounds 
to charge Respondent with violations of Md. (Health Oc¬ 
cupations) Ann. Code, Sections 14-504(6) and (22). 
Respondent acknowledges the Commission’s authority 
to so charge him and to administer sanctions against his 
license, waives his entitlement to hearing pursuant to 
Md. (Health Occupations) Ann. Code Section 14-505(a), 
and agrees to enter into the following Consent Order. 


1. Afterjuly 1, 1988, the Board of Physician Quality Assurance. 

804 MMJ October 1988 


Findings of Fact 

1. At all times relevant hereto, Respondent was and is 
a physician licensed to practice medicine in the State of 
Maryland. 

2. At all times relevant hereto, Respondent was practic¬ 
ing as a specialist in family medicine. 

3- On May 16, 1988, a Criminal Information was filed 
by the State of Maryland in the Circuit Court for Baltimore 
City, Maryland, charging Respondent with medicaid 
fraud. 

4. On the same date, Respondent entered an Alford 
plea to the charges contained in the Criminal Informa¬ 
tion. 

5 . As a result of Respondent’s Alford plea, Respondent 
was convicted of one count of felony Medicaid fraud. He 
was sentenced to eighteen (18) months of incarceration 
(suspended), was ordered to pay restitution to the 
Maryland Medicaid Program in the amount of thirty 
thousand five hundred forty dollars and sixty-three cents 
($30,540.63), and was ordered to pay a five thousand dol¬ 
lar ($5,000) fine. 

6. Respondent is seventy-three (73) years of age. He 
has been practicing medicine for nearly a half century. 
Respondent graduated from the University of Maryland 
School of Medicine in 1941, interned at Sinai Hospital, 
Baltimore, Maryland on a rotating internship, served a 
residency at Sydenham Hospital, Baltimore, Maryland, 
and served in the United States Naval Medical Corps 
during World War II. Respondent is a member, 
diplomate and fellow of the American Academy of Fami¬ 
ly Physicians, and has served on the Board of Directors of 
the Maryland Academy of Family Practice. 

7. Prior to his May 16, 1988 conviction, Respondent 
had never been indicted or convicted of any crime, and 
no complaints had ever been filed against Respondent 
before the Commission. 

8. There is no evidence that Respondent lacks the ap¬ 
propriate skills and competence to safely practice family 
medicine. 


Conlcusion of Law 

Based upon the foregoing Findings of Fact, the Com¬ 
mission concludes as a matter of law: 

That Respondent committed acts prohibited by Md. 
(Health Occupations) Ann. Code, Section 14-504, specifi¬ 
cally: 

Is convicted or pleads guilty or nolo contendere with 
respect to a crime involving moral turpitude, whether or 
not any appeal or other proceeding is pending to have 
the conviction or plea set aside. Md. (Health Occupa¬ 
tions) Ann. Code, Section 14-504 (60). 

Is disciplined by a licensing or disciplinary authority or 
convicted or disciplined by a court of any state or country 
for an act that would be grounds for disciplinary action 
under this section. Md. (Health Occupations) Ann. 

Code, Section 14-504(22). 




Order 

Upon the foregoing Findings of Fact and Conclusion of 
law, it is the 30th day of June 1988, by a unanimous vote 
of those members of the Commission on Medical Dis¬ 
cipline of Maryland who considered this case, 

ORDERED that Respondent’s medical license is 
suspended for a period of two (2) years from the date of 
this Order, which suspension is stayed by the Commis¬ 
sion, provided that the following conditions are met: 

1. Respondent meets all the conditions imposed upon 
him by the Circuit Court for Baltimore City relative to his 
conviction of one count of felony Medicaid fraud. 

2. That Respondent performs one hundred (100) hours 
of community work, as specified by the Commission on 
Medical Discipline, within six(6) months from the date 
hereof. 

3. That Respondent commits no wrongful act related to 
his medical practice, and particularly related to his 
prescriptive practicies, during the period of his suspen¬ 
sion. 

4. That Respondent undergoes sussessful peer review of 
his medical practice, with a speical focus on his prescrip¬ 
tive practices, as hereinafter ordered and supervised by 
the Commission on Medical Discipline. 

And be it further 

ORDERED that if Respondent violates any of the above 
terms of his probation, after notice and a hearing, and 
determination of failure to meet such condition, the 
Commission may lift the stay of suspension or may revoke 
Respondent’s medical license; and be it further 

ORDERED that after six (6) months after the effective 
date of this Order, the Commission will entertain a peti¬ 
tion by Respondent to reinstate Respondent’s license to 
practice medicine in Maryland, without any conditions or 
restrictions whatsoever. At that time, if Respondent has 
complied with all conditions of probation and there are 
no outstanding complaints pending against Respondent, 
the Commission will reinstate Respondent’s license 
without any conditions or restrictions whatsoever. 

RONALDJ. TAYLOR MD, Vice Chairman 
Commission on Medical Discipline 

Consent 

By this consent, I hereby admit the truth of the Find¬ 
ings of Fact, and accept and submit to the foregoing 
Order and its conditions, consisting of five (5) pages. I 
acknowledge the validity of the Order as if made after a 
hearing in which I would have had the right to counsel, 
to confront witnesses, to give testimony, to call witnesses 
on my own behalf, and to all other substantive and pro¬ 
cedural protections provided by law. I also recognize 
that I am waiving my right to appeal any adverse ruling 
of the Commission that might have followed any such 
hearing. By this consent, I waive all such rights and ac¬ 
knowledge that by my failure to abide by the conditions 
of the Order, I may suffer disciplinary action against my 
license to practice medicine in the State of Maryland. 

I signed this Order after having an opportunity to con¬ 


sult with an attorney, without reservation, and I fully un¬ 
derstand its meaning. 

KEACIEL KENNETH KRULEVITZ MD 

• • • 

In the Matter of 
Shelley Laby-Gottheim MD 
Before the 

Commission on Medical Discipline 
Order for 

Emergency Suspension of Medical License 

Based on information received from the Committee on 
Physician Rehabilitation regarding the mental condition 
of Shelley Laby-Gottheim MD (the "Respondent"), the 
Commission on Medical Discipline (the "Commission") 
makes the following Findings of Fact, Conclusion of Law 
and Order. 

Findings of Fact 

Based upon all the information known and available to 
it the Commission has reason to believe that: 

1. Respondent is a physician licensed to practice 
medicine in Maryland. 

2. On May 16, 1988, the Commission received a 
psychiatric report prepared by Dr. Laura Marsh with 
respect to the Respondent. 

3. Dr. Marsh reports that the Respondent was admitted 
to Payne Whitney Psychiatric Clinic at Cornell Medical 
Center in New York City on January 5, 1988 after a series 
of incidents which included two arrests for shoplifting, 
the second arrest having occurred on December 26, 
1987. 

4. The Respondent’s first arrest for shoplifting involved 
toys found in her shopping bag. She explained that her 
two-year-old child must have placed them in the bag and 
the charges were subsequently dismissed aginst her. 

5. Several months later, in November 1987, while the 
patient was dining in a restaurant with her husband and 
friends, she said she had to leave to buy diapers for her 
children. 

6. In their home, her husband found 75 pairs of 
children’s tights, 50 pairs of gloves, and multiple picture 
frames which he believes his wife shoplifted. 

7. She was arrested again for shoplifting on December 
26, 1987 and hospitalization was recommended so that 
she could be evaluated. She refused hospitalization at 
that time but was started on Desipramine 100 mg qhs for 
the diagnosis of a typical depressions. 

8. Subsequently, during a family vacation, members of 
her family had to lock her in the family home in order to 
contain her. Soon after, she was admitted to the Payne 
Whitney Psychiatric Clinic. 

9. During her hospitalization at Payne Whitney, the 
Respondent’s behavior was inappropriate and difficult to 
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manage. The Respondent attempted to retain a 
physician role with co-patients, threatened to sign her¬ 
self out from the hospital, and was confronted about 
hoarding other patients’ supplies. A neurological evalua¬ 
tion showed MRI findings of mild cerebral atrophy in the 
frontal areas. The Respondent showed no change in be¬ 
havior during Linthicum Carbonate therapy and was sub¬ 
sequently discharged. 

10. Subsequently, in the care of her regular 
psychiatrists, neurological testing showed that she per- 
severated with her problem-solving techniques and had 
particular difficulty with complex problem-solving be¬ 
cause of her lack of flexibility. 

11. Respondent’s behavior continued to be abnormal. 
She spent most of her days lying in bed watching news 
on TV and had difficulty getting up in the morning. At 
one point, the Respondent’s husband received an 
anonymous typed letter threatening to kill his family be¬ 
cause they are Jewish. Also, the Repondent’s former 
partner in her group practice received a similar letter and 
had her car set on fire on the last day that the patient 
went to the office. The Respondent dismissed questions 
about these occurrences in a casual manner. 

12. Respondent was admitted to Johns Hopkins Hospi- 
tal-Phipps Clinic on March 28, 1988 for evaluation. 

13- At Phipps, neuropsychological testing 
demonstrated poor judgment, moderately impaired 
abstract thinking, and significant denial of emotional or 
congnitive difficulties. In particular, the patient was 
noted to have difficulties applying rules of thumb or 
neuristics when solving complex problems. She had dif¬ 
ficulty solving other complex problems and had a 
deterioration in her performance with repeated trials on 
some tasks. 

14. While at Phipps, the Respondent has hit patients or 
staff members when she wasn’t allowed what she 
wanted. She has taken food from other patient’s trays 
and removed personal items from other patient’s rooms. 
With both staff and visitors, she repeats the same stories 
without remembering that she has told the same story 
previously to the same person. On therapeutic leaves 
with her family, the Respondent’s behavior has been in¬ 
appropriate at times, as when she suggested to her three- 
year-old daughter that she ask a stranger for candy after 
the child’s father had refused. Repeated urine toxicology 
screens have revealed Dramamine, Ephedrine, and Pseu- 
doephedrine. The Respondent denied using these 
medications and room searches were negative. 

15 ■ Although Dr. Marsh does not reach a definitive diag¬ 
nosis, she concludes that the Respondent suffers from a 
neurological disorder which might progress and even¬ 
tually could become more apparent. 

16. To practice medicine competently and safely, one 
must be able to understand complex situations, logically 
analyze and reason, have a good memory, concentrate 
and maintain attention, adapt to novel types of situations, 
and be flexible in thinking. 

17. The Respondent was recently employed as an in¬ 


ternist in a private group practice affiliated with George 
Washington Hospital. Although she is presently in 
Phipps Clinic and thus is not practicing, she has 
threatened to sign herself out of the hospital. 

18. The inability to understand complex situations, 
logically analyze and reason, have a good memory, con¬ 
centrate and maintain attention, adapt to novel types of 
situations, and be flexible in thinking when one is prac¬ 
ticing medicine poses an imminent and grave danger to 
the public health, welfare and safety of the citizens of 
Maryland. 

19- Based upon the foregoing findings of fact, the Com¬ 
mission has reason to believe that Respondent is profes¬ 
sionally, physically, or mentally incompetent. 

Conclusion of Law 

Based upon the foregoing facts, the Commission finds 
that the public health, safety and welfare imperatively re¬ 
quires emergency action in this case, pursuant to State 
Govenment Article, 10-405(b), Annotated Code of 
Maryland. 

Order 

It is this 16th day of June 1988 by the Commission on 
Medical Discipline: 

ORDERED that pursuant to the authority vested in the 
Commission by State Law Article, 10-405 of the An¬ 
notated Code of Maryland, Respondent’s license to prac¬ 
tice medicine in the State of Maryland is hereby 
SUMMARILY SUSPENDED; and be it further 

ORDERED that on presentation of this Order, Respon¬ 
dent shall immedidately deliver to the Commission’s ad¬ 
ministrator (1) her diploma-sized Certificate of the Board 
of Medical Examiners (2) her current Department of 
Health and Mental Hygiene License Renewal Certificate, 
and (3) her current wallet-size license renewal card, and 
be it further 

ORDERED that a hearing to consider this emergency 
suspension shall be held before the Commission within 
thirty (30) days of the date upon which the Commission 
receives a written reaquest for such a hearing from the 
Respondent. 

HILARY T. O’HERLIITY MD, Chairman 
Commission on Medical Discipline 

• • • 
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In the Matter of 
John J. Shigo MD 
Before the 

Commission on Medical Discipline 
Order for 

Emergency Suspension of Medical License 

Based on information received regarding the recent 
hospitalization of John J. Shigo MD (the "Respondent"), 
the Commission on Medical Discipline (the "Commis¬ 
sion") makes the following Findings of Fact, Conclusion 
of Law, and Order. 

Findings of Fact 

Based on all information known and available to it the 
Commission has reason to believe that: 

1. Respondent is a physician licensed to practice 
medicine in the State of Maryland. 

2. On May 30, 1988, Respondent was found uncon¬ 
scious on the grass outside the garage of his residence by 
his daughter, Monica Shigo. The garage light was on, and 
the car engine was running inside the garage. No medica¬ 
tion was found near Respondent or in or around the 
house. 

3- On May 30, 1988, Respondent was transported via 
medic unit from his residence, 11800 Galaxy Lane, Bowie, 
to the AMI Doctors Hospital of Prince George’s. 

4. On May 30, 1988, at approximately 3:15 a.m., when 
Respondent was admitted to AMI Doctor’s Hospital of 
Prince George’s through the emergency room, Respon¬ 
dent was not conscious. 

5. On May 30, 1988, on Respondent’s admission 
through the emergency room of AMI Doctors Hospital of 
Prince George’s, a past history of psychiatric care and 
drug overdose using Demerol IV was noted. 

6. On May 30, 1988, on Respondent’s admission 
through the emergency room of AMI Doctors Hospital of 
Prince George’s, the reasons for admission as listed on 
the admitting note were (1) overdose of benzodiazepine 
and (2) carbon monoxide poisoning. 

7. On May 30, 1988, on Respondent’s admission 
through the emergency room of AMI Doctors Hospital of 
Prince George’s, blood and urine samples were taken. 
Analysis of Respondent’s blood and urine noted the 
presence of benzodiazepine. 

8. On June 3, 1988, Respondent was transferred to a 
private room at AMI Doctors Hospital of Prince George’s. 
The Physicians’ Orders dated June 3, 1988 contain in¬ 
structions for a 24-hour sitter with the patient (hospital 
or agency personnel). 

9. Physicians’ Orders for Respondent’s care at AMI 
Doctors Hospital of Prince George’s dated June 4, 1988 
contain instructions to continue 24-hour sitter and 
suicidal precautions. 

10. The facts and circumstances surrounding the 
events of May 30, 1988, when considered with 


Respondent’s age and previous history of attempted 
suicide by injection of Demerol, support a finding that on 
May 30, 1988, Respondent attempted suicide. 

11. Respondent’s apparent suicide attempt on May 30, 
1988 as described above suggests the existence of a diag- 
nosable illness. 

12. Respondent’s apparent suicide attempt on May 30, 
1988 as described above indicates that Respondent either 
lacks good judgment or that his judgment is impaired, 
thus placing at risk patients whom Respondent may treat. 

Conclusion of Law 

Based on the foregoing facts, the Commission finds that 
the public health, safety, and welfare imperatively re¬ 
quires emergency action in this case, pursuant to State 
Government Article, 10-405 (b), Annotated Code of 
Maryland. 

Order 

It is this 21st day of June 1988 by the Commission on 
Medical Discipline: 

ORDERED that pursuant to the authority vested in the 
Commission by State Law Article, 10-405 of the An¬ 
notated Code of Maryland, Respondent’s license to prac¬ 
tice medicine in the State of Maryland is hereby 
SUMMARILY SUSPENDED; and be it farther 

ORDERED that on presentation of this Order, Respon¬ 
dent shall immediately deliver to the Commission’s Ex¬ 
ecutive Director (1) his diploma-sized Certificate from the 
Board of Medical Examiners (2) his current Department 
of Health and Mental Hygiene License Renewal Certifi¬ 
cate, and (3) his current wallet-size license renewal 
card; and be it farther 

ORDERED that a hearing to consider this emergency 
suspension shall be held before the Commission within 
thirty (30) days of the date upon which the Commission 
receives a written request for such a hearing from the 
Respondent, and be it farther 

ORDERED that, in accordance with Section 14-502 of 
the Health Occupations Article, Annotated Code of 
Maryland, (a copy of which is attached hereto), 
Responded is directed by the Commission on Medical 
Discipline to appear at the office of Jonas R. Rappeport 
MD, Professional Arts Building, 101 W. Read Street, Bal¬ 
timore, Maryland 21202, (301-837-7888) at 1:30 p.m. on 
Monday, July 11, 1988, for the purpose of a psychiatric 
evaluation. 

HILARY T. O’lIERUHY MD , Chairman 
Commission on Medical Discipline 


• • • 
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In the Matter of 
Cleveland Williams MD 
Before the 

Commission on Medical Discipline 
Final Consent Order 

Based on information received by the Commission on 
Medical Discipline (the "Commission") 1 and a sub¬ 
sequent investigation by the Medical and Chirurgical 
Faculty of Maryland concerning the practice of medicine 
by Cleveland Williams MD (the "Respondent"), the Com¬ 
mission issued a charge letter dated March 23, 1988 al¬ 
leging that Respondent had violated 14-504(3) of the 
Medical Practice Act, Health-Occupations Article, An¬ 
notated Code of Maryland (the "Act"). 2 

The March 23, 1988 charge letter was predicted upon 
certain misrepresentations of professional credentials in 
applications for departmental membership and medical 
staff privileges in a Maryland hospital and membership in 
certain medical societies. The charge letter was mailed 
to Respondent by certified mail, return receipt requested. 
A prehearing conference was conducted on Thursday, 
April 14, 1988. The Commission conducted an eviden¬ 
tiary hearing on Tuesday, May 17, 1988 and Tuesday, 
June 7, 1988. 

Following the hearing on June 7, 1988, the parties and 
the Commission agreed to withdraw the charge under 
14-504(3) and to substitute the charge under 14-504(4). 
Section 14-504(4) states as follows: 

Is professionally, physically, or mentally incompetent; 

In addition, the parties and the Commission agreed to 
a final disposition of the charge under 14-504(4) and to 
the resolution of all outstanding cases against Respon¬ 
dent. See the record extract of proceedings held on Tues¬ 
day, June 2, 1988 attached hereto as Exhibit A and 
incorporated herein by reference hereto. 

Findings of Fact 

The Commission finds that: 

1. Respondent is a physician licensed to practice 
medicine in the State of Maryland. At all times relevant 
hereto, Respondent was subject to the jurisdiction of the 
Commission. 

2. Respondent’s medical specialty is in the field of 
Obstetrics and Gynecology. 

3. In January, 1985, Respondent misrepresented his 
professional credentials in his application for 
Departmental membership and medical staff privileges 
with the Department of Obstetrics and Gynecology at 


1. After July 1, 1988, the Board of Physician Quality Assurance. 

2. Section 1-4-504(3) permits the Commission to impose sanctions on 
a licensee who is "guilty" of immoral conduct in the practice of medicine 
. . .". Following a hearing, the charge under 14-504(3) was withdrawn 
by the consent of the parties and the Commission and was substituted 
with the charge under 14-504(4): "is professionally, physically, or men¬ 
tally incompetent...". 


Washington Adventist Hospital, 7600 Carroll Avenue, 
Tacoma Park, Maryland. 

4. Respondent is not now and never has been certified 
as a diploma by the American Board of Obstetrics and 
Gynecology. 

5. In February, 1985, Respondent also misrepresented 
that he was Board certified in the specialty of Obstetrics 
and Gynecology on forms submitted to the Montgomery 
County Medical Society, 15855 Crabbs Branch Way, 
Rockville, MD. 

Conclusions of Law 

Based on the foregoing Findings of Fact, the Commis¬ 
sion on Medical Discipline, by the unanimous vote of a 
quorum of its members, concludes as a matter of law that 
Respondent violated 14-504(4) of the Act and finds 
Respondent GUILTY of those charges. 

Order 

Based on the foregoing Findings of Fact, and Con¬ 
clusions of Law and the agreement of the parties it is 
hereby this 21st day of June 1988 by the unanimous vote 
of a quorum of the members on the Commission on Medi¬ 
cal Discipline, 

ORDERED that Respondent’s license to practice 
medicine in the State of Maryland is suspended for a 
period of three (3) years and ninety (90) days; and be it 
further 

ORDERED that said suspension is STAYED following 
the first 90 days of the suspension at which time Respon¬ 
dent will be placed on PROBATION for the remaining 
three years subject to the following terms and conditions: 

1. Respondent shall not practice medicine in the State 
of Maryland during the first 90 days of his suspension; 

2. During the entire period of Respondent’s suspen¬ 
sion and probation, Respondent shall continue 
psychiatric treatment in connection with the personality 
disorder that led to Respondent’s falsification of creden¬ 
tials; 

3. Respondent is currently undergoing treatment with 
Dr. Harold Wylie on a bi-weekly basis for the aforemen¬ 
tioned personality disorder. Respondent shall continue 
psychiatric treatment during the course of his suspension 
and probation with Dr. Wylie or with another psychiatrist 
after notice and approval by the Commission. Psychiatric 
reports on Respondent’s attendance and progress shall 
be submitted to the Commission on a quarterly basis. 
Respondent shall immediately notify the Commission if 
there is any change in the nature, scope and frequency 
of treatment rendered. Any changes are to be approved 
in advance by the Commission after consultation with 
Respondent’s treating psychiatrist. 

4. Based on the testimony presented to the Commis¬ 
sion, it is the Commission’s understanding that Respon¬ 
dent is no longer performing surgery and that his practice 
is presently confined to seeing patients in ambulatory 
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clinics and in private practice. If there is any change in 
the nature and scope of Respondent’s practice during the 
period of Respondent’s probation, Respondent shall 
notify the Commission immediately. 

5. During the probationary period, the Commission, 
or its agents, will conduct peer reviews of Respondent’s 
medical practice as is necessary; and be it further 
ORDERED that if Respondent violates any of the 
foregoing conditions, the Commission, after notification 
and hearing, may discontinue Respondent’s probation 
and impose any disciplinary sanction it deems ap¬ 
propriate; and be it further 
ORDERED that after three (3) years and ninety (90) days 
from the date of this Order and upon Respondent’s suc¬ 
cessful completion of the conditions of probation, the 
Commission will entertain a petition for termination of 
Respondent’s probationary status and reinstatement of 
Respondent’s license to practice medicine in Maryland 
without any conditions or restrictions whatsoever. If 


Respondent has complied with all conditions of proba¬ 
tion and if there are no outstanding complaints against 
Respondent, the Commission will reinstate 
Respondent’s license without any conditions or restric¬ 
tions whatsoever. However, if the Commission deter¬ 
mines that termination of probation is not appropriate, 
the Commission may extend the probationary period and 
may modify one or more of the conditions upon which 
Respondent was placed on probation; and be it further 
ORDERED that the terms set forth in Exhibit A are made 
a part of this Order and that any outstanding cases against 
Respondent currently being investigated by the Commis¬ 
sion concerning the facts of which are currently known 
to the Commission are merged into this Final Consent 
Order and made a part hereof. 


HILARY T. O’HERUHY MD, Chairman 
Commission on Medical Discipline 
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Introducing 
a few new 
facts of life. 

The fact is: One in ten couples today is considered infertile. 

So OB GY\' is introducing a few new facts of life through our 
Assisted Reproductive Technology (ART) Program. ART includes 
in-vitro fertilization-embrvo transfer (IVF-ET), gamete-intrafallo- 
pian transfer (GIFT) and artificial insemination. These medical 
breakthroughs have helped thousands of couples overcome their 
difficult)’ in conceiving and go on to have happv, healthv babies. 
After all... isn't that what the facts of life are all about? 
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Doctors take Note 


Miscellaneous Meetings 

Oct 3-5 NIH Consensus Development Conference: 
Urinary Incontinence in Adults, Masur Auditorium, 
Warren Grant Magnuson Clinical Center, NIH, Bethesda. 
Info: A. Manning Prospect Assoc., Ste 500, 1801 Rockville 
Pike, Rockville, MD 20852. 

Oct 7-9 Advanced Trauma Life Support Course, 
Washington, DC. American College of Surgeons DC 
Committee on Trauma. Fee: $500; 20 Cat I credits. Info: 
D. Soto 202-784-2074. 

Oct 22 The Second Annual John C. Dumler 
OB/GYN Update, St. Agnes Hospital, Baltimore, MD. 
Sponsored by the Depts of OB/GYN at St. Agnes Hospital 
and University of Maryland School of Medicine. Info: 
Terry Young 301-328-2399- 

Oct 26 Physicians’ Cholesterol Education 
Program, The Ramada Inn, 901 Dual Highway, 
Hagerstown, MD.. Info: 301-685-7074 or 225-5891. 

Nov 9-11 First National Cholesterol Conference, 
Hyatt Regency Crystal City, Arlington, YA. Advance 
registration $150; conference participation limited to 
first 1,000 registrants. Info: The National Cholesterol 
Conference, 4733 Bethesda Ave. - Ste 530, Bethesda, MD 
20814 (301-951-3275). 

Nov 11-13 Advanced Trauma Life Support Instruc¬ 
tor Course, Washington, DC. American College of Sur¬ 
geons DC Committee on Trauma. Fee: $600; 26 Cat I 
credits. Info: D. Soto 202-784-2074. 

Nov 12 The Interface of Medicine and Psychiatry, 
St. Joseph Hospital, Towson, MD. Fee: $35 physicians, 
$25 house staff, nurses, allied health personnel; mail 
registration with checks payable to Educational Fund, St. 
Joseph Hospital by Nov 1; after Nov 1, there is a $5 late 
fee. 6.5 AMA Cat I credits; 6.0 AAFP Prescribed hours. 
Info: A. Cronin 301-337-1113- 

Nov 12-13 Fetal Cardiology, Key Bridge Marriott, Ar¬ 
lington, VA, sponsored by the Div of Pediatric Cardiology, 
University of Maryland School of Medicine. Info: Terry 
Young 301-328-2399- 

Nov 19-20 Regional Review Course in Hand 
Surgery, Washington, DC. Fee: physicians $200; resi¬ 
dents, fellows, & allied health professionals $100; 12 
AMA Cat I credits. Info: American Society for Surgery of 
the Hand, 3025 S. Parker Rd. - Ste 65, Aurora, CO 80014. 

Feb 3-5 Advanced Trauma Life Support Instructor 
Course, Washington, DC. American College of Surgeons 
DC Committee on Trauma. Fee: $600; 26 Cat I credits. 
Info: D. Soto 202-784-2074. 

• • • 

The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium unless otherwise 
indicated. Sponsored Continued Education Activities for 
1988-1989- Info: Office of Continuing Education, 720 
Rutland Ave., Turner Auditorium, Baltimore, MD 21205 
(301-955-5880). 
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Oct 6-8 Fourteenth Annual Topics in 
Gastroenterology and Liver Disease. Fee: physicians 
$370; residents & fellows $185 (with letter verifying 
status); 20.5 AMA Cat I credits. Info: J. Ryan 301-955- 
2959- 

Oct 10-14 Thirtieth Annual Emil Novak Memorial 
Course: Gynecology, Gynecological Pathology, En¬ 
docrinology, and High-risk Obstetrics. Fee: $550 
($400 for residents); 41 AMA Cat I credits. Info: C. Kear¬ 
ney 301-955-2959- 

Oct 15 The Johns Hopkins Annual Cardiology Up¬ 
date 1988: Current Concepts in Cardiology, Sheraton 
Inner Harbor Hotel, Baltimore. Fee: physicians $45; 5 
AMA Cat I credits. Info: F. Boling 301-955-2959- 

Oct 19-21 Industrial Hygiene Air Sampling for 
Safety Professionals, Dept of Environmental Health 
Sciences. Fee: $500; course limited to 50 participants. 
Info: J. Com 301-955-2609- 

Oct 24-26,1988; March 6-8,1989; June 19-21,1989- 
An Advanced Pediatric Life Support Course. Fee: 
$445; 20 AMA Cat I credits. Enrollment will be limited. 
Info: C. Goodell 301-955-2959- 

Oct 29 - Nov 2 Written Boards in Emergency 
Medicine: A Comprehensive Review, Hyatt Regency 
Baltimore. Fee: $575, $500 residents; AMA Cat I credit. 
Info: D. Heydinger 301-955-2959- 

Nov 4 Management of Complicated Retinal 
Detachments. Fee: $175 ($90 those in training); AMA 
Cat I credits. Info: D. Heydinger 301-955-2959- 

Nov 5-6 Hemodynamic Monitoring/Patient Care 
and Pulmonary Artery Catheterization. Fee: $390; 14 
AMA Cat I credits. Info: J. Ryan 301-955-2959- 

Nov 18-20 Update in Common Pediatric En¬ 
docrinology Disorders and Developmental Dis¬ 
abilities (The Maryland Chapter of the American 
Academy of Pediatrics Annual Fall Mtg.), The Radisson An¬ 
napolis Hotel. Fee: three days $ 150; single day $50. Info: 
F. Boling 301-955-2959- 

Dec 1-2 PHS Policy on the Humane Care and Use 
of Laboratory Animals, Stouffer Harborplace Hotel, co¬ 
sponsored with NIH. 11.5 Cat I AMA credits. Info: J. Ryan 
301-955-2959- 

Dec 8-10 First Annual Wilmer Institute Current 
Concepts in Ophthalmology. Fee: $250, $200 (those 
in training); AMA Cat I credits. Info: D. Heydinger 301- 
955-2959- 

Ophthalmic Electrophysiology Technician Train¬ 
ing Course (on-going 1-week course by appointment). 
The Wilmer Eye Institute, Baltimore. Info: C. Kearney. 

The Department of Radiology and Radiological 
Sciences offers several courses in abdominal and 
obstetrical ultrasound. Info: C. Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer Nov 
14-18. Fee $460; AMA Cat I credits. 

Advanced Practicum in Ultrasound Dec 5-9- Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians - offered throughout the year for 
experience in the lab and participation in read-in ses- 


sions; by appointment only. Fee: $460; 40 AMA Cat I 
credits. 

Johns Hopkins Medical Grand Rounds - Accredited 
audiovisual continuing education series of case discus¬ 
sion for clinicians; 30 topics/year in 5 bimonthly 
programs. Individual and group subscriptions; 40 AMA 
Cat I credits. Info: 301-955-3988. 

• • • 

University of Maryland School of Medicine 

CME Courses: For each course additional information 
may be obtained by contacting the Program of Continu¬ 
ing Education, University of Maryland School of 
Medicine, Room 14-011, BRB, 655 W. Baltimore St., Bal¬ 
timore, MD 21201 (301-328-3956). 

Oct 14-15 Roots of Creativity: The Study of Crea¬ 
tive Imagination in Infancy, Omni International Hotel, 
Baltimore. Fee: $250; 10+ AMA Cat I credits. 

Oct 20 Dean’s Conference #2: AIDS, UMBC, MSTF 
Auditorium. Fee: $25; 6 AMA Cat I credits. 

Oct 27-29 Fourth Annual University of Maryland 
Contact Lens Symposium, Hyatt Regency Inner Harbor, 
Baltimore. Fee: $160; 12.25 AMA Cat I credits. 

Nov 4-5 Second Medical Perioperative Manage¬ 
ment Postgraduate Course, Harbor Court Hotel, Bal¬ 
timore. Fee: $165; approx 10 AMA Cat I credits. 

Nov 5 A Brief Course in Brief Psychotherapy, 
UMBC. Fee: $ 100; approx 6 AMA Cat I credits. 

Nov 16 Dean’s Conference #3: Surgery, UMBC. 
Fee: $25; 6 AMA Cat I credits. 

Nov 17 Diagnosis and Management of Os¬ 
teoporosis, Comfort Inn Airport (BWI). Fee: $35; 4 AMA 
Cat I credits. 


Nov 18-20 Rigid Fixation of the Craniofacial 
Skeleton, Sheraton Inner Harbor Hotel, Baltimore, 
sponsored by MIEMSS. Fee: $425 physicians & dentists, 
$250 residents & fellows, $50 optional laboratory ses¬ 
sion; 19 AMA Cat I credits. Info: T. Young 301-328-2399- 

Dec 1-3 Eleventh National Trauma Symposium, 
Baltimore Convention Center. Info: K. Unitas, MIEMSS 
301-328-2399. 

Dec 14 Dean’s Conference #4: Anesthesiology, 
UMBC. Fee: $25; 6 AMA Cat I credits. 

Jan 25 Dean’s Conference #5: Psychiatry. UMBC. 
Fee: $25; 6 AMA Cat I credits. 

Visiting Professor Program - Directory of speakers 
and topics available for area hospitals and other health 
care organizations. No administrative fee. Info: 301-328- 
3956. 

Visiting Practitioner Preceptorships - Opportunity 
for physicians to participate in clinical situations in the 
University of Maryland Medical Systems. Requires ap¬ 
proval from clinical department/division heads. Direct all 
inquiries to CME 301-328-3956. 

Departmental Rounds and Conferences - Weekly, 
hands-on and lecture presentation hosted by the 
University’s clinical departments. Hour-for-hour AMA 
Cat I credits available. Brochure available. 

Advanced Trauma Life Support Provider/Instructor 
Programs sponsored by University of Maryland/MIEMSS. 
Fee: $350-500; 16-22 CMD Cat I credits. Info: Melody 
Nelson 301-328-2919. 

Oct 13-14 - Provider 

Nov 16-17 - Provider 

Dec 15-16 - Provider 


Attention: Member Photographers 

The Maryland Medical Journal is building a file of Maryland pictures to use on 
our covers. Please submit your best shots of scenes around the state. If there can 
be a medical connection, so much the better. We can use 

black and white 

color 

verticals 

glossy prints (not slides or negatives) 

We will either reduce or enlarge your prints to MMJ cover size (approximately 
8 1/2 X 11). Send your nonreturnable photos to MMJ, 1211 Cathedral Street, 
Baltimore, MD 21201. 
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PHYSICIANS 
Full-time & Part-time 

WYMAN PARK MEDICAL ASSOCIATES, a 

Johns Hopkins Health System medical group, 
needs additional physicians in these specialties for 
full-time and part-time positions at new and 
established offices in Baltimore City, Baltimore 
County, Anne Arundel County, and other 
expansion areas. 


Addictions 

Allergy/lmmunology 

Cardiology 

Dermatology 

Endocrinology 

Family Practice 

General Surgery 

Internal Medicine 

Obstetrics and Gynecology 

Occupational Medicine 

Oral Surgery 

Orthopedics 

Pediatrics 

Physical Medicine and 

Rehabilitation 

Psychiatry 

Pulmonary Medicine 

Urology 

and others. 


Physicians must be board certified or active 
candidates, and eligible for Maryland license and 
DEA certificate. Send CV’s or contact: 


Charles R. Mock, M.D. 

Medical Director 
Office of Regional Programs 
3100 Wyman Park Drive 
Baltimore, Maryland 21211 
(301) 338-3493 

An Equal Employment Opportunity Employer. 


MARYLAND 

Westminster (30 min. NW Baltimore) - Child/ 
Adoles./Adult Psychiatrists. The Carroll Co. MHC is 
seeking bd. elig./certified psychiatrists for full/part 
time work. Duties include eval./ongoing therapy/prog, 
consults/chemotherapy. Flex hrs. offered. Rate of pay 
is based on qualif. 

For more info, contact: Dr. Michael Bisco, Med. Dir. 

Carroll Co. Mental Health 
P.O. Box 845 
Westminster, MD 21157 
301-876-4800 


PHYSICIANS: M.D.’s with general medical, 
surgical, or Family Practice background to work 
as urgent care physicians in busy hospital 
Emergency Department. Part-time/Full-time 
positions available. 

For details, contact: 

Dan K. Morhaim, M.D. 

Franklin Square Hospital Center 
9000 Franklin Square Drive 
Baltimore, MD 21237 
(301) 682-7046 _ 


FOR DOCTORS ONLY 


UNSECURED SIGNATURE LOANS 
FROM $5,000-$60,000 
UP TO 6 YEARS TO REPAY 
COMPETITIVE RATES 
NO POINTS OR FEES 


For information & application call- 

MEDIVERSAL ^De'pPzls 4952 


We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MM/, 1211 Cathedral St, Baltimore, MD 21201 


Authors of Articles 

Along with manuscripts submitted to MMJ, 
please send an IBM compatible floppy disk, with 
the document entered in a Word Perfect, Multi¬ 
mate, or Wordstar program. At your request, 
MMJ will return your disk after your article is 
published or if your manuscript is not accepted. 
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Classified Ads 


BE-BC OBSTETRICIAN/GYNECOLOGIST NEEDED 

to join 6-person OB/GYN group, Chesapeake Bay Eastern 
Shore. Excellent salary & benefits. Long-established, 
well-equipped and staffed hospital with 900-1,000 
deliveries/year. Send CV/inquiries: Recruiting Chairman, 
Chesapeake Obstetrics, P.O. Box 859, Easton, MD 
21601. 


EXPERIENCED GENERAL SURGEON SEEKING 
RELOCATION to Baltimore/Washington area, BC in 
General Surgery and Surgical Critical Care. Box 5 MMJ, 
1211 Cathedral St., Baltimore, MD 21201. 


GASTROENTEROLOGIST - third needed for 100% GI 
referral practice in large mid-Atlantic suburb. BC/BE, 
personable with outgoing manner and willing to market 
practice in highly competitive area. Must possess all ad¬ 
vanced endoscopic skills. Send CV and cover letter to 
Box 9 MMJ, 1211 Cathedral St., Baltimore, MD 21201. 


MARYLAND - IMMEDIATE OPENING FOR BC/BE 
PEDIATRICIAN to join busy practice in Baltimore sub¬ 
urb. All private patients. Send CV to A.A. Salihi MD, 9105 
Franklin Square Dr - Ste 312, Baltimore, MD 21237 (301- 
687-6432). 


OB/GYN ASSOCIATE WANTED to join established 
practice in Northwest DC with teaching hospital affilia¬ 
tion. Position leading to partnership. Experienced in 
OB, laser surgery, pregnancy termination, colposcopy, 
etc. Info: Dr. Santangelo 202-223-1322. 


OPHTHALMOLOGIST NEEDED for multiple senior 
citizen’s buildings in the Baltimore City area. Info: A.G. 
Qureshi MD, Medical Director, 501 Dolphin St., P.O. Box 
16549, Baltimore, MD 21217 (301-225-3133). 


PHYSICIAN WANTED IMMEDIATELY: general 
surgery, minor trauma, or industrial medicine back¬ 
ground helpful. Write: P.O. Box 23664, Baltimore, MD 
321203- 


BUSY PEDIATRIC PRACTICE has office space to 
share in our satellite office located in Upper Marlboro. 
Newly decorated and fully equipped 301-292-2200. 


MEDICAL OFFICE SPACE RENTAL: prime Frederick 
location unexpectedly available. Info: Charlene 301- 
662-2484. 


MEDICAL OFFICE SUITE: sale or lease. Hawthorn 
Professional Center ideally located next to Howard 
County General Hospital. Available Feb 1,1989 for lease. 
301-997-8847. 


OFFICE TO SHARE full or part time at 1205 York Rd., 
Lutherville. Reasonable rates, flexible arrangement, 
ample parking 301-583-8660. 


Classified Advertising 

Med-Chi Members: $3-50 per line per insertion 
Nonmembers: $1 per word, minim um $50 per ad 

Members of the Medical and Chirurgical Faculty 
shall be entitled to one complimentary ad insertion for 
personal use in any consecutive 12-month period. 
(PAs count as one member.) Items will be related to 
the practice of medicine. Widows of members shall be 
entitled to two complimentary insertions for the dis¬ 
posal of the deceased physician’s practice or equip¬ 
ment. 

Maryland Medical Journal 

1211 Cathedral Street Baltimore, MD 21201 


OWINGS MLLL/PBKESVLLLE OFFICE to sublease at 
Beltway Exit 20 N in Commercecenter. Fully furnished, 
private consultation room, 3 exam rooms, lab facilities, 
parking. Ideal for satellite location 301-486-4445. 


NEW MEDICAL OFFICE for rent, hill or part time. The 
Professinal Centre, next to St. Joseph Hospital. Fully 
equipped, free parking 301-337-6800. 


NEW MEDICAL OFFICE SPACE TO SHARE in Tow- 
son part time or evenings; excellent parking. Call 9-5 
(301-828-5151). 


FOR SALE: Toshiba complete electronic phone system 
including 16 phones, $4,000 (301-435-5300). 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Faculty of the State of Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resume to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate. 
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9800 YORK ROAD 

SALES* LEASING ^SERVICE* PARTS* BODY SHOP 


A DELIGHTFUL 
DICHOTOMY 

The performance capability of the 300 E Sedan rivals 
that of the great Mercedes-Benz sports cars of all 
time. Consider zero to 55 mph in a scant 6.8 seconds 
and an exalted test-track maximum of 137 mph. Yet 
this is an automobile that provides the comfort and 
spaciousness of a four-door sedan, and the amenities 
of a fully equipped Mercedes-Benz. All wrapped in a 
superbly aerodynamic form-a shape that knifes 
through the airstream, maximizing efficiency and 
stability while minimizing wind noise. Judged a 
masterwork of automotive science bv the worlds 
toughest critics, the 300 E Sedan awaits your eval¬ 
uation at our authorized Mercedes-Benz dealership. 

Valleu motor/ 

* Mercedes-Benz 
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In moderate depression and anxiety 


, 74% of patients experienced improved sleep 
after the first h.s. dose 1 

; First-week improvement in somatic symptoms 1 

• 50% greater improvement with Limbitrol in 
the first week than with amitriptyline alone 2 



Protect Your Prescribing Decision: 
Specify “Do not substitute.” 


limbitrol 

Each tablet contains 5 mg chlordiazepoxide and /O 
12.5 mg amitriptyline (as the hydrochloride salt) vX- 


IimbitrorDS 


Each tablet contains 10 mg chlordiazepoxide and /O 
25 mg amitriptyline (as the hydrochloride salt) vY. 


References: 1 . Data on file, Hoffmann-La Roche Inc., Nutley, NJ. 2. Feighner VP, 
etal: Psychopharmacology 61:2 17-225, Mar 22,1979. 


Limbitrol®® 

Tranquilizer—Antidepressant 

Before prescribing, please consult complete product information, a summary of which 
follows: 

Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants; 
concomitant use with MAOls or within 14 days of monoamine oxidase inhibitors (then initiate 
cautiously, gradually increasing dosage until optimal response is achieved) ; during acute recovery 
phase following myocardial infarction. 

Warnings: Use with caution in patients with history of urinary retention or angle-closure glau¬ 
coma. Severe constipation may occur when used with anticholinergics. Closely supervise cardio¬ 
vascular patients. Arrhythmias, sinus tachycardia, prolongation of conduction time, myocardial 
infarction and stroke reported with tricyclic antidepressants, especially in high doses. Caution 
patients about possible combined effects with alcohol and other CNS depressants and against 
hazardous occupations requiring complete mental alertness [eg., operating machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital mal¬ 
formations. Consider possibility of pregnancy when instituting therapy. 

Withdrawal symptoms of the barbiturate type have occurred after discontinuation of benzodiaze¬ 
pines (see Drug Abuse and Dependence). 

Precautions: Use cautiously in patients with a history of seizures, in hyperthyroid patients, 
those on thyroid medication, patients with impaired renal or hepatic function. Because of suicidal 
ideation in depressed patients, do not permit easy access to large quantities of drug. Periodic liver 
function tests and blood counts recommended during prolonged treatment. Amitriptyline may 
block action of guanethidine or similar antihypertensives. When tricyclic antidepressants are 
used concomitantly with cimetidine (tegamet), clinically significant effects have been reported 
involving delayed elimination and increasing steady - state concentrations of the tricyclic drugs. 
Use of Limbitrol with other psychotropic drugs has not been evaluated; sedative effects may be 
additive. Discontinue several days before surgery. Limit concomitant administration of ECT to 
essential treatment. See Warnings for precautions about pregnancy. Should not be taken during 
the nursing period or by children under 12. In elderly and debilitated, limit to smallest effective 
dosage to preclude ataxia, oversedation, confusion or anticholinergic effects. Inform patients to 
consult physician before increasing dose or abruptly discontinuing this drug. 


Adverse Reactions: Most frequent: drowsiness, dry mouth, constipation, blurred vision, dizzi¬ 
ness, bloating. Less frequent: vivid dreams, impotence, tremor, confusion, nasal congestion. 
Rare: granulocytopenia, jaundice, hepatic dysfunction. Others: many symptoms associated with 
depression including anorexia, fatigue, weakness, restlessness, lethargy. 

Adverse reactions not reported with Limbitrol but reported with one or both components or 
closely related drugs: Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, 
myocardial infarction, arrhythmias, heart block, stroke. Psychiatric: Euphoria, apprehension, 
poor concentration, delusions, hallucinations, hypomania, increased or decreased libido. Neuro¬ 
logic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns. Anticholinergic: Disturbance of 
accommodation, paralytic ileus, urinary retention, dilatation of urinary tract. Allergic.- Skin rash, 
urticaria, photosensitization, edema of face and tongue, pruritus. Hematologic.- Bone marrow 
depression including agranulocytosis, eosinophilia, purpura, thrombocytopenia. Gastrointesti¬ 
nal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, black 
tongue. Endocrine: "testicular swelling, gynecomastia in the male, breast enlargement, galactor¬ 
rhea and minor menstrual irregularities in the female, elevation and lowering of blood sugar 
levels, and syndrome of inappropriate ADH (antidiuretic hormone) secretion. Other: Headache, 
weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. 

Drug Abuse and Dependence: Withdrawal symptoms similar to those noted with barbiturates 
and alcohol have occurred following abrupt discontinuance of chlordiazepoxide; more severe 
seen after excessive doses over extended periods; milder after taking continuously at therapeutic 
levels for several months. Withdrawal symptoms also reported with abrupt amitriptyline discon¬ 
tinuation. Therefore, after extended therapy, avoid abrupt discontinuation and taper dosage. 
Carefully supervise addiction-prone individuals because of predisposition to habituation and 
dependence. 

Overdosage: Immediately hospitalize patient, teeat symptomatically and supportively. 
l.V. administration of 1 to 3 mg physostigmine salicylate may reverse symptoms of amitriptyline 
poisoning. See complete product information for manifestation and treatment. 

How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg 
chlordiazepoxide and 25 mg amitriptyline (as the hydrochloride salt), and Tablets, blue, film- 
coated, each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride 
salt)—bottles of 100 and 500; tel-E-Dose® packages of 100; Prescription Paks of 50. 

ROCHE PRODUCTS INC. 

Manati, Puerto Rico 00701 












In the depressed and anxious patient 

See Improvement In The Firs 

And The Weeks That Follow 



NLM OOb3flio a a 


^74% of patients experienced improved sleep 
after the first h.s. dose 1 

^First-week reduction in somatic symptoms 1 


Caution patients about the combined effects of 
Limbitrol with alcohol or other CNS depres¬ 
sants and about activities requiring complete 
mental alertness, such as operating machinery 
or driving a car. In general, limit dosage to the 
lowest effective amount in elderly patients. 


Limbitror 

Each tablet contains 5 mg chlordiazepoxide and 
12.5 mg amitriptyline (as the hydrochloride salt) 


Percentage of Reduction in Individual Somatic Symptoms 
During First Week of Limbitrol Therapy* 



VOMITING NAUSEA HEADACHE ANOREXIA CONSTIPATION 
*Patients often presented with more than one somatic symptom. 


Copyright © 1988 by Roche Products Inc. All rights reserved. 
Please see summary of product information inside back cover. 


UmbitrolDS 

Each tablet contains 10 mg chlordiazepoxide and 


25 mg amitriptyline (as the hydrochloride salt) 
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Maryland. From the mountains and valleys of 
Western Maryland, to the excitement of the 
cities, to the quiet waters of the Eastern Shore, 
Maryland is home. Your life and your practice 
are here. You give the medical care that so 
many depend on for their quality of life. 

Your patients depend on you, and you de¬ 
pend on us—to give you strong, reliable protec¬ 
tion, to give you the options you need, and to 
stand with you if a suit is filed. We protect 
your practice, so you can be free to concentrate 
on your patients. 

Medical Mutual was created in 1975 to 
meet the special needs of Maryland physi¬ 
cians, and our commitment continues today. Our 
company is owned by Maryland physicians, 
our offices and people are here, and our pro¬ 
grams are directed by the long-term needs of 
our Maryland members. 

We are proud to serve the thousands of 
Maryland physicians who depend on us for 
their professional liability insurance. Togeth¬ 
er, we are working to enhance the quality of 
health care across our state. 

Medical Mutual Liability Insurance 
Society of Maryland. It's our home, too. 


Medical Mutual Liability Insurance Society of Maryland 
225 International Circle*Hunt Valley, MD 21031 
Toll Free in Maryland 1-800-492-0193 
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The MMl Network 

Quality and Accessibility... 



24 hours a day, 

The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 

Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 


7daysanveek! 

Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and STAT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 



Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY, INC. 

1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301) 247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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Announcing the cure for 
Delayed Office Automation Syndrome. 



You know the headaches. They never stop. Mountains 
of paperwork. Appointment scheduling. Insurance 
forms and claims submissions. Files and files of patient 
information. Billing and receivables. Payroll. And more. 

Well, now there’s finally an effective and affordable cure. 
The Medical System from American Digital Systems. 

The A.D.S. Medical System. The features 
you need at a price that’s easy to swallow. 

Now any practice can afford to fully automate with a high 
performance, easy to use system. 


Priced from under $10,000, each individually configured 
multi-user system comes complete with the hardware, 
software, support services and training to answer your 
needs now and for years to come. The A.D.S. Medical 
System is that flexible and expandable. 

For a more thorough examination, 
call 876-4760. 

Find out today how The A.D.S. Medical System can 
alleviate the headaches of managing and operating your 
practice. Call or write for more information. Better yet, 
ask for a free demonstration. 


The A.D.S. Medical System. It can make a practice perfect. 

American Digital Systems Corporation • 8401 Arlington Blvd. • Fairfax, VA 22031 • (703) 876-4760 

A Dewberry & Davis Company 
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Meridian wants you to know 


What you should know about 
Meridian Healthcare services and 
facilities . 


Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite” care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 



MERIDIAN 



21 West Road 

Baltimore, Maryland 21204 

301-296-1000 


Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare's 
Physicians' information and referral guide. 


Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PA's with need for more than one information kit, please 
indicate the number of additional kits needed_. 
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WHAT'S NEW IN '89? 
RUSSEL © EXCITEMENT! 


735iA 


Exclusive new facility, 

new models, featuring the 
popular 325ic convertible as 
well as the sleek new 500 
and 700 series. Come see our 
full line of 1989 BMW’s and 
experience the ultimate driv¬ 
ing machine. 


BMW is a time 

proven investment with 
the best return on 
your resale dollar. 

Russel BMW is 

the dealer with the best 


6616 Baltimore 


RUSSEL 


return of satisfied 
customers. Visit our new 
dealership opening this 
Fall just Vi mile from 
our current Rt. 40 
location. 


National Pike, IVi miles west of Beltway, exit 15B • 744-2000 


32 5iC 


MOTORCARS LTD. 



“The R & H Difference” 

R & H Motor Cars, Ltd. 

9727 Reisterstown Road / Garrison, Maryland 21055 / 363-3900 


The Exclusive Valet Pick-Up & Delivery Dealer! 
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Highlights: Executive Committee 
and Council Actions 


Executive Committee 
July 21,1988 

• Minutes The Executive Committee minutes of 
June 16,1988 were approved as distributed. 

• Membership Recruitment The Executive Commit¬ 
tee approved the concept of establishing an incentive 
program applicable to Med-Chi members who recruit 
physicians into the society. The incentive could involve 
a credit for Faculty dues that would be applied to the 
recruiting physician. Other recruiting efforts include a 
universal membership application form so as to accom¬ 
modate the component societies and streamline the 
membership process. 

• Senioreach Program Following a review of material 
on the Senioreach Program, the Executive Committee 
agreed that Med-Chi’s progress in the development of 
this project may be presented to the Maryland House 
Environmental Matters Committee prior to the Sep¬ 
tember presentation to the Faculty’s Council. While 
developing this program, it was found that many refer¬ 
ral services were, in effect, addressing the needs of the 
senior citizen and that this could be reported to the ap¬ 
propriate committee of the Maryland General Assemb¬ 
ly. In addition, it was stated that this effort was 
consistent with the Council’s position approving the 
concept and principle of providing referral services to 
senior citizens who request the names of physicians who 
will accept Medicare assignment. 

• Cataract Surgery - Global Fees The Executive 
Committee was briefed on recent complaints from a 

physician group regarding Blue Cross/Blue Shield’s 
payment practices for ophthalmologic evaluations prior 
to cataract surgery. It was obvious, after meeting with 
Faculty staff and Victor Forman of Blue Cross/Blue 
Shield, that the misunderstanding was with reference to 
the date of the consultation and the date of scheduling 
for surgery as opposed to the date of surgery. It was 
believed that Blue Cross/Blue Shield would accept Med- 
Chi’s position on this matter and reimburse the 
physicians’ group for the consultation, separate from 
the surgical procedure. It also is anticipated that Blue 
Cross/Blue Shield will soon be publishing a policy on 
this matter of global fees. 

• Medicaid - Diversion Services Plan The Executive 
Committee reviewed draft regulations of the Depart¬ 
ment of Health and Mental Hygiene and a proposal of 
the Maryland Chapter of the American College of 
Emergency Medicine on the diversion of medical assis¬ 
tance recipients from inappropriate utilization of hospi¬ 
tal emergency rooms and hospital outpatient 
departments. 

• This matter has been referred to Med-Chi’s Liaison 
Committee with the Department of Health and Mental 
Hygiene and the Legislative Committee for their input. 

Addendum 

On August 9,1988 a conference call was held with the 
Executive Committee. Participants were Drs. Michael 
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Dobridge, Reynaldo Lee-Llacer, David Nagel, Jose 
Yosuico, Raymond Atkins, and Mr. Angelo Troisi. Dr. 
Dobridge updated the committee members as to input 
received as a result of sending the Department of Health 
and Mental Hygiene (DHMH) proposal to all members 
of the Council and presidents of component medical 
societies. 

It was the position of the Executive Committee to op¬ 
pose the proposal in its present form and to continue to 
work with the DHMH toward a resolution of this fund¬ 
ing deficit issue. 

• AMAAnnual Meeting Dr .Dobridge reported on 
the AMA resolution on Registered Care Technologists 
(RCTs) adopted by the AMA House. This resolution 
calls for demonstration projects to determine if develop¬ 
ment of such a category of nursing technicians would 
help alleviate the current crisis in bedside nursing care, 
which has caused much concern in the Maryland nurs¬ 
ing community. Dr. Dobridge stated that to clarity 
Med-Chi’s position on the issue, a memorandum has 
been sent to all chiefs of hospital medical staffs in 
Maryland as well as to component society presidents 
stating that Med-Chi does not sponsor or support any 
effort to establish such a program for RCTs in 
Maryland. 

The resolution on "Decriminalization of Drugs," in¬ 
troduced into the AMA House by the Maryland Delega¬ 
tion, was accepted. This resolution, which calls for a 
study of the health consequences resulting from any 
changes in the laws regarding dangerous drugs, has been 
forwarded to Governor Schaefer and Mayor Schmoke. 

Another resolution introduced by the Maryland 
Delegation regarding the misuse/incorrect interpreta¬ 
tions of disciplinary data published in the Federation of 
State Medical Boards was adopted by the AMA House 
of Delegates during its annual session. 

• Ad Hoc Interspecialty Committee Dr. Dobridge in¬ 
formed the committee he had established an Ad Hoc In¬ 
terspecialty Committee to review multidisciplinary 
problem areas of medical practice as they relate to each 
specialty. As its first project, the ad hoc group has been 
assigned the task of reviewing the Resource Based Rela¬ 
tive Value Scale. In addition, the ad hoc committee has 
been asked to advise the Role Relationship Committee 
regarding the admission of specialty physicians to the 
Faculty’s House of Delegates. 

• OB/GYN Services in Montgomery County The Ex¬ 
ecutive Committee discussed, at length, the current 
situation in Montgomery County surrounding the lack 
of obstetric/gynecological services for the indigent. Mr. 
Troisi stated that he and Gerry Evans had met with rep¬ 
resentatives from both the Montgomery County Medi¬ 
cal Society and the Montgomery County Council and 
discussed how best to provide these ob/gyn services. The 
Montgomery County Council hopes to have a program 
in place by the end of September. The Montgomery 
County Medical Society is to submit their written 
proposal to Med-Chi for review and possible implemen¬ 
tation at the state level. 


• House Bill 1285 Dr. Lee-Llacer informed the com¬ 
mittee that the results of the Governor’s veto of House 
Bill 1285 will be that the defense may still use the 
defendant’s associate to accomplish the certificate of 
merit requirements. Lacking the Governor’s veto, the 
law would have prevented physicians from participating 
in the certificate of merit process for their own defense. 

• Physician Rehabilitation Mr. Norbert Picha 
reported that preparations for the Conference for Im¬ 
paired Physicians scheduled for September 23, 1988 at 
Hunt Valley Marriott were proceeding as planned, and 
that the Rehabilitation Loan Program had been 
reviewed and efforts to obtain repayment have been in¬ 
creased with some success. 

• Law Students Mr. Troisi informed the Committee 
of a meeting with the Dean of the University of 

Maryland Law School during which it was agreed that 
close cooperation between Med-Chi and the Law 
School would be in the best interest of both organiza¬ 
tions and would include the possibility of establishing 
medicolegal seminars for Faculty members, as well as 
providing law interns to Med-Chi so they may gain clini¬ 
cal law experience. 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Faculty of the State of Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872. 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resumd to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate 



ill OAKVIEW 

TREATMENT CENTER 

3100 North Ridge Rd., Ellicott City, Md. 21043 
Baltimore 461-9922 Washington 621-3023 
Outside Maryland 1-800-223-7770 
Within Maryland 1-800-442-0233 


Referrals with many 
happy returns 


If alcohol or other drug addiction is part 
of your patient’s profile...let Oakview 
become part of your treatment team. 


At Oakview we are committed to 
immediate and continuing 
recovery from addiction. 


Our treatment plans reflect 
the involvement of the 
primary physicians in the 
continuum of recovery. 

Oakview 

Treatment Center - 
an in-patient 
facility for 
adolescents 
and adults. 
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One Minute with Diabetes 


N eed $1,000,000 
of life insurance? 


Neuropathic Joint Disease 


Afraid of the cost? 

Don't Be! You can own big life insurance 
for small dollars with . .. 



Male, Non-Tobacco User* With $1,000,000 
Death Benefit 


Age 

First-Year Annual Premium 

35 

$ 670.00 

40 

$ 760.00 

45 

$1,020.00 

50 

$1,250.00 


*Based on no tobacco of any kind in last 12 months. 
**Premiums increase each year, subject to guarantees in the 
policy. 


Your premiums for TL + 500 could be lower or higher, depending 
on your age, desired death benefit, and satisfactory health. But 
with sample premiums like these, isn't it worth a minute of your 
time to find out?! 

TL + 500 (policy form series S-3203) is term life insurance to age 
90. 



7H6 m€DCHI AG€nCY 


I'm interested in the premium for the following death benefit, and 

you can quote me on that: 

□ $500,000 □ $750,000 

□ $1,000,000 Other: 

Name 

Birthdate 

Address 

City 

State Zip 

Home Phone 

Office Phone 


The Med Chi Agency 
1204 Maryland Avenue 
Baltimore, Maryland 21201-5583 
(301)539-6642 
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Doctor, While playing tennis about two weeks ago, / 
twisted my right ankle. Since then it has been swollen and 
feels a little warmer than the other ankle, but it does not hurt 
while walking. As you ktiow, my lower extremities have been 
numb from diabetic neuropathy for years. Is this a new 
problem related to my diabetes? 

The nontender, swollen, and free-moving deformity 
of the ankle is so characteristic that the diagnosis of 
neuropathic arthropathy (Charcot joint) is easily 
made. However, it should be confirmed by x-ray studies. 
Another possibility would be osteomyelitis, but this is 
not likely in the absence of skin breakdown. 

The treatment of neuropathic joint disease consists of 
elevation and rest of the part until stabilization of the 
joint takes place, usually three to six weeks. As soon as 
x-ray evidence of healing has taken place, the patient is 
referred for fabrication of plastazote healing sandals for 
light weight bearing with crutches. 

Long-term care will depend on the degree of residual 
deformity, but the patient must be cautioned against 
wearing conventional shoes. Charcot feet must be 
protected and supported by customized molded foot¬ 
wear with soft cushioning interior material. It is of 
paramount importance that pressure ulceration be an¬ 
ticipated and prevented rather than be allowed to be¬ 
come a complication of the problem. 

Diabetic neuroarthropathy is more common in the 
tarsal-metatarsal area, but may occur in the matatarsal 
phalangeal area and, occasionally, in the knee and hip 
region. The most serious problem with patients with 
neuroarthropathic joint disease is getting them to 
cooperate and rest the area until healing takes place. 
Because the joint does not hurt, instruction about rest¬ 
ing the joint often is ignored, resulting in greater de¬ 
formity and disability. 

DeWITTE. DeLA WTERMD 
Editor 


pO&COOOCOOOOOOCOQOOCCOCCOCOGCCCOSOCCOOO< 

Consultation is Back! 


WBAL Radio AM 1090 
8-9 p.m. every Thursday 


q Featuring a variety of physician speakers and 
v topics and hosted by John Stupak, the programs 
0 will consist of a short discussion of the topic 
^ followed by call-in questions from listeners. 

S For a list of scheduled topics and speakers 
S contact the Faculty Office, at 539-0872. 

8 
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Maryland Oncology Newsletter 


Adjuvant Therapy in Breast Cancer Patients with Negative Lymph Nodes 


A djuvant therapy means the use of chemotherapy or 
hormonal therapy after "curative" surgery in 
patients who have no evidence of distant metastases. 
This is to be initiated within two to four weeks after 
surgery with the hope of preventing, or at least delaying, 
recurrences and metastasis. It has been established that 
such therapy is beneficial, to some extent, in patients 
with Stage II disease, that is, with lymph node metas¬ 
tasis. However, patients with Stage I disease (those with 
no metastases to their lymph nodes) are treated by 
surgery only. This is due to the long-held view that they 
have good prognosis when compared to lymph node 
positive patients. 

Recent data from the National Surgical Adjuvant 
Breast Project (NSABP) and others revealed that 
patients with Stage I breast cancer have recurrence rates 
of 20 percent in the first five years and 40 percent at ten 
years. In an attempt to identify the high-risk group 
among these patients, data related to age, size of the 
tumor, and estrogen receptors (ER) were analyzed. 
None of these factors seemed to affect the survival ex¬ 
cept ER status. Patients with ER positive tumors have 
better survival than those who have ER negative tumors. 
However, such difference was marginal with a disease- 
free survival of 8 percent better in patients with ER posi¬ 
tive tumors. Higher values of ER failed to enhance the 
difference. 

Based on such data, the NSABP conducted two clini¬ 
cal trials: 

1. Patients with tumors who had< ER10 fmol/mgm 
protein (that is, ER negative) and whose lymph nodes 
were negative for tumor were randomized to receive no 
treatment vs. a combination of chemotherapy that con¬ 
sisted of high dose Methotrexate, 5 Fluorouracil, and 
Leucovorin (folate) rescue {Protocol # B-13}. 

2. Patients with tumors who had ER > 10 fmol/mgm 
protein (ER positive) whose lymph nodes were negative 
for tumor were randomized to receive placebo vs. 
tamoxifen (Nolvadex R ) {Protocol B-14}. 

The follow-up of these patients revealed beneficial ef¬ 
fect in both treated groups, that is, those who received 
chemotherapy in Protocol B-13, and those who received 
Tamoxifen in Protocol B-14. Such results were noted in 
the disease-free survival in both premenopausal as well 
as postmenopausal, and in ER positive and negative. 

However, we must be careful in interpreting such data 
for two reasons: (1) the duration of the follow-up is 
only four years, and there may be increased failure over 
the time period; and (2) there was no statistical evidence 
that there was prolongation in the overall survival in 
these patients. 

Therefore, there is still room for improvement, and 
soon the NSABP will be using two new studies: (1) In 


If you have any questions, call or write the Surgical Oncology 
Program at the University of Maryland Medical System, Room 
N13E0Z Baltimore, Maryland 21202 (301-328-5224). 


patients with ER negative tumor, chemotherapy will be 
slightly intensified. (2) In patients with ER positive 
tumors, chemotherapy will be added to tamoxifen. 

The University of Maryland is an active member in the 
NSABP, and we hope we can admit a large number of 
patients on these studies throughout the state. Such 
patients can be treated in their community by their on¬ 
cologist under the guideline of the NSABP. 

Tumor conferences are held weekly on Tuesday between 
8-9 am in Room N13E28 at the University of Maryland 
Medical System. This is an open meeting and physicians are 
welcome to attend. Physicians can present cases, but please 
call 328-5224 by noon Monday to obtain time on the 
schedule for your case(s) and bring the pathological slides 
with you. 

E. GEORGE ELIAS MD 
Professor of Surgery and Oncology 
Director, The Surgical Oncology Program 
University of Mary land Medical System 



White Marsh 
Health Center 

Medical 
Office Space 
For Lease 


Join Franklin Square 
Health Systems in the 
White Marsh Health 
Center. White Marsh 
is the fastest growing 
community in the Balti¬ 
more Metropolitan area 
with over 360,000 
people in a 7-mile 
radius. The Health 
Center features 
include: 

• Over 50,000 square 
feet of medical 
space 

• Ample free parking 

• Upgraded tenant 
medical improve¬ 
ment allowance 

Immediate occupancy. 
Nottingham 
Properties, Inc. 

825-0545 


WHITE 

MARSH 


HEALTH CENTER 

Across from White Marsh Mall 
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-MR UPDATE-- 

MRI Advances the Detection of Pelvic Disorders 


PELVIC EXAMINATION 

HISTORY: The patient is a 26 year old female with a 
pelvic mass. The ultrasound examination was made difficult by 
a large anterior fibroid. Due to shadowing from the fibroid, it 
was difficult to delineate the uterus and to demonstrate the 
separation of what appears to be two ovarian cysts posteriorly. 
Without clear delineation of the uterine cavity, it was difficult to 
be very specific about the etiology of the mass and the cysts 
could be considered components of a cystadenoma or a 
cystadenocarcinoma. 

SCAN: Sagittal and transverse MR images beautifully 
demonstrate the position of the endometrium, junctional zone, 
and myometrium. The large anterior fibroid (straight dark 
arrow) is demonstrated as a distinct mass of lower intensity 
than the myometrium of the uterus (curved arrow). Also, 
posterior fluid collections appear to be clearly separated from 
the main mass giving additional weight to the impression of 
simple ovarian cysts (open arrows). 

While the T1 and T2 values are not specific for fibroids or 
ovarian cysts, the higher tissue contrast of MRI allows clearer 
anatomic separation of structures. This in turn allows a more 
confident diagnosis of two coexisting benign processes rather 
than a single malignant mass. 

NOTE: The high tissue contrast of MRI is very useful in 
pelvic imaging. In cases of multiple fibroids, it allows precise 
delineation of the position of each fibroid which can be useful 
in uterine sparing surgery. It is also excellent for delineating the 
depth of invasion in endometrial carcinoma. It is very sensitive 
in the detection of pelvic nodal metastases. 

MRI HIGHLIGHTS: MRI, in general, has in¬ 
creased sensitivity for tissue differentiation as compared to 
CT. This is especially true in bone marow imaging where it has 
been shown to be more sensitive than radionuclide scanning 
for marrow replacing processes. This sensitivity is well known 
in the early detection of metastatic lesions and aseptic necrosis. 
MRI is also very useful in the depiction of subtle stress fractures 
or fractures in osteoporotic bones that may be difficult to 
demonstrate even with conventional tomography. 



MARYLAND 

MAGNETIC 

IMAGING 


900 Toll House Avenue 
Frederick, Maryland 21701 

(301) 662-0077 


MMI operates its MRI system with all available upgrades in¬ 
cluding contiguous slices as thin as 2.5 mm; quadrature detection 
head, body and extremity coils; large field of view spine coil; 
dedicated cervical coil; partial flip imaging; single breath-hold 
body imaging; and cardiac and respiratory gating. 

Health Images facilities are a community resource available to 
all area physicians. 




tfinageb, $nc. 
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Adele Wilzack, R.N., M.S. 

Secretary of Health and Mental Hygiene 

J. Mehsen Joseph, Ph.D., Director, 

Community Health Surveillance Administration 

Ebenezer Israel, M.D., Director, 

Epidemiology and Disease Control Program 

EPIDEMIOLOGY AND DISEASE CONTROL NEWSLETTER 

COMMUNITY HEALTH SURVEILLANCE ADMINISTRATION 
Maryland State Department of Health and Mental Hygiene 

201 W. Preston Street/Baltimore, Maryland 21201/(301) 225-6700 

NOVEMBER 1988 

PNEUMOCOCCAL VACCINE — AN INCREASED EMPHASIS 

The Division of Immunization, Maryland Department of Health 
and Mental Hygiene, is initiating an educational and promotional 
campaign on pneumococcal vaccine in Maryland. 

Pneumococcal vaccine protects people against an organism 
which can cause serious health problems in people who are at risk, 
especially elderly persons 65 years of age or older, and persons 
with chronic medical conditions. More emphasis is needed in using 
pneumococcal vaccine, because despite advanced therapies and 
medical care, this disease is still one of the leading causes of 
death in the United States. About half a million cases of 
pneumococcal disease and 40,000 pneumococcal-related deaths are 
estimated to occur annually in the United States. 

The pneumococcal vaccine currently available contains 23 
capsular types of Streptococcus pneumoniae which are responsible 
for approximately 90% of the invasive pneumococcal infections in 
the United States. Only one dose of vaccine is needed to provide 
protection against pneumococcal disease. Revaccination is not 
recommended because of increased adverse reactions to subsequent 
doses. Many persons who need influenza vaccine also need 
pneumococcal vaccine and the vaccines can be given simultaneously, 
but different sites should be used. 

The Centers for Disease Control's immunization survey in 1985 
indicated that fewer than 10% of high risk individuals have ever 
received pneumococcal vaccine. If aggressive efforts are made to 
increase the use of pneumococcal vaccine, health care providers 
could prevent literally thousands of deaths each year. 

The Maryland Department of Health and Mental Hygiene strongly 
recommends that physicians and other health care providers 
including hospitals, clinics, and nursing homes in Maryland 
immunize high risk individuals with pneumococcal vaccine. 

More information on pneumococcal vaccine can be obtained from 
your local health department or by contacting the Division of 
Immunization, Maryland Department of Health and Mental Hygiene 
(301) 225-6679. 








INFLUENZA PROGRAM 1988-1989 


Each winter, different variants of the influenza virus 
circulate and cause disease and death in the U.S. between December 
and April. 

In 1987-88, influenza took a heavy toll in Maryland, 
especially in nursing homes. Figure 1 shows the trend in 
influenza reporting during the 1987-88 season. The outbreak 
peaked in late February and March. The strains isolated in 
Maryland were influenza A/Sydney, A/Shanghai, and A/Victoria-like, 
all H3N2. 


Figure 1 



Drs. Currier and Shekar of the Center for Clinical 
Epidemiology questioned a random sample of 70 of the state's 
approximately 210 nursing homes to determine the influenza impact. 
The survey disclosed that: 

o 55% of nursing homes had outbreaks of influenza in the 
1987-88 season; 

o There was a mean attack rate of 28%, despite immunization 
and amantadine treatment; and, 

o 23% of outbreaks were not reported to the local or state 
health departments. 

Our goal is to minimize influenza-associated morbidity and 
mortality. To that end, public health agencies, institutions, 
nursing homes, laboratories, and private physicians and clinics, 
must work cooperatively to achieve the following statewide 
influenza control objectives: 

1) IMMUNIZATION AND CHEMOPREVENTION; 

2) SURVEILLANCE; 

3) TREATMENT; and, 

4) CONTROL. 








Each county, health care facility, and * institution, needs an 
influenza program with similar objectives. The steps necessary to 
achieve these objectives should be tailored to the needs of the 
group and the resources available. 

In September, we published the influenza immunization 
guidelines and discussed amantadine use. Below are listed 
recommendations for physicians: 

HOW PHYSICIANS CAN HELP CONTROL INFLUENZA: 

--IMMUNIZE: 

Encourage those patients at risk and those in nursing 
homes and institutions to receive influenza vaccine. 
Immunization is also recommended for physicians and other 
health care providers who interact with patients at risk. 

—REPORT CASES AND OUTBREAKS: 

Physicians and other health care providers are required 
under Code of Maryland Regulations to report influenza cases 
weekly by total number of cases to the local health 
department (additional reporting cards, DHMH 1140's, can be 
obtained by calling your local health department or calling 
225-6712). Phone your local health department or call 
225-6677 to report outbreaks of influenza occurring in 
nursing homes, schools or other groups. 

--CULTURE-ILL PATIENTS: 

Obtaining pharyngeal specimens for viral culture on a 
few cases with classic symptoms of influenza, especially 
early in the outbreak, helps us to document the presence of 
the influenza virus in our state and the strain(s) 
circulating. Viral throat culture kits can be obtained by 
calling 225-6120. 

--TREAT: 

Amantadine given early in the course of influenza A 
leads to a milder and shorter course of illness. Amantadine 
can be given for prophylaxis of asymptomatic individuals at 
risk. Appropriate antibiotics are necessary if influenza is 
complicated by secondary bacterial infections. Advise 
against the use of aspirin-containing products in children to 
avoid Reye's Syndrome. 

—CONTROL: 

Review infection control guidelines with nursing homes 
in which you attend. Employees with influenza can spread the 
virus to patients at risk if they work while infectious; 
best to exclude employees who are ill. 

Guidelines for influenza control and surveillance will soon 
be mailed to health departments and nursing homes. We appreciate 
your cooperation. 



MARYLAND AIDS UPDATE 


SEPTEMBER 30, 1988 


AIDS ADMINISTRATION - DIVISION OF AIDS SURVEILLANCE 
MARYLAND DHMH 201 WEST PRESTON ST. BALTO. MD 21201 301-225-6707 
aids information and referral hotlines: 945-AIDS 1-800-638-6252 


MARYLAND AIDS STATISTICAL UPDATE 


II. Sex 

Male 

Female 

Since 1/1/88 

Cases % 

256 85.0 

45 15.0 

Since 1/1/81 

Cases % 

1190 88.3 

157 11.7 

Total: 

301 

100.0 

1347 

100.0 

III. Race 

White 

124 

41.2 

599 

44.5 

Black 

172 

57.1 

712 

52.9 

Hispanic 

5 

1. 7 

34 

2.5 

Other 

0 

0.0 

2 

0, 1 

Total: 

301 

100.0 

1347 

100.0 

IV.Age 

0-12 

7 

2.3 

30 

2.3 

13-19 

2 

O. 7 

8 

0.6 

20-29 

64 

21.3 

279 

20.7 

30-39 

129 

42.8 

570 

42.3 

40-49 

65 

21.6 

279 

20.7 

50 + 

34 

t l .3 

181 

13.4 

Total: 

301 

100.0 

1347 

100.0 

V.Disease at 

Diagnosis 

Candidiasis 

35 

11.6 

185 

13.7 

Cryptococcosis 

20 

6.7 

108 

8. 1 

Kaposi's Sarcoma 1 3 

4.3 

69 

5. 1 

M. avium 

13 

4.3 

124 

9.2 

P.c. pneumonia 

121 

40.2 

515 

38.2 

Both KS and PCP 2 

0.7 

22 

1.6 

Other Opportunistic 
Infection: 97 

32.2 

324 

24.1 

Total: 

301 

100.0 

1347 

100.0 

VI. YEAR OF DIAGNOSIS 

Number of 

cases diagnosed 


Cases 

in year now known to be 

Deceased (%) 

1981-1982 

10 

10 


(100*1) 

1983 

33 

32 


(97.0%) 

1984 

85 

81 


(95.3%) 

1985 

195 

169 


(86.7%) 

1986 

275 

191 


(69.4%) 

1987 

448 

234 


(52.2%) 

1988 ytd 

301 

83 


(26.6%) 

Total: 

1347 

800 


(59.2%) 


I. Cases by county and vital status: 

Since 1/1/88 Since 1/1/81 

Alive Deceased Total Alive Deceased Total 

Baltimore City 92 45 137 218 323 54i 

Anne Arundel 6 2 8 16 29 45 

Baltimore 9 3 12 25 49 74 

Carroll 000 145 

Harford 314 10 13 23 

Howard 5 3 8 9 13 22 

Metro Baltimore 
subtotal: 

115 

54 

169 

279 

431 

710 

Montgomery 

41 

9 

50 

103 

116 

219 

Prince George’s 

42 

12 

54 

112 

182 

294 

Calvert 

0 

0 

0 

4 

2 

6 

Charles 

2 

1 

3 

3 

2 

5 

Frederick 

4 

1 

5 

8 

8 

16 

St. Mary’s 

2 

0 

2 

3 

3 

6 

Metro DC(MD) 
subtotal: 

91 

23 

114 

233 

313 

546 

Caroline 

1 

0 

1 

3 

6 

9 

Cecil 

3 

0 

3 

5 

2 

7 

Dorchester 

0 

0 

0 

3 

4 

7 

Kent 

0 

0 

0 

1 

l 

2 

Queen Anne’s 

0 

0 

0 

0 

0 

0 

Somerset 

0 

1 

1 

0 

4 

4 

Talbot 

0 

1 

1 

2 

3 

5 

Wicomico 

4 

1 

5 

5 

9 

14 

Worcester 

l 

0 

1 

\ 

3 

4 

Eastern Shore 
subtotal: 

9 

3 

12 

20 

32 

52 

Allegany 

1 

0 

1 

1 

5 

6 

Garrett 

0 

0 

0 

0 

1 

1 

Washington 

3 

0 

3 

5 

10 

15 

Western MD 
subtotal: 

4 

0 

4 

6 

16 

22 

Division of 
Corrections: 

2 

0 

2 

9 

8 

17 

MD TOTAL: 

221 

80 

301 

5 47 

800 

1347 



Cases 

Deaths 

Washington, D.C. 

1366 

983 

Virginia suburbs 

395 

205 

Maryland suburbs 

546 

313 

METRO D.C. TOTAL: 

2,307 

1,501 

NATIONAL 



(CDC DATA AS OF 



Sept. 26, 1988 ) 

74,447 

41,925 






































STAT! 


Warning: Changing your liability insurance coverage may 
be hazardous to your financial health. 


Making a change in your professional liability insurance coverage without being fully in¬ 
formed could lead to disaster for your practice and financial ruin for your family. 

Med-Chi Agency is owned by Maryland physicians 
for the benefit of Maryland physicians and 
is committed to serving the needs of the medical profession in Maryland. 

We want you to be aware of the latest available information 
regarding your current liability insurance plan. 

Med-Chi Agency is available at any time 
to answer your questions about liability insurance options. 

Call us toll free 1-800-543-1262. 



MED-CHI AGENCY 

Your Concern About Liability Insurance Is Our Concern. 

Vol 37, No 11 MMJ 829 






























Health 


'Blue Cro 

Ka B>Ue Sh 
Haryana 


For what insurance doesn’t cover... 

MEDCASH" 

The Health Care Credit Card.” 


Designed exclusively for the health care industry 
by an affiliate of Blue Cross and Blue Shield of 
Maryland, MEDCASH™ offers patients a con¬ 
venient way to pay for medical expenses not covered 
by their insurance. 

At the same time, MEDCASH provides you, the 
physician, with improved cash flow, reduced billing 
expenses and fewer collection problems. 


MEDCASH is now available to all creditworthy 
applicants, regardless of their insurance company or 
coverage. Cardholders enjoy a low interest rate, a 
25-day grace period and up to 36 months to pay. 
MEDCASH. Working for health 
care professionals. 

Blue Cross and Blue Shield of Maryland.’ 

Call 1-800-633-9336 for information. 
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AIDS TESTING 

AND COUNSELING 

BILL 

The AIDS Testing and Counseling Bill was passed 
by the House of Representatives by a vote of 3 67- 
13. All representatives from Maryland supported 
this legislation. The amendment to the bill which 
would require physicians to report names of HIV¬ 
positive individuals to public health officials 
was not included in the bill. 

MED-CHI ENDORSES 

MEDICAL MUTUAL 

LIABILITY INSURANCE 

On September 24, 1988 the Council of the Med-Chi 
Faculty unanimously voted to endorse the Medical 
Mutual Liability Insurance Company as an insur¬ 
ance company which Maryland physicians can rely 
upon for liability coverage. 

MED-CHI SUPPORTS 

At Med-Chi's Semi-Annual meeting September 24, 

GUN CONTROL 

LEGISLATION 

the House of Delegates voted that Med-Chi give its 
full support to the Gun Control Law. Passage of 
the upcoming referendum would ban ''Saturday 
Night Specials' 7 and undetectable handguns. 

MED-CHI 

RESOLUTIONS 

Resolutions on the following topics were passed 
at the House of Delegates meeting in September: 
Gun Control Legislation, The Office of Inspector 
General Bounty Hunting System, Graduates of Non- 
United States Medical Schools, Hospital Medical 
Staff General Liability Indemnification, Nursing 
Shortage, Medical Denials-Lack of Due Process, 
Medicare Reimbursement Category for Social Admis¬ 
sion and Continued Hospital Stays, Physician 
Services Costs as Reported by HHS and Medicare, 
AIDS Education. 

MEDICARE 

MANDATED 

ASSIGNMENT 

The Med-Chi House of Delegates will meet on 
November 19, 1988 to discuss Medicare Mandated 
Assignment and the issue of whether or not to 
support a means test. All members should contact 
their component representative(s) to communicate 
their feeling relative to these issues. 

PRECARE 

PRECARE, a statewide telephone referral service 
for seniors seeking care on assignment, is fully 
operational. Sponsored by Med-Chi, Component 
medical societies and the Maryland Office on 
Aging, Precare has the personal endorsement of 
Governor Schaefer. 


AMPHETAMINE 

PRESCRIPTIONS 


INCIDENTS VS. 
CLAIMS 


FLU VACCINES 


MMPAC DUES 


Under Maryland law, Article 27, Section 285(a-2) 
and (b) , a physician may not dispense, administer 
or prescribe a methamphetamine or an amphetamine 
except for documented conditions of narcolepsy, 
hyperkinesis or minimal brain damage, or unusual 
or rare cases approved by a medical consultant 
named by the Department of Health and Mental 
Hygiene. Within 10 days of the initial prescrip¬ 
tion, the physician must notify; the Faculty's 
Committee on Drugs and submit an application for 
approval to prescribe amphetamines. The Committee 
will review the application to determine whether 
to issue the physician a prescriber number for each 
patient. 

Medical Mutual wants physicians to be aware that 
under the terms of your Medical Mutual policy, a 
claim and an incident are two very different terms. 
An incident occurs when you notify Med-Mutual that 
something has "gone wrong". No matter how serious 
an incident, a claim does not exist until a demand 
for compensation is made on or on behalf of an 
injured party. Med-Mutual urges its physicians to 
notify them of incidents because their staff may 
be able to advise you on ways to manage the 
situation in order to present the incident from 
developing into an actual claim. In the event that 
a claim arises out of an incident, early reporting 
of the circumstances allows Medical Mutual to 
prepare for your defense. 

The Maryland State Health Department plans to 
educate the physicians and persons over 65 on the 
use of pneumococcal vaccine. Public health 
officials are encouraging physicians to offer 
pneumococcal vaccine along with the influenza 
vaccine in their offices. Medicare and Medical 
Assistance will reimburse the cost of the vaccine. 

Med-Chi would like to remind its members to include 
your MMPAC dues as part of your payment for your 
1989 dues notice. 


AMPHETAMINE 

PRESCRIPTIONS 


INCIDENTS VS. 
CLAIMS 


FLU VACCINES 


MMPAC DUES 



Jfcflgfeio Troisi, FACHE 
^Executive Director 



Quality Practice Digest 

LEGAL AND ETHICAL CONCERNS OF YOUR MEDICAL PRACTICE 


This monthly digest will summarize the laws of the State of 
Maryland, as well as the guidelines, procedures, codes of 
cooperation and policy statements of the Medical and Chirurgical 
Faculty. These laws and policies are being published to reflect 
recent areas of concern to physicians throughout the state. 

The Principles of Medical Ethics of the American Medical 
Association have been adopted as the ethical standards of the 
Medical and Chirurgical Faculty, and they govern the conduct of 
members in their relations to the public and to each other 
(Faculty Bylaws, Article XIV, Section 1). For more information, 
please refer to the Compendium of Laws, Regulations, Opinions and 
Policies Governing the Practice of Medicine in Maryland. 


NEW ETHICAL OPINION ON M.D. OR D.O. ASSISTANT'S FEE 

In light of the discontinuance of surgical residents in some 
hospitals, the practice of third party carriers to deny 
reimbursement of surgical assistants, the Medicare reimbursement 
restrictions on assisting at certain surgical procedures (e.g., 
ophthalmologist and first assistant in cataract surgery), and the 
necessity of using M.D. or D.O. assistants for certain invasive 
procedures (e.g., coronary angioplasty), the Committee on 
Professional Ethics reviewed its stated prohibition against fee 
splitting as it applied to M.D. or D.O. assistants's fees. 

It is the opinion of the Committee that a physician may engage 
and pay for the assistance of an M.D. or D.O. assistant if: 

1. The use of an assistant is in the best interest of the 
patient; and 

2. The patient has been informed of: 

(i) The necessity for the assistant; and 

(ii) The financial arrangement for engaging the assistant. 

The following ethical statement was adopted by the Council on 
September 24, 1988: 

M.D. or D.O. Assistant's Fee . It is ethically permissible 
for a physician to engage an M.D. or D.O. assistant, if the 
assistance of a M.D. or D.O. assistant is in the best interest of 
the patient. This principle applies whether or not a third party 
payor covers this service. The attending physician should inform 
the patient in advance of the importance of a M.D. or D.O. 
assistant and the fact that the patient may be billed for the 





M.D. or D.O. assistant's fee. In circumstances in which there is 
an emergency and the informing of the patient is not possible, it 
would be appropriate for an assisting physician to bill the 
patient if the third party payor denies the claim. It is 
ethically permissible in certain circumstances for a physician to 
engage other physicians to assist him in the performance of a 
procedure and to pay a reasonable amount for such assistance, 
provided the nature of the financial arrangement is made known 
to the patient. This principle applies whether or not the 
assisting physician is the referring physician. 


LETTERS OF TERMINATION OF PHYSICIAN/PATIENT RELATIONSHIP 


While a physician has the right to choose whom the physician will 
treat, the physician may not abruptly terminate the 
physician/patient relationship. If a physician feels that he 
cannot provide good care to a patient for whatever reason, the 
physician must notify the patient in writing of the decision to 
terminate the physician/patient relationship. Except for the 
death or sudden illness of a physician, the physician must notify 
the patient in a timely manner that will permit the patient to 
locate another physician. It is suggested that 2 to 4 weeks in a 
suburban/urban area or 4 to 6 weeks in a rural area is sufficient 
notice. The letter should be sent by certified mail, return 
receipt requested. 

Generally, a physician who is planning to retire or sell his 
practice can usually plan to give more advance notice to his 
active patients. A letter is one of the methods that can be used 
to notify the physician's active patients. See Quality Practice 
Digest, April, 1988 issue of Maryland Medical Journal for the 
ethical statement on "Sale or Closing of Medical Practice". 

Unless you have made arrangements for another physician similarly 
qualified to assume care of your patient, do not cease care of a 
hospitalized patient, a patient who requires continuing care, or 
a pregnant patient. 

The following are sample letters printed for informational 
purposes only, and should be not considered legal advice. 





TERMINATION OF CARE FORM LETTER 


Date: 


Dear:_ 

This is to inform you that I can no longer be your treating 
physicians as of _because (optional) 


You might wish to call the county medical society for names of 

physicians in the area ( (301)_). Please notify my 

office of the name and address of your new physician so that your 
medical records can be forwarded. Your medical records will be 
available in my office for the time require by law for retaining 
medical records. 


Sincerely 








TERMINATION OF CARE FORM LETTER 


(DEATH, RETIREMENT, OR SALE OF PRACTICE) 


Date: 


Dear:_ 

This is to inform you that _ 

can no longer be your treating physician as of _ 

because _ (retirement from or sale 

of the practice or death) . You might wish to call the county 

medical society for names of physicians in the area ( (301)_ 

_) . Please notify the office of the name and 

address of your new physician so that your medical records can be 
forwarded. Your medical records will be available in the office 

until _. After _, 

your records will be available at _. 

Sincerely, 












Practice Made Perfect 
With Lanier 



Lanier’s Practi-Care™ Medical Systems 
The One-Stop Practice-Management Solution 
It Cares For Your Practice Like You Care For Your Patients 

• Account Information • Dependable Local Service & Support 

• Collections • Patient & Insurance Aged Accounts 

• Insurance Claims Receivable 

• Multi-User/Multi Tasking • On-Line Inquiry 

• Analysis of Diagnosis & Procedures 

For more information on how Practi-Care can help you 
with your Medical Practice call 1-800-241-1706. 

(IIUINIER 

9644 Deereco Rd. 

Timonium, MD 21093 

Call: (301) 561-4600 
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HBP Commentary 


Community Based Cardiovascular Risk Reduction Programs 

THOMAS A. PEARSON MD, PhD; BRADLEY O. BOEKELOO PhD; and SANDRA GRAZIANO PhD 


Community based interventions are needed if cardiovascular risk-factor levels in the population 
are to be reduced. Several demonstration programs in the US and abroad have been designed to 
have a significant public health impact on cardiovascular morbidity and mortality. Such com¬ 
munity programs complement the physician’s health education efforts with patients and their 
families. 


I ndividuals in the top 10 percent of the risk factor dis¬ 
tribution produce only a small proportion of the car¬ 
diovascular (CVD) cases that occur in the population. 1 
For example, only 10 percent or so of excess coronary 
cases come from individuals with cholesterol levels 
above 310 mg/dl whereas approximately 75 percent of 
excess coronary heart disease deaths occur in individuals 
with cholesterol levels between 220 and 310 mg/dl. 1 The 
same is true of high blood pressure. About half the ex¬ 
cess coronary heart disease deaths occur in the major 
portion of the population, whose diastolic pressures are 
under 100 mmHg. 2 

Because individuals with moderate risk-factor levels 
outnumber the few high-risk individuals and because the 
presence of multiple risk factors has a synergistic effect, 
a major reduction in the number of disease cases in the 
community can occur only if risk-factor levels are 
modified in the great majority of individuals. This im¬ 
plies that a community based effort to reduce CVD risk 
factor levels is needed if significant public health impact 
is to be realized. 3 

A second reason for using a community approach in 
the control of CVD is that many of the cardiovascular 
risk factors are behavioral and are largely determined by 
social forces and other environmental factors. Eating 
patterns, diet composition, and regular physical activity 
are socially learned behaviors strongly influenced by cul¬ 
tural norms. 4 Thus, attempts to change such behaviors 
must be addressed to the community at large. 

Community Based Cardiovascular 
Risk - Reduction Programs 

The first community based CVD risk-reduction 
programs were initiated in the early 1970s. In Finland, 
the North Karelia Project began in 1972. At about the 


The authors, at the time this article was prepared, were with the 
Preventive Cardiology Center of the Johns Hopkins Hospital. Dr. 
Pearson is now Principal Investigator of the Connunity Cardiovascular 
Program of Otsego and Schoharie Counties, NY, and Director of the 
Mary Imogene Bassett Research Institute, Cooperstown, NY. 
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Commission on High Blood Pressure and Related 
Cardiovascular Risk Factors, 201 W. Preston St., 
^ Baltimore, MD 21201 (301-225-5891). Editors: 

* c / R. Patterson Russell MD, Past Chairman; Donald O. 

Fedder PharmBS, DrPH, Chairman; and Carol Lewis 
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same time, the Stanford Three Community Study started 
in the USA. 

In 1977, a communitywide prevention program began 
in two towns in Switzerland. In 1978, the Stanford Three 
Community Study evolved into the Stanford Five City 
Project. In 1980, preliminary work began on both the 
Minnesota Heart Health Program and the Pawtucket 
Heart Health Program. 

Other studies, using comprehensive educational 
methods, have been carried out in Australia, the Federal 
Republic of Germany, and South Africa. 5 A community 
based program sponsored by the Centers for Disease 
Control has recently been organized in two South 
Carolina communities. 

North Karelia Project 

In a survey conducted by the Seven Countries Study in 
1970, Finland was found to have the highest rate of CVD 
mortality, especially in the eastern portion of the 
country. The North Karelia Project was begun in 
response to these high CVD rates. Although the project 
originally was designed to run for five years (1972 to 
1977), initial results were sufficiently encouraging to 
continue the project through 1982. 7 The program com¬ 
pared changes in North Karelia (a province in eastern 
Finland) with respective changes in a matched reference 
area to give the net change during the study period. 

During the 10 years of the program (1972 to 1982), 
reductions in risk-factor levels were obtained. Among 
the male population in North Karelia, a 27 percent net 
reduction in smoking, 3 percent net reduction in mean 
serum cholesterol level, and a 1 percent net reduction in 
mean diastolic blood pressure were documented. The 
changes in serum cholesterol level (1 percent net reduc¬ 
tion) and diastolic blood pressure (2 percent net reduc¬ 
tion) in women were similar to those seen in men- the 
change in smoking rates among women was small. 1 

The Finnish program considered whether the ob¬ 
served changes in CVD risk factors resulted in changes 
in CVD mortality. The study found that for the 1974 to 
1979 period, age-standardized male CVD mortality 
decreased by 22 percent in North Karelia, 12 percent in 
the reference area, and 11 percent in all Finland (exclud¬ 
ing North Karelia). Thus, the reduction in coronary 
mortality among North Karelian men was double that 
seen in the reference area and the rest of the country. 




Among North Karelian women, CVD mortality also 
decreased significantly more than in the rest of the 
country. 1 

Stanford Three Community Study 

The Stanford Three Community Study began in 1972 
and ran for three years. The objectives of the study were 
to determine whether a mass-media health education 
program could achieve a reduction in the overall risk of 
heart disease. Two California towns were compared 
with a third reference town over three years. The three 
towns were matched as closely as possible with respect 
to socioeconomic status, minority-majority distribu¬ 
tion, and population size. 

In the two treatment towns, an extensive mass-media 
campaign was carried out over two years. In one of the 
treatment towns, the mass-media campaign was supple¬ 
mented by personal counseling for a small subset of 
high-risk individuals. 5 The health education program 
in the two treatment towns employed radio, television, 
and the print media. Because both towns had a Spanish¬ 
speaking minority, media materials were presented in 
English and Spanish. Subjects (550 per town, ages 35 to 
59) were recruited into the study during a baseline sur¬ 
vey done in 1972. The mass-media educational program 
began immediately after the initial survey and continued 
for one year. In 1973 a second survey was performed; 
following the completion of this survey, a second year of 
the media campaign was carried out. A third survey was 
performed in 1974. A reduced educational program was 
continued thereafter. 

The annual surveys were designed to measure 
knowledge about heart disease and individual behavior 
related to cardiovascular risk (diet, exercise, smoking). 
Physiologic indicators of risk (blood pressure, relative 
weight, and plasma cholesterol level) were measured at 
the time of each survey. For each study participant, the 
overall risk of coronary heart disease developing within 
12 years was estimated by a multiple logistic function. 8 
This function incorporated the person’s age, sex, plas¬ 
ma cholesterol level, systolic blood pressure, relative 
weight, smoking-rate, and EKG findings of left 
ventricular hypertrophy. After two years of the health 
education program, the treatment communities showed 
a substantial decrease in risk of CVD. The net dif¬ 
ference in estimated total risk between the control and 
treatment communities was 23 percent to 28 percent. 

Swiss Program 

In 1977, Gutzwiller and associates began a community 
oriented program in Switzerland to reduce CVD risk 
factors. The study was carried out in two intervention 
towns and two control towns. Following a three-year in¬ 
tervention program, the authors reported that 26 per¬ 
cent of smokers in the intervention towns quit smoking, 
compared to 18 percent in reference towns. In interven¬ 
tion towns, a significant net increase also was found in 


the proportion of hypertensive patients under effective 
control. Following cessation of research funding, the 
program was continued by community groups in the in¬ 
tervention towns. 9 

Five City Project 

The success of the Three Community Study in Califor¬ 
nia led to the Stanford Five City Project, which com¬ 
pared five small cities of approximately 15,000 people 
each. This project, begun in 1978, ran for eight years and 
was conducted in two intervention communities and 
three reference communities. It was designed to test two 
hypotheses: first, whether a community wide education¬ 
al program can produce a 20 percent decline in CVD 
risk factors within a general population; and second, 
whether this reduction in CVD risk will lead to a decline 
in cardiovascular disease morbidity and mortality that is 
significantly greater in the treatment communities than 
in the reference communities. 10 

A major goal of the program was to develop a cost-ef¬ 
fective model program that could be adopted by other 
communities. Educational programming in the two in¬ 
tervention communities began in 1980 and continued 
for six years. Print media, radio, and television were 
employed with printed material and broadcasts in both 
English and Spanish. Community programs, such as 
classes and seminars, were developed in collaboration 
with local health departments, schools, hospitals, and 
other health service agencies. A community surveil¬ 
lance system that tracks cardiovascular disease event 
rates (both fatal and nonfatal) has been developed. 11 

Minnesota Project 

The Minnesota Heart Health Program (MHHP) 
began in 1980. This ten-year project is being conducted 
in Minnesota, North Dakota, and South Dakota. The 
programs’s major goals are to achieve reductions in the 
main CVD risk factors and to demonstrate a reduction 
in CVD morbidity and mortality rates. MHHP is com¬ 
mitted to developing and implementing strategies that 
will not only increase community awareness of CVD 
risk factors but also promote behavior changes con¬ 
ducive to decreasing risk-factor levels. Following the 
termination of research funding, it is expected that 
localities will continue the education programs. 12 Six 
communities (three education sites and three com¬ 
parison sites) have been selected for the study; mortality 
trends and most risk-factor levels were shown to be 
similar in the intervention and comparison com¬ 
munities at baseline. 13 This program is city based. Risk 
factor surveillance and assessments of behavior change 
are made annually in surveys of adults aged 25 to 74. 
CVD morbidity and mortality surveillance is being 
done by surveying medical charts in 35 of the 36 hospi¬ 
tals that serve the six communities. 

The community organization approaches employed 
by the MHHP and the steps involved modifying com- 
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munity norms to incorporate heart-healthy behavior 
have been described. 1 In the three communities 
selected for education, multiple strategies have been 
used. Community leaders and representatives of local 
organizations have been asked to serve on a Community 
Advisory Board or on one of the Board’s three task for¬ 
ces. Media education has been carried out using 
newspapers, radio, and television; risk-factor screening 
has been done at the Minnesota Heart Health Center; 
adult education classes have been presented; school- 
based programs have involved both students and their 
parents; educational programs foe health professionals 
have been organized. Finally, community wide risk-fac¬ 
tor education campaigns have been used to focus com¬ 
munity attention on a single risk factor for a defined 
period of time. The program has been operating for 
three years in the first of the intervention communities. 
After two years of operation, the Minnesota Heart 
Health Center had screened 60.5 percent of all age- 
eligible adults in the community. Approximately 11 
percent of the adult population had attended at least one 
health education class. After three years, 64.5 percent of 
the Mankato community physicians had attended 
professional education programs designed by the 
MHHP. 12 


Pawtucket, Rhode Island 


The Pawtucket (Rhode Island) Heart Health 
Program (PHHP) was initiated in 1980; its ten-year goal 
is to change the cardiovascular risk status of residents in 
this New England community. The project will examine 
whether community activation can change CVD 
knowledge and risk factors and whether changes in risk 
factors will become manifest as a decline in CVD mor¬ 
bidity and mortality. The town of Pawtucket was 
chosen because the rate of CVD mortality in the com¬ 
munity is above national norms. Pawtucket has a 
population of approximately 71,000 residents and is a 
predominantly blue-collar community. 

The project is evaluated with biennial random 
household risk-factor surveys in Pawtucket and a 
reference city. Continuous surveillance of myocardial 
infarction and stroke is done in eight community hospi¬ 
tals. During the first four years of the study, ap¬ 
proximately 25,000 contacts have been made with 
Pawtucket area residents; two-thirds of all contacts have 
been with women. Fifty-five percent of contacts were 
through SCORS (screening, counseling, referral ses¬ 
sions), whereas only 20 percent of contacts were through 
group programs. Participation rates showed that blood 
cholesterol SCORS were the most frequently attended 
activity. Exercise, blood pressure, and weight loss 
programs drew roughly similar numbers of participants. 
The fewest number of participants have been in smok¬ 
ing cessation programs. 16 
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Remaining Issues 

A number of community intervention programs have 
been attempted. Those with analyzable data generally 
show reduced risk factor prevalences and, in one study, 
reduced cardiovascular end points. Several issues 
remain: the development of community interventions 
programs for dispersed, rural populations or for low 
economic status inner-city communities; the develop¬ 
ment of programs using community funds rather than 
research monies; and the successful integration and con¬ 
tinuation of these programs as community services 
using indigenous staff. 

To address the above issues, the Mary Lasker Heart 
and Hypertension Institute of the New York State 
Department of Health has initiated an ambitious effort 
to fund eight community intervention programs. One 
unique aspect of this program is the wide disparity in the 
types of communities targeted for intervention. Five 
will focus on inner-city, economically disadvantaged 
populations. These concentrated populations are 
characterized by multiple potential sources of health in¬ 
formation. They have large black and Hispanic popula¬ 
tions. One other community is a mixture of urban and 
rural groups; the final two are very rural populations. 
These latter communities have dispersed, hard-to-reach 
populations, with fewer sources of health information. 

Community intervention materials from the pre¬ 
viously described community programs will be adapted 
to these varied populations. The importance of these 
programs will be the demonstration of the feasibility of 
locally identifiable communities organizing and carry¬ 
ing out a sophisticated community intervention without 
the large-scale financial support for educational 
material development and evaluation used in the pre¬ 
viously described research programs. Such programs 
will test whether the research results of a number of 
community intervention programs can be applied 
quickly and directly to general populations. 
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We help Physicians stay in touch. 



Introducing 
a few new 
facts of life. 

The fact is: One in ten couples today is considered infertile. 

So OB/GYN is introducing a few new facts of life through our 
Assisted Reproductive Technology (ART) Program. ART includes 
in-vitro fertilization-embryo transfer (IVF-ET), gamete-intrafallo- 
pian transfer (GIFT) and artificial insemination. These medical 
breakthroughs have helped thousands of couples overcome their 
difficulty in conceiving and go on to have happy, healthy babies. 
After all... isn't that what the facts of life are all about? 



OB/GYN 
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419 W. Redwood Street, Suite 500 • University of Maryland 
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business of practicing medicine easier, con¬ 
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Time. 

Management Technologies has been quiedy 
perfecting practice management in hundreds 
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years. We provide the total package: planning 
and consultation, hardware, software, installa¬ 
tion, training, supplies and ‘Aftercare’ support 
services. So don’t waste another minute. Call 
MTI now at 800-777-7MTI. 
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• Electronic Claims • Integrated Appointments 

• Integrated Word Processing • Graphics • Patient 
Recall • Multiple Fee Schedules • Walkout 
Receipts • Windowing • On Demand Billing 
& Reporting 


9790 Patuxent Woods Drive • Columbia, MD. 21046 • 800-777-7MTI 
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Medical Miscellany 


You Should Be Taking 
Care Of Your Patients 
... Not Your Billing! 



Management Systems, Inc. 

Will Speed Up Your Billing 
And “Cure” Ailing Accounts 

MSI implements new methods, designs new programs, and 
enhances existing systems to help physicians improve financial 
controls. 

^ Our system provides the doctor with fast turnaround time. 

^ Medicare & Blue Shield claim dispositions occur on a weekly 
basis. 

^ Statements reach patients shortly after services have been 
rendered and your expert care is still fresh in their minds. 

^ Insurance rejections are easily resolved. 

Self-pay statements are generated as required with clear 
explanations. 


Management Systems, Inc.’s 
“Computer-Side Manner” Is 
The Best 


MSI can provide the level of participation 
each customer requires with a full range of 
services, using a batch system, an online system, or a 
comprehensive turnkey system 

Insurance forms are completed and submitted, and self-pay 
statements are mailed. 

s Receipts, deposits, and patient inquiries are handled by MSI. 
^ We manage your accounts receivable 

Our turnkey systems are comprehensive in handling all a 
physician's billing needs. 

MSI can help physicians structure their office procedures. Our 
years of experience allow us to serve you in an efficient and 
individualized manner. 

Call MSI to find out how we can help you 


( 301 ) 825-5626 
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Management '^-^/Systems, Inc. 

7215 York Road, Baltimore, Maryland 21212 


Volunteers Needed forAIDS Helpline 

Baltimore City Health Department’s Division of 
Preventive Medicine and Epidemiology is seeking 
volunteers to staff its new AIDS Helpline. Individuals 
who are HIV seropositive or who have AIDS are en¬ 
couraged to apply. 

In September the AIDS Helpline began operating on 
Mondays through Fridays from 9 a.m. to 5 p.m. Volun¬ 
teers are provided with training, and tokens for 
transportation are available. For more information or 
to volunteer, contact Bob Mehl 301-396-1928. 




• • 


JNC IV Available 

The National Heart, Lung, and Blood Institute 
(NHLBI) is pleased to make available The 1988 Report 
of the Joint National Committee on Detection, Evaluation, 
and Treatment of High Blood Pressure (JNC TV). The 
report was released recently by the coordinating com¬ 
mittee of the National High Blood Pressure Education 
Program, a program sponsored by the NHLBI. This is 
the fourth in a series of reports that have provided 
physicians and other health professionals with updated 
therapy recommendations for more than a decade. 

JNC TV reviews, updates, and expands the 1984 recom¬ 
mendations for controlling hypertension. The new 
report translates the results of the latest clinical trials to 
medical practice, addresses the needs of special popula¬ 
tions, examines factors that influence the cost of care, 
and provides additional guidelines for managing high 
blood pressure in the presence of cariovasular diseases 
and other coexisting medical conditions. Intended as a 
guide for practicing physicians and other health profes¬ 
sionals in their care of hypertensive patients, JNC TV is a 
reference for those participating in the many com¬ 
munity HBP control programs throughout the county. 
A free copy may be obatined by contacting: 

The National High Blood Pressure 
Education Program 
Information Center 
4733 Bethesda Ave. - Ste 530 
Bethesda, MD 20814 
301-951-3260 


Area meetings and course announcements 
are listed each month under 
Doctors Take Note 
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Maryland Medical Journal 
Tentative Editorial Calendar -1989 


This is a tentative general listing of topics for 1989. Readers and authors are invited to 
contribute their articles, comments, and letters to the editor for any issue. All manuscripts are 
reviewed by the Editorial Board and accepted or rejected on their merits. Publication lead 
time is approximately three months; for example, for the February issue, copy should be 
submitted by November 1. 

Theme issues will include other unrelated articles; authors are encouraged to submit 
articles/comments/letters for any theme issue. Dedicated issues will deal with only one topic. 
MMJ will consider suggestions from readers for issues still open. 


January Legislative Update (theme issue) 

February Health Promotion and Disease Prevention in the Care 
of Older Adults (dedicated issue) 

March Open 

April History of Bacteriology (to 1925) and Medical Microbiology 
(since 1925) in Maryland (theme issue) 

May open 

June International Health Activities in Maryland Institutions 
(dedicated issue) 

July open 

August Annual Reports (dedicated issue) 

September open 

October Genetics (dedicated issue) 

November open 

December Semiannual Meeting and Reports (theme issue) 


When submitting manuscripts for review by MMJ s Editorial Board, please send an IBM compatible floppy 
disk with the document entered in a Word Perfect, Wordstar, or Multimate program. At your request, MMJ 
will return your disk after your article is published or if your manuscript is not accepted. 


Complete Information for Authors 
regarding submission of manuscripts 
to the Maryland Medical Journal 
appears quarterly (Mar/Jun/Sep/Dec). 
Please refer to September, 1988, page 708. 
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Commentary 


Whose Blood Is Safe? 


ROBERTE. WENKMD 


I n the last issue of the MMJ , Dr. Ali Daneshvar sug¬ 
gested that fluid replacement was beneficial to 
autologous blood donors who were elderly, ill, or prone 
to syncope. 1 Although measurements of blood pressure 
and pulse rate appeared to indicate decreased cardiovas¬ 
cular stress in these patients, only further studies will in¬ 
dicate whether the frequencies of adverse reactions and 
donor risks actually are reduced by fluid replacement. 

Daneshvar’s article raised an interesting issue: how 
safe is the practice of autologous transfusion when risks 
of donation are included? Each clinician and blood 
bank director must evaluate the safety of the autologous 
donation; there are very few guidelines. After all, the 
donors are patients, not healthy volunteers. Autologous 
donors are usually anxious, sometimes pregnant, often 
elderly, frequently anemic, occasionally medicated, and 
almost always clinically abnormal in some way. Blood 
Bank standards 2 for donation require only that 
hemoglobin concentration is over 11.0 g/dl, that the 
donor is not bacteremic, and that donation occurs no 
later than 72 hours prior to surgery. In contrast to the 
list of requirements for homologous donors, require¬ 
ments for the growing numbers of autologous donors 
have not been fully developed. Analysis of a database is 
needed to determine the risk factors. 


The safest transfusion is no transfusion. The 
next safest transfusion is one that is autologous. 


The following commentary will compare some of the 
risks, benefits, and indications of voluntary, autologous, 
and directed donor transfusions. 

Homologous Voluntary Donors 

A voluntary donor is an unpaid, altruistic provider of 
human blood. The voluntary blood supply is relatively 
safe because donors are screened first by history and 
second by laboratory methods. Neither method alone 
is sufficient; together they are very effective, but not 
foolproof. The medical history currently is obtained by 
confidential questioning before donation. The history 
serves a second purpose. It reminds donors of forgot¬ 
ten, risky behavior. (Currently, donors are provided op¬ 
portunities to have their donated blood discarded in 
secret.) 

Chemical and serologic tests are carried out on all 
donated blood. Laboratory tests include procedures to 
reduce the spread of acquiring disease caused by non-A, 
non-B hepatitis; hepatitis B; and human im- 

Dr. Wenk is Blood Bank Director, Sinai Hospital of Baltimore, Bel¬ 
vedere at Greenspring, Baltimore MD 21215. 


munodeficiency virus I. The risks of a recipient acquir¬ 
ing each disease from screened blood are about 3/100, 
less than 1/1 (X), and 1/40,000 respectively. 3 ' 5 

The homologous blood units collected are transfused 
anonymously to recipients who are never given the iden¬ 
tity of their donors. Identification of the donor is traced 
in confidence by the donor center (for example, 
Chesapeake Regional Red Cross) only if the patient ac¬ 
quires a posttransfusion infectious disease that is dis¬ 
covered and reported by the hospitals. (This is termed 
a "look-back" program.) Cases of posttransfusion 
hepatitis and HIV infection are so-traced. If a par¬ 
ticular donor is medically judged to be the transmitter of 
the disease, he/she is not permitted to donate again. 
Since 85 percent of voluntary blood is donated by people 
who donate repeatedly, and since most positive screen¬ 
ing tests occur among first-time donors (rather than 
seroconverters), the blood supply is relatively safe and 
stable. 

The community blood supply, donated by many 
volunteers, provides a large number of units of all blood 
groups that are then transported to hospitals in the 
region, minimizing outdating or waste. Some units are 
phenotyped so that antigen-negative units can be used 
for patients with antibodies to specific red cell or platelet 
antigens. A few volunteers are asked to undergo 
apheresis to provide larger volume components so there 
is reduced recipient exposure to the potential viruses of 
many donors. Most units are subdivided into com¬ 
ponent plasma, cryoprecipitate, platelets, and other 
products. The limited blood supply (only about 5 per¬ 
cent of the public donates regularly) is thereby expanded 
and is adequate to treat patients with hypoxia, some of 
the thrombocytopenias, a variety of coagulopathies, 
hypovolemia, and other disorders. 

Designated Donors 

A directed (designated) donor is one selected by a 
patient who believes that the donor’s blood is safe. All 
of us, as patients, can be vehement but mistaken about 
our choices of safe donors. 

There are a few medical indications for using directed 
donors. When a mother delivers a child with alloim- 
mune hemolytic (or thrombocytopenic) disease of the 
newborn and there is need for immediate transfusion of 
the child, it sometimes is useful to have the mother 
donate for her child. If a patient has atypical antibodies 
to a "public" antigen, there may be family members who 
lack the antigen and may be able to provide compatible 
cells. In patients with uncommon hereditary 
coagulopathies (for example, hemophilia) or acquired 
diseases, a highly motivated family member may be able 
to provide sufficient quantities of a blood component to 
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sustain life without exposing the patient to the risks of 
transfusing blood from many donors. 

There are several important reasons to avoid directed- 
donor blood: 

1. There is less donor anonymity because only a 
limited number of people are asked to donate by the 
patient. The recipient sometimes can identify and 
blame the donor for injuries sustained in transfusion. 

2. The blood units available in the hospital are desig¬ 
nated for use by a particular patient and cannot be used 
by other patients. Units are retained as whole blood 
units and are not processed into components. Many 
hospitals do not "cross over" directed units into the 
homologous blood supply because of the liabilities, 
workload, and costs. Therefore, the blood is wasted if 
unused by the recipient for whom it was collected. 

3. There is some objective evidence that directed 
donors are less safe than voluntary donors with respect 
to transmitting hepatitis (therefore possibly HIV). A 
reason is that many directed donors are first-time 
donors who have not been weeded out of the system by 
look-back programs. It is also possible the history is un¬ 
reliable when the "volunteer" may have been pressured 
into donation by a friend or family member. 

4. In the case of a female patient of reproductive 
capability, neither her mate nor his family should donate 
because of the potential development of posttransfusion 
alloimmunization and future hemolytic disease of her 
newborns. 

5. Some designees will be of a blood group incom¬ 
patible with the patient and, therefore, cannot donate 
directed blood. Nevertheless, each potential donor re¬ 
quires grouping and typing (and further phenotyping if 
the patient has atypical antibodies), activities that waste 
the efforts of the blood bank staff and raise costs. 

6. There is a worsening shortage of medical tech¬ 
nologists, technicians, and nurses in blood banking at a 
time when there is an increase in workload related to 
higher inpatient turnover, greater patient acuity, more 
testing to provide safer blood, and growing need for 
documentation. Reimbursement constraints, medical 
and legal risks, and service demands have greatly 
stressed hospital blood bankers who cannot and should 
not cope with the largely unproductive work of directed 
donations. 

Autologous Donors 

Practitioners can help by understanding the problems 
and by relating the issues of transfusion safety to 
patients in persuasive ways. We should dispel the exag¬ 
gerated concern about an unsafe voluntary blood supp¬ 
ly and discourage patients from designating their own 
donors. Instead, we should encourage patients to 
predeposit their own blood in autologous donor 
programs. Up to about 25 percent of the blood used in 
elective surgery might be supplied as autologous units. 
Processing a donor of autologous blood is labor intense, 
but the product is compatible, cannot cause alloim¬ 


munization, rarely causes infection (bacteremia), and it 
may require fewer tests prior to transfusion (depending 
on legal and accreditation requirements). 

Unfortunately, much of the autologous blood current¬ 
ly donated by patients remains unused or is transfused 
unnecessarily. Unused units cannot be crossed over into 
the homologous supply of blood because the donor does 
not meet the more stringent medical and legal require¬ 
ments for homologous donors. Unnecessary trans¬ 
fusion is carried out when a patient who would not 
otherwise receive blood following a procedure is trans¬ 
fused with predeposited autologous blood. 


In any transfusion, including an autologous one, 
errors are possible. 


Errors include misidentifying the unit or the recipient, 
bacterially contaminating the blood at the time of dona¬ 
tion, causing the unit to hemolyze or clot by admixture 
with intravenous fluids (other than 0.9 percent normal 
saline), storing units improperly, overwarming, and 
volume overloading the patient, causing embolization. 
Therefore, a physician or surgeon should not transfuse 
autologous blood simply because it is available and the 
patient’s hematocrit has decreased. Usually blood loss 
should be greater than 15 percent of the estimated in¬ 
travascular volume before a dose of red cells (2 units) 
should be administered. To reiterate, the safest trans¬ 
fusion is none at all. 

Alternatives to Transfusion 

Transfusion of blood components should be carried 
out strictly according to individual hospital criteria re¬ 
quired by the Joint Commission on the Accreditation of 
Hospitals. 

There are many ways to avoid transfusion of red cells. 
Many single unit red cell transfusions are unnecessary. 
Medically, it is not usually necessary to immediately 
transfuse red cells in compensated patients with severe 
chronic anemias treatable with specific agents (for ex¬ 
ample, iron). Patients with acute warm autoimmune 
hemolysis will destroy transfused homologous cells and 
should not be transfused unless anemia threatens life. 
In the future, erythropoietin, by stimulating marrow, 
may be useful in avoiding some medical transfusions. 
Intraoperative blood salvage and preoperative 
hemodilution are two means of avoiding homologous 
red cell transfusions in elective, major surgery. Such 
"autotransfusion" extends the autologous blood supply. 

There is a nationwide overuse of both fresh frozen 
plasma (FFP) and platelets. Usually it is not necessary 
to infuse FFP in patients with massive hemorrhage if 
platelets were administered or if less than five liters of 
replacement fluids and red cells have been given. FFP 
should be avoided as a volume expander. Volume re¬ 
placement may be achieved with crystalloids, colloids, or 
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human blood products that do not transmit infection 
(for example, albumin). 

Exposure to platelet donors might be reduced by es¬ 
timating from patient’s blood volume the minimum 
dose of platelets required. The dose can be adjusted by 
decreasing the number of platelet donors (from the 
usual six) in a pool. After transfusion, sufficiency of the 
administered dose can be determined by measurement 
of the one-hour (postinfusion) platelet count incre¬ 
ment. Platelet administration is not usually necessary in 
destructive thrombocytopenias (for instance, ITP). 

Multidonor pooled products such as antihemophilic 
factor (AHF , factor VIII) frequently transmit disease. 
(The frequency of HIV infection is decreasing in AHF 
because new, safer manufacturing processes are used. 
Hepatitis transmission is still a problem.) AHF may be 
avoided by use of cryoprecipitate in some cases of 
Hemophilia Type A. Mild cases of this disease and 
many patients with von Willebrand’s disease may be 
treated with desmopressin acetate (DDAVP), which 
rapidly releases deficient factors into the blood. Recom¬ 
binant coagulation factors may be available in the future 
to treat severe hemophilias. 


Modern transfusion practice is not a simple mat¬ 
ter. There are many variables to consider: 
patient (consumer) demands, diagnosis, alterna¬ 
tive strategies for treatment, risks, benefits, 
potential complications, costs. The first question 
to ask is: Is transfusion necessary'? 
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Transient Ischemic Attacks 


JAMES A. REGGIA MD and STANLEY TUHR1MMD 

Identification and management of patients with transient ischemic attacks (TIAs) is a difficult 
clinical problem. Determining the pathophysiology of the transient event may be difficult, but it is 
crucial in selecting which of several different methods of treatment is to be instituted. Only about 
20 percent of people who suffer a TIA will have an ischemic stroke within two years, so diagnostic 
and therapeutic intervention must be tempered with caution. 


A 57-year old right-handed lawyer saw his doc¬ 
tor the day after a disturbing event at work. 
During a meeting he suddenly seemed to lose 
control of his pen while taking notes. He tried to 
say something but the sounds he made were 
unintelligible. He knew what he wanted to say 
but was unable to do so. His colleagues realized 
there was something wrong and helped him lie 
down. He dragged his right leg as he was helped 
to a nearby couch. His arm hung limply at his 
side. After lying down for five minutes, strength 
began to return to his arm. He was able to speak 
intelligibly. After fifteen minutes he felt perfect¬ 
ly normal but went home and rested the 
remainder of the day. 


A transient ischemic attack (TIA) is a temporary, 
focal neurologic deficit secondary to localized is¬ 
chemia that lasts for less than 24 hours. Although this 
definition is straightforward, the clinical evaluation and 
treatment of patients who have TIAs are complex and 
controversial problems. For example, in one study, 30 
percent of the patients originally classified by a 
physician as having TIAs were reclassified as not having 
TIAs when their charts were subsequently reviewed by 
a stroke specialist. 1 Physicians frequently are uncertain 
about how best to examine and treat TIA patients. 2 Be¬ 
cause of the clinical importance of TIAs, their frequent 
occurrence, the difficulties noted above, and particular¬ 
ly the recent publication of studies with implications for 
therapy, a review of the assessment and management of 
TIA patients is especially relevant. 

TIAs may cause significant temporary dysfunction 
and marked anxiety for a patient, but their greatest clini¬ 
cal significance is as a harbinger of ischemic infarction, 
with its potentially devastating consequences. Es¬ 
timates of the incidence of infarction following TIA 
vary, but approximately 5 percent of patients suffering 
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a TIA will have a stroke within a month and 12 percent 
will do so within a year. At the end of two and five years 
the estimates are 20 percent and 33 percent respective¬ 
ly. Therefore, the occurrence of a TIA must be recog¬ 
nized, its pathophysiologic mechanism identified and 
measures instituted that will decrease the patient’s risk 
for stroke. 

It is unusual for a patient to be observed by a physician 
during a TIA Therefore the diagnosis often is made on 
the basis of history. A clinician whose patient com¬ 
plains of possible cerebrovascular symptoms must 
determine if these represent a TIA Several systemic dis¬ 
orders such as hypoglycemia or cardiac arrhythmias 
may produce transient cerebral symptoms, but these are 
rarely focal Nonspecific dizziness, lightheadedness, 
syncope, confusion, or transient memory disturbance 
should not be considered as focal symptoms. Isolated 
vertigo also is not usually caused by focal cerebral is¬ 
chemia. In making the diagnosis of a TIA the physician 
should require a history of definite focal findings such as 
aphasia, amaurosis fugax, or hemiparesis and attempt to 
place these symptoms in either the carotid or ver¬ 
tebrobasilar system. Typical TIA symptoms and their 
localizations are listed in Table 1. 


Table 1. Some Symptoms of TIA 

Carotid System TIA 
Unilateral hemiparesis* 

Unilateral sensory complaints* 
numbness 
paresthesia 
Aphasia 

difficulty speaking 

difficulty comprehending written or spoken language 
Amaurosis fugax (monocular visual loss) 

Vertebrobasilar System TIA 
Binocular visual disturbance 
Homonomous hemianopsia** 

Any combination of 
diplopia 
vertigo 
dysarthria** 
dysphagia 
ataxia 

Bilateral motor or sensory deficit 

* may be seen in vertebrobasilar system disease 

** may be seen in carotid system disease 
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Transient focal deficits may be caused by neurologic 
disorders other than focal ischemia secondary to 
arteriosclerotic changes. A careful history and physical 
examination can suggest the presence of these disorders. 
A throbbing unilateral headache occurring after the 
focal deficit has disappeared or improved, the presence 
of scintillating scotomata, accompanying nausea, and a 
family history suggest migraine, especially in younger 
patients. Some transient neurological deficits as¬ 
sociated with migraine in younger patients may be fol¬ 
lowed by stroke. 4 Preceding clonic motor activity, 
abrupt loss of consciousness, postictal confusion, or a 
previous history of epilepsy or traumatic brain injury 
suggest the possibility of a seizure. A recent history of 
headache, a clouded sensorium or depressed level of 
consciousness, or recent head injury suggest a subdural 
hematoma. These may occur without any preceding 
head injury, especially in the elderly. 


Based upon a history from the patient described 
above, the physician inferred that the symptoms 
were referable to the left middle cerebral artery 
distribution, suggesting a lesion in that artery or 
moreproximaliy in the left internal carotid artery. 
Upon further questioning, the patient described 
no associated factors suggestive of migraine, 
seizure, etc. 


Pathogenesis 

Once the physician is convinced that the patient has 
suffered a focal ischemic event, the question becomes, 
What caused it? Ischemic stroke or TIA is usually 
caused by one of two mechanisms: primary occlusion of 
an artery supplying the brain parenchyma or embolism 
of material from a distant source. Primary occlusion 
generally is thought to be due to in situ thrombosis of a 
vessel already narrowed by atherosclerotic plaque. Oc¬ 
clusion of small penetrating arteries, producing either 
transient dysfunction or lacunar infarction of the deep 
white matter, is associated with hyaline thickening of the 
vessel wall and may not require thrombosis formation. 
Although systemic hypotension rarely produces focal 
symptomatology, hemodynamic obstruction of a 
cerebral artery may produce a decrease in regional blood 
flow sufficient to cause dysfunction. At least a 70 per¬ 
cent reduction in the diameter of the cervical carotid 
artery is required to produce distal hemodynamic im¬ 
pairment. However, the presence of high-grade 
stenosis or even occlusion does not necessarily produce 
symptoms, since adequate collateral circulation may 
exist. Hemodynamic symptoms also may be caused by 


identifiable stenosis of other cerebral arteries or, rarely, 
the subclavian arteries. 

Artery-to-artery emboli of necrotic material from an 
ulcerative atherosclerotic plaque, or from platelet 
thrombi forming at such a site, may give rise to transient 
or permanent symptoms when they lodge more distally. 
The most common location for such plaque formation 
is at or near the origin of the internal carotid artery. 
Therefore, atherosclerotic plaques may be clinically sig¬ 
nificant without directly producing hemodynamic com¬ 
promise of distal brain parenchyma. 

Cardiogenic emboli associated with valvular or non- 
valvular atrial fibrillation, acute myocardial infarction, 
adynamic wall segments following infarction, car¬ 
diomyopathy, mitral stenosis, or prostheses are well 
known causes of TIA and stroke. Mitral valve prolapse, 
at least in younger patients, is also associated with 
cerebral symptoms, possibly on an embolic basis. Oc¬ 
casionally, septic emboli will originate from a diseased 
endocardium. "Paradoxical" emboli originating in the 
lung or venous system and traveling through a patient 
foremen ovale may also occur. 

The role of vasospasm in producing TIA and stroke 
has not been fully determined. It would appear to play 
an important role in the focal deficits following sub¬ 
arachnoid hemorrhage and also may be important in 
the focal deficits associated with migrainous attacks and 
amphetamine abuse. 

Distinguishing among the possible mechanisms in an 
individual patient on the basis of TIA characteristics is 
very difficult. It is helpful to note that transient hemis¬ 
pheric symptoms lasting more than an hour are not like¬ 
ly to be associated with carotid stenosis and therefore 
probably are due to cardiogenic emboli. 5 The occur¬ 
rence of hemispheric symptoms and ipsilateral 
monocular blindness at separate times in the same per¬ 
son is suggestive of hemodynamically significant ip¬ 
silateral carotid stenosis. 5 Determining the 
pathophysiology of the transient event may be difficult 
but is crucial in determining the type of treatment to be 
instituted. In particular, while the majority of TIAs 
result from atherosclerotic vascular disease or cardiac 
disease, uncommon causative or aggravating factors 
should be kept in mind, particularly in the younger 
patient who is less likely to have atherosclerosis 
(Table 2). 

TIA and stroke tend to occur in the setting of identifi¬ 
able risk factors, the foremost treatable one of which is 
hypertension. The recent decline in the incidence of 
stroke has been shown to parallel the treatment of hy¬ 
pertension. 6 Less well documented, but also treatable 
risk factors include cigarette smoking, alcohol abuse, 
hypercholesterolemia, hypertriglyceridemia, and use of 
oral contraceptives, particularly in conjunction with 
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cigarette smoking or advanced age. Diabetes mellitus is 
also a risk factor for stroke, but there is no definitive 
evidence that any mode of its treatment diminishes the 
risk of stroke. 7 


The patient described above had a family history 
of stroke at a young age but no other known risk 
factors. 


Clinical Evaluation 

The clinical evaluation of the patient with TIAs begins 
with the history and physical examination. This enables 
the physician to document the absence of permanent 
neurologic dysfunction, identify risk factors and con¬ 
tributing diseases, and discover possible etiologies. 
Physical examination should include careful cardiac aus¬ 
cultation, auscultation for cervical bruits, inspection of 
retinal vessels for embolic material, palpation of 
peripheral pulses, and blood pressure determinations in 
both arms. Blood should be obtained for a complete 
blood count (including quantitative platelet count), 
erythrocyte sedimentation rate, prothrombin time, ac¬ 
tivated partial thromboplastin time, serum cholesterol, 
triglycerides, electrolytes and glucose, liver and kidney 
function tests, and VDRL. A chest x-ray, electrocar¬ 
diogram, and CT scan (preferably with contrast enhan¬ 
cement) should be obtained. Echocardiography should 
be obtained in patients under 45 or in whom there is 
some evidence of cardiac disease. In others the diagnos¬ 
tic yield is vanishingly small. 8 Holter monitoring also 
should be employed in selected cases. Evidence of sys¬ 
temic disease should be pursued with the appropriate 
studies. 


The patient described above had a normal 
physical examination and laboratory tests were 
within normal limits. Holter monitoring and 
echocardiography were not performed. 


Further evaluation depends on the information ob¬ 
tained to this point. If the patient has a clear-cut cardiac 
source for embolus, anticoagulation is usually indicated. 
If the patient clearly has only vertebrobasilar symptoms 
or is not considered a candidate for endarterectomy, no 
further evaluation is necessary and antiplatelet therapy 
should be instituted (see below). If the symptomatology 
is in the carotid distribution and the patient is an opera¬ 
tive candidate, further evaluation of the carotid arteries 


is warranted. Patients with lacunar infarctions and a 
history of hypertension may be an exception to this. In 
that situation the likelihood of finding a culpable carotid 
lesion is small. These patients probably should be 
treated with aspirin and antihypertensives and not sub¬ 
jected to the risk of angiography. In those patients for 
whom further evaluation is indicated, the tests used 
depend on which are available in a given location. 

If reliable noninvasive carotid artery evaluation is 
available, this is the preferable first step because of its 
negligible risk. A myriad of noninvasive tests have been 
used in recent years, but many have been discarded in 
favor of a few more reliable techniques now commonly 
available. 

Oculoplethysmography (OPG) is used to measure 
systolic ophthalmic artery pressure. The pressures in 
the ophthalmic arteries can be compared to one another 
and to the ipsilateral brachial artery pressure. This test 
gives an indication of the hemodynamic status of the 
first major branch of the internal carotid artery and is 
thought to mirror the status of the proximal intracranial 
carotid circulation. In conjunction with the OPG, 
supraorbital directional Doppler analysis can be used to 
monitor the direction of blood flow in the superficial or- 


Table 2. Disorders Occasionally Associated with TLA 

Genetic Disorders 
Homocystinuria 
Fabry’s disease 
Sickle cell anemia 

Nonatherosclerotic Vasculopathies 

Infectious arteritis (especially syphilitic) 

Giant cell arteritis 
Granulomatous arteritis 
Polyarteritis nodosa 
Lupus arteritis 

Rheumatic arteritis (or other connective tissue disorders) 

Arteritis associated with amphetamine use 

Takayasu’s disease 

Moya-moya disease 

Radiation vasculopathy 

Thrombotic thrombocytopenic purpura 

Fibromuscular dysplasia 

Spontaneous or traumatic dissections 

Amyloid angiopathy 

Hematologic Disorders 
Polycythemia 
Thrombocytosis 
Leukocytosis 
Anemia 

Lupus anticoagulants 

Antithrombin III deficiency 

Platelet hypercoagulability 

Dysproteinemia 

Protein S or protein C disease 

DIC 
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bital circulation. A reversal in the usual direction of flow 
may be seen in internal carotid occlusion. Obviously, in 
this setting the OPG will not reflect the hemodynamics 
of internal carotid blood flow. 

Direct evaluation of the internal carotid at and near 
its origin can be accomplished by ultrasound evaluation. 
Two methods of evaluation are possible, and in newer 
machines they can be accomplished with the same 
probe. The B-scanner produces an instantaneous 
image of the carotid vessel walls. This is useful both to 
visualize areas of stenosis and plaque formation and to 
position the probe for Doppler analysis of the wave 
form based on data related to flow velocity. This enables 
evaluation of flow at a known position within the artery, 
eliminating a major source of previous error. These 
tests have limitations as well. Calcification may absorb 
ultrasound waves and obscure the carotid bifurcation; 
flow may be too slow to produce a detectable Doppler 
shift. However a battery of such tests is a sensitive and 
specific way to evaluate the possibility of a hemodynami- 
cally significant lesion or to locate an atherosclerotic 
plaque that may be the source of artery-to-artery em¬ 
bolus. Noninvasive testing may be carried out (without 
risk) in patients who are not considered surgical can¬ 
didates, but the results may have little effect on therapy. 

If reliable noninvasive testing is unavailable, or if the 
results suggest an operative lesion, angiography may be 
performed. Some institutions advocate the use of com¬ 
puter-enhanced intra-arterial digital subtraction an¬ 
giography. It remains to be seen if this method 
supplants conventional angiography. Whichever 
method is chosen, adequate evaluation of the relevant 
intracranial, as well as extracranial, vasculature is essen¬ 
tial. Operating on a 60 percent stenosis of the cervical 
internal carotid is of little value in the face of an oc¬ 
clusion of the intracavernous carotid. Intravenous digi¬ 
tal subtraction angiography may not adequately 
visualize intracranial vessels or produce as well-defined 
pictures of extracranial vessels as do intra-arterial 
studies, and may be less safe. 10 The risk associated with 
this technique makes it a poor choice as an initial screen¬ 
ing procedure. Operative candidates probably are bet¬ 
ter served by proceeding directly to arteriography if 
adequate noninvasive screening is unavailable. 


The patient we have described was scheduled 
for noninvasive testing which revealed some 
narrowing ( <50 percent) at the origin of both 
internal carotid arteries. Since this was not 
believed to be hemodynamicalty significant, no 
arteriography was performed. 


Treatment 

Treatment indicated for any underlying or contribut¬ 
ing disease should be instituted (for example, pheresis 
for erythrocytosis or leukocytosis). Hypertension 
should be corrected. Birth control pills should be 
stopped and another method substituted. Smokers 
should be forcefully encouraged to abstain. More 
specific therapy of the TIA patient is controversial. 
Only one large randomized trial comparing endarterec¬ 
tomy to medical management has been performed. 11 It 
is methodologically imperfect and outdated because 
both medical and surgical therapy have advanced in the 
20 years since the study was done. New studies of en¬ 
darterectomy are under way. The available medical 
therapies have been examined more closely, but many 
questions remain. Therefore treatment decisions must 
be based on the available resources and common sense. 

The generally accepted treatment for patients whose 
symptoms are due to nonseptic cardiogenic emboli is 
long-term anticoagulation. Guidelines for anticoagula¬ 
tion of cardiogenic embolic strokes have recently ap¬ 
peared. 12 The prothrombin time should be monitored 
regularly as should the stool and urine for occult bleed¬ 
ing. A prothrombin time of 1.5 times control is less haz¬ 
ardous than are greater levels of anticoagulation and 
appears to be as effective in preventing infarction. 13 In 
patients who continue to have symptoms, an antiplatelet 
agent such as dipyridamole (150-225 mg daily) may be 
added, although convincing evidence of its effectiveness 
is lacking. 

Aspirin 650 mg twice daily has been demonstrated to 
decrease the incidence of stroke following TIA and 
minor stroke by about half. 14 Further, there is recent 
evidence that those TIA patients treated with aspirin 
who have strokes suffer less severe strokes than un¬ 
treated patients. 15 The decreased stroke incidence is 
more prominent in men but has been shown in women 
as well. 16 Therefore, this treatment can be recom¬ 
mended in any patient with TIAs not resulting from a 
cardiac embolic source. There is both theoretical jus¬ 
tification and recent empirical evidence 17 that a smaller 
dose of 325 mg daily is just as effective in stroke preven¬ 
tion and is better tolerated. Some physicians therefore 
have switched to this lower dose. Other platelet inhibit¬ 
ing drugs such as dipyridamole and sulfinpyrazone have 
been advocated as adjuncts to aspirin but appear to have 
no significant clinical effect. 14. 

Long-term anticoagulation with coumadin isnrobab- 
ly also effective in preventing ischemic stroke, but its 
use is much riskier and more expensive than aspirin. 
Coumadin is best reserved for use in patients with TIA 
due to cardiac emboli and for those who continue to be 


848 MMJ November 1988 




symptomatic on aspirin or cannot take aspirin. In 
patients without a cardiac embolic source, long-term an¬ 
ticoagulation probably should be limited to six months 
because after this time the risk of complications out¬ 
weighs the risk of infarction. 19 

Selecting patients for endarterectomy is particularly 
problematic since its efficacy in any group has not been 
adequately demonstrated. It would appear that the 
long-term stroke-free survival of patients with 
hemodynamically significant lesions of an internal 
carotid artery and symptoms referable to that same 
carotid is increased by endarterectomy. 20 There is noth¬ 
ing but anecdotal information that any other group of 
patients (for example, patients with left hemisphere 
symptoms but right carotid disease) benefit from 
surgery. Additionally, it has been estimated based on 
the Joint Study of Extra-arterial Occlusion, that the 
"acceptable risk" for morbidity of angiography and 
surgery should be under 3 percent. 21 In practice this is 
rarely realized, and there are disturbing indications that 
endarterectomy is being substantially overused. 22 ’ 23 In 
fact, recently the overall morbidity and mortality result¬ 
ing from endarterectomy in the United States has been 
calculated to be at least 10 percent. 24 Therefore it is our 
opinion that patients with what is judged to be a 
hemodynamically significant stenosis of an internal 
carotid and symptoms referable to the hemisphere it ser¬ 
ves may be candidates for endarterectomy in an institu¬ 
tion where the perioperative morbidity and mortality 
approaches 3 percent. The ideal candidate is relatively 
young with no other significant medical conditions 
(especially diabetes or ischemic heart disease) that in¬ 
crease the risk of angiography and surgery. 

Patients who receive an endarterectomy (and those 
who do not) should be treated with aspirin. Patients 
who continue to be symptomatic on aspirin may be con¬ 
sidered for endarterectomy if they have a surgically ac¬ 
cessible lesion that, though narrowing the lumen less 
than 75 percent, is judged to be the source of their 
symptoms. Patients who do not respond to aspirin and 
either have an inaccessible lesion or are not surgical can¬ 
didates may be anticoagulated at a prothrombin time 1.5 
times control. There is little reason to consider operat¬ 
ing on the "asymptomatic" or contralateral carotid ex¬ 
cept in unusual circumstances. Patients with bilateral 
carotid symptoms, a combination of carotid and ver¬ 
tebrobasilar symptoms or complex vasular pathology 
must be considered individually and may benefit from 
consultation with a stroke specialist. 

Patients with complete occlusion of the internal 
carotid artery are not considered candidates for en¬ 
darterectomy because the patency rate following opera¬ 
tion is low. For these patients and those with 


inaccessible carotid or middle cerebral artery stenosis, 
bypass of the obstruction by anastomosis of a branch of 
the external carotid to the distal middle cerebral artery 
(EC/IC bypass) was considered in the past to be an al¬ 
ternative, in an analogy with cardiac bypass surgery. A 
recently completed international cooperative study as¬ 
sessed the effects of this procedure plus appropriate 
medical management in a randomized comparison with 
medical management alone. In the group as a whole 
and in each of the clinically relevant subgroups no ad¬ 
vantage for surgical therapy was demonstrated. The 
authors concluded that there was no indication for the 
EC/IC bypass procedure. 

Unusual patients with an intraluminal thrombus iden¬ 
tified on angiography often have been treated with 
emergency endarterectomy. However, a recent 
retrospective study suggests that such patients are at in¬ 
creased risk for perioperative stroke and should not un¬ 
dergo emergency surgery. Prompt anticoagulation 
can be used instead and may result in angiographic 
resolution of the clot with no deterioration in the 
patient. Further study is needed to determine the op¬ 
timal management of patients with an intraluminal 
thrombus. 

Any discussion of TIAs calls to mind the issue of the 
asymptomatic carotid bruit. Population-based studies 
of the relationship of carotid bruit to stroke show no in¬ 
creased incidence of ipsilateral ischemic stroke. In the 
largest study the overall stroke rate for persons with 
bruit was twice that of those without, but half were on 
the contralateral side due to cardiogenic embolism or 
nonischemic events. Asimilar lack of relationship was 
discovered in patients with asymptomatic bruit under¬ 
going vascular surgery. In this study there was no in¬ 
creased incidence of stroke in the bruit group. Since 
endarterectomy is of questionable value in the 
symptomatic patient it does not seem reasonable to sub¬ 
ject the asymptomatic individual to the possible mor¬ 
bidity of angiography and endarterectomy until the 
benefit of such a procedure has been demonstrated ade¬ 
quately. While the risk of surgery in these patients on 
the average probably is less than in symptomatic 
patients, the rationale is dubious. If there are no con¬ 
traindications, prophylactic treatment with aspirin 
would seem the much more benign (though perhaps un¬ 
necessary) alternative. 

Long-Term Monitoring 

Patients whose ischemic symptoms have been suc¬ 
cessfully treated by medical and/or surgical therapy 
should be seen at three-month intervals for the first year 
and at least annually thereafter to monitor for recurrent 
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symptoms, medication side effects, and the (redevelop¬ 
ment of hypertension. The development of bruits, espe¬ 
cially in a previously operated artery, should be noted. 
Patients with carotid lesions should have noninvasive 
carotid evaluations semiannually. 

Anticoagulated patients need at least monthly 
monitoring of their prothrombin time once their dose 
has been stabilized. The introduction of numerous 
medications may alter a patient’s response to a given 
dose and may necessitate more frequent monitoring. 
After six months, warfarin should be tapered and, if no 
symptoms recur, aspirin should be substituted (unless 
cardiogenic emboli are suspected, in which case lifelong 
anticoagulation may be appropriate). 


The patient we described was placed on aspirin 
650mg bid. He had a second, milder episode the 
day after being placed on aspirin but none there¬ 
after. Repeat noninvasive evaluation at six 
months revealed no change in his carotid bifur¬ 
cation disease. 


Conclusion 

TIA is best thought of as a warning sign both of stroke 
and usually of the more fundamental problem of 
atherosclerosis. However, its value should not be over¬ 
stated, and it should be recognized that nonspecific tran¬ 
sient neurologic deficits may at times be benign. 29 
Perhaps only 10 percent of patients who suffer strokes 
note transient symptoms prior to their strokes. 7 There¬ 
fore identifying patients with TIAs alone will not 
eliminate the problem of stroke. Conversely, since only 
about a third of people who have TIAs go on to ischemic 
strokes within five years, even without any systematic 
treatment, TIA should not be considered the harbinger 
of doom. Nevertheless, the accurate identification of 
patients with TIAs and their proper management can 
be life saving. The amelioration of risk factors such as 
hypertension and treatment of underlying disease, if 
present, is at least as important as any specific therapy. 
The specific treatments available are varied, but the wise 
physician always takes a cautious approach to any 
potentially dangerous intervation: primum non nocere, 
first do no harm. 
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* * * IMPORTANT * * * 


MARYLAND LAW REGARDING NOTICE OF PARTICIPATION IN 
THE MEDICARE PROGRAM 


On July 1,1985 a law was passed in Maryland requiring physicians to post a notice in 
their offices regarding their participation status in the Medicare program. It has been 
brought to our attention that some physicians are not complying with this law. There¬ 
fore, Med-Chi has developed the signs on the next 3 pages for your use. The appropriate 
sign should be detached and posted in your office. 

The law, which is outlined in Section 14-705 of the Health Occupations Article of the 
Annotated Code of Maryland, states: 

If a physician is engaged in the private practice of medicine in this State, the 
physician shall display a notice written in English that is plainly visible to patients in 
the office of the physician concerning whether the physician: 

(1) Is a participating physician under the Medicare program and, therefore, 

accepts assignment for all Medicare claims; 

(2) Accepts Medicare assignment on a case-by-case basis; or 

(3) Does not accept Medicare assignment in any case. 

This requirement DOES NOT apply to a physician or group of physicians who: 

111 Have exclusive contracts with a health maintenance organization; 

121 Treat only the patients of the health maintenance organization; and 

(3) Agree to accept full assignment for covered services rendered. 


A PERSON WHO VIOLATES ANY PROVISION OF THIS LAW IS GUIL¬ 
TY OF A MISDEMEANOR AND ON CONVICTION IS SUBJECT TO A 
FINE NOT TO EXCEED $5,000 OR IMPRISONMENT NOT EXCEED¬ 
ING 5 YEARS OR BOTH. 


If you have any questions about this matter, contact the Med-Chi Government Relations Department at 539-0872 

or 1-800-492-1056. 
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This sign was prepared by the Medical and Chirurgical Faculty of Maryland (The Maryland Medical Society) 
in accordance with Section l4-705(b) of the Health Occupations Article of the Annotated Code of Maryland. 
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This sign was prepared by the Medical and Chirurgical Faculty of Maryland (The Maryland Medical Society) 
in accordance with Section 14-705(b) of the Health Occupations Article of the Annotated Code of Maryland. 



Festschrift Honoring the Medical Career of 
Thomas B. Connor MD 



O n Friday, November 13, 1987, the Department of 
Medicine of the University of Maryland School of 
Medicine celebrated a day in honor of Thomas B. Con¬ 
nor, Professor of Medicine and Chairman of the 
Division of Endocrinology. A small series of scientific 
papers were presented by former associates and Fellows 
who had trained under Dr. Connor. 

Following his graduation from the University of 
Maryland School of Medicine in 1946, Dr. Connor 
trained in Medicine at the Mercy Hospital and pro¬ 


gressed through the ranks to Chief Medical Resident. 
Following this valuable experience, Tom Connor 
trained under John Eager Howard MD at the Johns 
Hopkins Hospital. This provided him with a unique op¬ 
portunity that culminated in a remarkable scientific as¬ 
sociation with Dr. Howard, one of the leading US 
experts in the field of endocrinology and metabolism. A 
lifelong friendship followed. During these important 
years in training, Dr. Connor was associated with Ed¬ 
mund R. Yendt MD, William C. Thomas MD, and John 
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G.Wiswell MD. Without question, this particular 
group of medical scientists represented one of the lead¬ 
ing centers in the field of calcium metabolism, hyperten¬ 
sion and its relationship to unilateral renal disease, and 
renal stone formation. 

In 1956, Tom Connor joined the Department of 
Medicine of the University of Maryland where he estab¬ 
lished and directed a new Division of Endocrinol¬ 
ogy/Metabolism. Here, associated with his dear friend 
John G. Wiswell and under their guidance, a strong 
teaching, research, and patient care program developed. 
Indeed, its numerous Fellows and trainees have 
achieved success in their own right and have made 
notable contributions not only in the United States but 
also abroad. 

As a tribute to Dr. Connor, a Festschrift was held in 
the Frank C. Bressler Research Building of the Univer¬ 
sity of Maryland School of Medicine. Many of Dr. 
Connor’s former Fellows and friends attended this 
happy meeting. Dr. Yendt, Chairman of the Division of 
Endocrinology, Queens University School of Medicine, 
presented a strikingly interesting paper on 
nephrolithiasis with emphasis upon hyperoxaluria and 
"idiopathic" calcium oxalate stone formation. 

In a related field, William C. Thomas, Jr., MD, Profes- 
sor of Medicine, Division of Endocrinol¬ 
ogy/Metabolism, University of Florida, Gainesville, 
described those historical events that led to the 
demonstration of how inhibitors in urine interfere with 
the solidification of cement. This observation led to use 
of cement as a test medium. Initially, he had observed 
that urine of patients with calcareous renal calculi 
resulted in mineralization of the matrix of rachitic rat 
cartilage. He recounted the important studies that 
helped clarify how inhibitors in urine function in forma¬ 
tion of crystalline calcium salts. 

Dr. T. Kenny Gray, Vice-Chairman, Department of 
Medicine, University of North Carolina School of 


Medicine, Chapel Hill, spoke of how estrogens may in¬ 
hibit bone resorption. Utilizing cell culture techniques, 
Dr. Gray showed that estradiol acts directly on os¬ 
teoblastic cell lines and described how lymphokines 
stimulate osteoclast precursors. His studies may well 
clarify abnormalities of bone formation and 
demineralization. 

In a final paper, William A. Valente MD, Director of 
the Thyroid Unit, University of Maryland Hospital, 
presented a clear description of how antibody formation 
correlates with clinical manifestations in patients with 
Graves’disease. This paper, based on some of Dr. 
Valente’s personal contributions, represents much 
progress and understanding of the pathogenesis of 
Graves’ disease based on abnormal antibody formation. 

This collection of papers will provide the reader with 
new understanding of old problems and will serve to 
demonstrate that clinically oriented research is very 
much alive. They are a fitting tribute to Dr. Connor 
who, in his quiet, most effective, and productive way, has 
not only made important contributions in his own right 
but also has served as a stimulus for many others. 

Our personal association extended over three decades. 
Tom Connor has been fully dedicated to his life as an 
academician. Never one to shirk responsibilities, he has 
accepted with enthusiasm and grace all assignments to 
serve as attending physician for medical students and 
house officers, to conduct seminars and teaching ses¬ 
sions, to lecture at Medical Grand Rounds, and to serve 
on various administrative committees. No one has been 
more effective than Tom Connor in the teaching and 
counseling of medical residents and Fellows during their 
training in endocrinology. He was especially meticulous 
in his investigative studies and the rendering of care to 
his patients. 


THEODORE E. WOODWARD MD 

Professor of Medicine EmeritusUniversity of Maryland School of 
Medicine 
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Hyperoxaluria in Idiopathic Calcium Oxalate Nephrolithiasis 


EDMUND R. YENDT MD 


I t is appropriate to begin by referring to something 
that Dr. John Eager Howard said about stones 25 
years ago. Dr. Howard was a person whom Tom Con¬ 
nor admired as a physician, a scientist, and a man; his 
influence on all our careers was profound. Dr. Howard’s 
words have bearing on what I say today. In his lecture, 
"Urinary Stone," given in Toronto at the Annual Meet¬ 
ing of the Royal College of Physicians and Surgeons of 
Canada in 1962, 1 Dr. Howard’s opening remarks were 

Our barber and later surgical colleagues have 
made great strides in the technical elegance 
of removing stones once formed; but in the 
approaches to the matter of why the stone 
formed in the first place, emphasis has been 
directed almost exclusively toward theories 
of supersaturation and chemical precipita¬ 
tion of single chemical salts. 

Furthermore, only about 5 percent of our 
patients and not all of Pyrah’s large group of 
patients with calcium oxalate or phosphate 
stones have an excess of calcium in the urine 
above the average normal. If these simple 
chemical situations previously alluded to, 
namely increase in chemical pressure toward 
precipitation or crystallizing out of salts from 
supersaturated solutions are the cause of 
stones, why indeed don’t we all have stones, 
for circumstances promoting these condi¬ 
tions are common occurrences in the lives of 
every one of us. 

This was the line of reasoning that prompted Dr. 
Howard, aided by Bill Thomas, to pursue the quest for 
substances in urine that would inhibit the formation, 
growth, and aggregation of the crystalline components 
of stones. The ensuing story of that search is a long saga 
of frustrating, difficult, and prolonged research that 
eventually led to important and fundamental dis¬ 
coveries . 2 

But I address the point that Dr. Howard more or less 
dismissed in his lecture: the question of supersaturation 
of urine with the crystalline components of a stone. 
When discussing urinary supersaturation, Dr. Howard 
referred only to urinary calcium concentration. There 
was no reference to urinary oxalate concentration be¬ 
cause oxalate metabolism at that time was a neglected 
aspect of investigation: analytical procedures for 
measuring urinary oxalate left much to be desired. In 
recent years methodology has improved greatly, and a 
sizable body of knowledge concerning oxalate metabo- 


Frora the Department of Medicine, Kingston General Hospital and 
Queen’s University. This work was supported by grants from the 
Medical Research Council of Canada (MT 681). Reprints: Dr. E. R. 
Ycndt, Etherington Hall, Queen’s University, Kingston, Ontario, 
Canada, K7L 3N6. 


lism in nephrolithiasis has developed. Three important 
fundamental observations have been made. 

1. Urine of patients with "idiopathic" calcium oxalate 
stones tends to be more highly supersaturated with cal¬ 
cium oxalate than that of normal subjects, the degree of 
supersaturation frequently exceeding the "formation 
product," the activity product of calcium oxalate beyond 
which spontaneous crystal formation occurs . 3 

2. Oxalate concentration is relatively more important 
than calcium concentration in influencing the degree of 
urinary supersaturation with calcium oxalate . 4 

3. Although the excessive urinary calcium oxalate su¬ 
persaturation of stone patients is partly due to the hy- 
percalciuria, so frequently seen in these patients, it is 
now apparent that increased urinary oxalate excretion 
also may be a factor contributing to urinary supersatura¬ 
tion with calcium oxalate. 


Oxalate Metabolism 

Before reviewing the prevalence and causes of hyper¬ 
oxaluria in stone patients, a brief review of oxalate me¬ 
tabolism is in order. Oxalic acid, a dicarboxylic acid, is 
a useless end product of metabolism with no known 
function in humans. Its immediate precursor, glyoxylic 
acid, is a highly labile reactive substance that readily un¬ 
dergoes oxidation to oxalate through the actions of en¬ 
zymes primarily designed for other purposes, for 
example, lactic dehydrogenase, xanthine oxidase. There 
are three main precursors of glyoxylic acid, namely 
glycine, glycolic acid, and a-keto- 7 -hydroxyglutarate. 

When the glyoxylate pool is expanded, there appears 
to be a concomitant increase in the glycolate pool. Thus, 
increased endogenous oxalate production through the 
glyoxylate pathway results in increased urinary excre¬ 
tion of glyoxylate and glycolate as well as oxalate . 5 Be¬ 
cause of its high reactivity, urinary glyoxylate is not easily 
measured, but good methods are available for measure¬ 
ment of urinary glycolate. The enzymatic defect in type 
I primary hyperoxaluria is a deficiency of the trans¬ 
aminase activity responsible for the conversion of 
glyoxylate to glycine . 6 Pyridoxal phosphate is an essen¬ 
tial cofactor for this transaminase activity thereby ex¬ 
plaining why pyridoxine deficiency per se may result in 
hyperoxaluria 7 and also why treatment with vitamin B- 
6 is effective in some patients with type I primary hyper¬ 
oxaluria. 8 

According to classical concepts, about 40 percent of 
urine oxalate is derived from metabolism of glycine, 
another 40 percent is derived from metabolism of ascor¬ 
bate, only 15 percent is derived from oxalate in the diet, 
and 5 percent from other sources . 9 However, when 
dietary oxalate is increased, a considerably greater 
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Table. Hyperoxaluria in Nephrolithiasis 

I. Normal Urine Glycolate 

1. Increased dietary oxalate 

2. Hyperabsorption of dietary oxalate 

(a) dietary calcium restricted 

(b) hyperabsorption of dietary calcium 
absorptive hypercalciuria 

enteric hyperoxaluria 

3. Increased vitamin C intake 

4. Primary hyperoxaluria, type II 

II. High Urine Glycolate 

1. Pyridoxine deficiency 

2. Primary hyperoxaluria type I 

3. Mild metabolic hyperoxaluria 



Figure 1. Urinary oxalate and glycolate excretion in a patient with 
calcium oxalate nephrolithiasis who was in the habit of drinking a 
"cocktail" consisting of rhubarb juice and ginger ale, which contained 
3.7 Mmol oxalate. There was a marked rise in urinary oxalate on the 
third but not on the first day of the high oxalate intake. Urinary glyco¬ 
late excretion remained normal. 


proportion of the urinary oxalate is derived from oxa¬ 
late in food. 10 

Although most workers report that urinary oxalate 
excretion tends to be higher than normal in stone 
patients, 1 " 6 there is not universal agreement on this 
point. 1 ,18 Therefore, to determine the prevalence of 
hyperoxaluria in stone patients, my associate, Dr. 
Moussa Cohanim, and myself have compared urinary 
oxalate excretion measured by the method of Hallson 
and Rose 19 in 99 consecutive, untreated, nonhospital- 
ized male patients with idiopathic calcium oxalate 
stones (eating their usual, self-selected diets) with 33 
normal male subjects under the same conditions. 

Mean 24-hour urine oxalate excretion was 32.9 ±11.3 
mg (mean ±_ SD) in the stone patients compared to 29.6 
± 8.4 mg in the normal men. Twenty-four hour urine 
oxalate excretion was significantly higher than normal 
(35.0 +. 10.4 mg (p< 0.025) in the 34 patients in the 
group who were hypercalciuric (urine calcium >350 mg 
per 24 hours) whereas the value for the 65 normocal- 
ciuric patients (31.9+.11.7 mg) did not differ significant¬ 
ly from normal. Twenty-one of the 99 patients had 
hyperoxaluria defined as 24-hour urine oxalate excre¬ 
tion in excess of 40.5 mg (450>( mol) whereas only 2 of 
the 33 normal male subjects had hyperoxaluria. 

Increased Oxalate Excretion 


The possible causes of increased urinary oxalate excre¬ 
tion in stone patients are listed in the Table. Increased 
dietary intake of foods with a very high oxalate content 
such as rhubarb, spinach, beets, chocolate, and nuts may 
lead to hyperoxaluria. We found that one patient 
developed frank hyperoxaluria after drinking home- 
prepared rhubarb juice as was his habit (Figure 1). 
Reduction of the intestinal luminal ionic calcium con¬ 
centration also may produce hyperoxaluria by facilitat¬ 
ing the hyperabsorption of dietary oxalate. Thus 
restriction of dietary calcium may lead to increased urine 
oxalate excretion. We found that 5 of 21 patients 
developed hyperoxaluria after milk and milk products 
had been eliminated from the diet for one week (Figure 
2 ). 

This observation may partially explain why the still- 
common practice of restricting dietary calcium in stone 
patients tends to be ineffective, a conclusion we reached 
many years ago. It has been our practice not to advise 
low-calcium diets in stone patients but rather nor¬ 
malization of dietary calcium intake when the dietary 
calcium intake is excessively high. Hyperabsorption of 
dietary oxalate also may result from hyperabsorption of 
dietary calcium as in absorptive hypercalciuria. 21 We 
have reported an extreme example of hyperoxaluria as- 
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sociated with hyperabsorption of dietary calcium that 
responded to thiazide administration. 22 

We recently completed a study designed to assess en¬ 
dogenous oxalate production in patients with idiopathic 
calcium oxalate stones by measuring their urine glyco- 
late excretion. Increased urinary glycolate excretion 
generally is considered to be indicative of increased en¬ 
dogenous oxalate production. The patients selected for 
the study included those with hyperoxaluria (urine oxa¬ 
late exceeding 40.5 mg or 45Q^mol per 24 hours) inves¬ 
tigated in our clinic since 1980 (a total of 31) as well as 
43 patients selected at random with normal oxalate ex¬ 
cretion. The 24-hour urine specimens were collected in 
nonhospitalized patients eating their usual self-selected 
diets. Urinary glycolate excretion was increased (>34 mg 
or 450/\mol per 24 hours) in 21 of the 74 patients (28 
percent). There were highly significant positive correla¬ 
tions between urinary glycolate and urinary uric acid, 
urinary creatinine, urinary calcium, urinary phosphate, 
and body weight. There was also a negative correlation 
with age. However, when we examined the relationship 
between these variables by multiple linear regression, 
urinary uric acid proved to be the only significant predic¬ 
tor of urinary glycolate. 

The cause of the increased urinary glycolate excretion 
in our patients has not been firmly established. The cor¬ 
relation between urinary glycolate and uric acid sug¬ 
gested that dietary purine and/or protein is known to 
increase the requirements for vitamin B-6, 7 and one 
possibility we explored was that increased endogenous 
oxalate production might result from mild vitamin B-6 
deficiency produced by excess dietary protein. Long¬ 
term studies in three patients with increased urinary 
glycolate excretion suggest that this possibility is highly 
unlikely. In these patients, the administration of in¬ 
creasing doses of pyridoxine ranging from 25 to 200 mg 
per day did not produce a significant decrease in urinary 
glycolate or oxalate excretion. Preliminary studies sug¬ 
gest that restriction of dietary animal protein may cor¬ 
rect this abnormality. Additional studies are necessary 
to determine the exact relationship between diet and 
oxalate metabolism. 

Until recently, the demonstration that urine glycolate 
excretion was increased in hyperoxaluric patients was 
considered to be the most direct method for the diag¬ 
nosis of type I primary hyperoxaluria in the absence of 
pyridoxine deficiency. 5 However, it is unlikely our 
patients have type I primary hyperoxaluria for a num¬ 
ber of reasons, including onset in adult life, the intermit¬ 
tent nature of the disorder, the response to dietary 
protein restriction, and the lack of response to 
pyridoxine. Furthermore, in our patients urinary glyco- 
late excretion usually exceeds urinary oxalate excretion 



Figure 2. Urinary oxalate in 21 out-patients with calcium oxalate 
stones initially (while eating their usual diets) and again after one- 
week restriction of calcium-containing dairy products. In the 19 
patients whose urinary oxalate initially was normal, urinary oxalate 
became elevated in 5 but remained normal in 14. However, in the 2 
patients whose urine oxalate initially was elevated, values fell to nor¬ 
mal with dietary restriction, possibly because the dietary modification 
may have involved restriction of protein as well as calcium. 

whereas the reverse is true in type I primary hyper¬ 
oxaluria. 

The metabolic abnormality in our patients with in¬ 
creased urinary glycolate excretion may be similar to 
that recently described by Gill and Rose as "mild meta¬ 
bolic hyperoxaluria" in 14 patients who had mild hyper¬ 
oxaluria associated with increased urine glycolate. In 
their patients as in our patients, there was a variable age 
of onset, the disease was not familial, and urinary glyco¬ 
late exceeded urinary oxalate. 

The findings of Gill and Rose differ from ours in one 
major way. They concluded that their patients 
responded to pyridoxine whereas urine glycolate 
remained elevated in our patients during long-term 
pyridoxine administration. Hyperoxaluria recurred in 
some of the patients described by Gill and Rose during 
pyridoxine treatment, and in others the hyperoxaluria 
did not recur when treatment was stopped; these authors 
did not comment on dietary protein intakes before and 
during treatment in their patients. 

In summary, we found that 21 percent of male patients 
with idiopathic calcium oxalate stones have hyper¬ 
oxaluria and that the endogenous production of oxalate 
is increased in some of them. Preliminary studies sug¬ 
gest that the metabolic abnormality is related to dietary 
protein, but further work needs to be done to confirm 
this and to determine the precise nature of the relation¬ 
ship between dietary protein and endogenous oxalate 
production. 
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Kidney Stones, Urine, and Cement 


WILLIAM C. THOMAS, JR., MD 


C alculi within the urinary tract occur in subjects of all 
ages, but the prevalence of particular types of cal¬ 
culi varies considerably in different parts of the world. 
For example, in Thailand 1 percent to 3 percent of rural 
children have bladder stones. 1 These stones consist of a 
uric acid core encompassed by crystalline calcium oxa¬ 
late. Such bladder stones occur in areas where cereal 
grains constitute a large part of the diet and were com¬ 
mon in England prior to the industrial revolution. In 
the United States the highest incidence of kidney stones 
is in the southeastern states, where the most common 
type of stones is composed of calcium oxalate, and these 
occur predominantly in white male adults. 2 

Many years ago while working with Dr. J.E. Howard 
and Dr. T.B. Connor at Johns Hopkins I observed that 
incubation of rachitic rat cartilage in urine from a heal¬ 
thy subject failed to mineralize the cartilage matrix, 
whereas incubation of such cartilage in urine from a 
patient with calcareous renal calculi resulted in com¬ 
plete mineralization for the matrix. 3 These observa¬ 
tions were confirmed by subsequent incubations using 
urine from many calculous and healthy subjects 
(Figure 1). 

Therefore, we deduced there was something in normal 
urine that prevented mineralization of rachitic cartilage 
matrix, and that there was little or none of this inhibitor 
of mineralization in the urine of patients with calcareous 
calculi. 

On hearing about the above observations, a chemist 
working with us, Dr. Charles E. Bills, related an ex¬ 
perience of his while a soldier in France during World 
War I. He was told that if captured by the enemy and if 
at any time he saw them pouring cement, he was to 
urinate on the freshly poured cement as this would 
prevent it from hardening. We thought this interesting 
and possibly relevant to our studies on urine from cal¬ 
culous patients. So we took urine from a calculous 
patient and a healthy subject to the Portland Cement 
plant in Baltimore where a chemical engineer agreed to 
test the effect of these urine specimens on the hardening 
of cement. The normal urine prevented the setting of 
cement but the stone-former’s urine did not. 

Farmers have known of the action of urine on cement 
for a long time and are well aware of the need to keep 
livestock away from a recently poured cement floor in 
the barn. (Incidentally, the name Portland Cement was 
coined by Joseph Aspdin in 1824 because of the qualita¬ 
tive similarity between the cement he produced and a 
durable stone quarried in Portland, England. 5 ) Dif¬ 
ferent cements vary slightly in their composition, but are 
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composed predominantly of di- and tricalcium silicate 
and aluminate. Thus, calcium is common to both ce¬ 
ment and calcareous calculi. Interesting also is that 
small amounts of silicate are regularly present in cal¬ 
careous renal calculi. 6 

To possibly assist us in our search for the major uri¬ 
nary inhibitor of crystalline calcium salts, we turned to 
cement as a test medium. We mixed powdered cement 
with water, urine or extract of urine in a proportion of 
7.5 g of cement to 4.8 ml of water or urine extract and 
poured these mixtures into miniature ice-cube trays. 
The cement cubes were tested for hardness after setting 
for 24 hours (Figure 2). 

Using column chromatography (G50 sephadex fol¬ 
lowed by anion exchange resins) we have separated from 
urine of normal subjects a fraction that inhibits the set¬ 
ting of cement. We now know the inhibitor constituent 
of this fraction is acidic, has a molecular weight between 
400 and 1,000 daltons, is resistant to mild hydrolysis, and 
that citrate is a major component. This particular frac¬ 
tion will also inhibit the formation of calcium oxalate 
crystals in vitro and is four to seven times as potent in this 
regard as can be explained by its content of citrate ex¬ 
pressed as citric acid. 


Incubation of Rachitic Cartilage in Urine 



Normal Pt. c Calculi 


Figure 1. Slices of rachitic proximal tibiae from rats incubated in 
urine from a normal subject and urine from a patient with calculi. 
Urines adjusted to pH 7.4, equal osmolality and concentrations of cal¬ 
cium. Note extensive matrix mineralization (AgNC >3 stain) of car¬ 
tilage matrix in tibia incubated in urine of the calculous patient and 
absence of cartilage matrix mineralization after incubation in normal 
urine. 
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Our first MRI analysis of the above isolated inhibitor 
of crystallization revealed only citrate, which led us to 
speculate that this inhibitor might be an unusual form 
of citrate. Years ago, Dr. Conant of Harvard pointed 
out that an alpha-hydroxy carboxylic acid is capable of 
forming an ester with itself. 7 Citric acid is such an acid, 
and a citride would be expected to have the formula 
depicted in Figure 3. A chemist associate made such a 
citride for us, and on testing it had essentially identical 
cement- and crystal-inhibiting properties as did the sub¬ 
stance isolated from urine of normal subjects. 

Presently we are not certain whether this synthesized 
citride is a dimer, trimer, or possibly a mixture of such 
esters. Further analysis of this compound is in progress, 
as is comparison with the inhibitor constituent isolated 
from human urine. It is conceivable that esterification 
of citrate could take place in the foot processes of the 
kidney. If so, this could explain why urine citrate is 
seemingly of such importance in preventing renal cal¬ 
culus formation and, in large part, also could account for 
the effect of "healthy" urine on cement. 


Figure 2. Miniature cement block made with water (upper left) and 
crumbling, soft block when powdered cement mixed with normal 
urine. 
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Estrogens and Bone Cell Models 

T. KENNY GRAY MD 


P ostmenopausal women lose bone mass, and this loss 
is a major component of the syndrome of os¬ 
teoporosis. Estrogen administration to 
perimenopausal women prevents or delays this loss of 
bone. 1 Prior to 1987 it was not clear whether this 
estrogen-bone interaction was due to direct or indirect 
effects of the estrogens on bone cells. In 1987 several 
laboratories described the presence of specific estrogen 
binding in human osteoblasts and a rat osteoblastic cell 
line. 2,3 We describe direct effects of 17(3-estradiol, the 
active metabolite of the estrogens, on UMR106 cells, an 
osteoblastic cell line derived from a rat osteoblastic os¬ 
teosarcoma. We have used this cell line as surrogate os¬ 
teoblasts while recognizing the limitations involved in 
the use of a transformed cell line as a mirror of in vivo 
events. We acknowledge these limitations by terming 
these cells as an "in vitro model." 

Incubation for two days of the UMR106 cells in cul¬ 
ture medium devoid of serum and containing 17p- 
estradiol produced an inhibition of cell proliferation 
and a stimulation of alkaline phosphatase activity. This 
effect of estradiol was relatively specific since a 
fibroblast cell line did not respond to incubation under 
identical conditions. The estradiol effect on the 
UMR106 cells was influenced by cell density and the 
proliferation rate. No effect was observed after only one 
day of culture (low cell density) or after four days of cul¬ 
ture (confluence). The inhibited growth and increased 
alkaline phosphatase activity was observed in the initial 
experiments only after two days of incubation. 

Serum contains estrogens, other hormones, and 
growth factors. To control the influence of these factors 
on the experimental results, all the experiments involved 
the incubation of UMR106 cells in culture medium 
devoid of serum but supplemented with insulin, trans¬ 
ferrin, and selenium. Table 1 shows the effect of 
estradiol on the growth and alkaline phosphatase ac¬ 
tivity of the UMR106 cells incubated for three days in 
medium containing either vehicle or different con¬ 
centrations of estradiol. Estradiol inhibited cellular 
growth and increased the alkaline phosphatase activity 
in a dose-dependent manner. The peak effect was as¬ 
sociated with the 10‘ 10 M concentration and the dose 
response was biphasic. 

The effects of 17p-estradiol and 17-alpha-estradiol, an 
epimer with weak bioactivity, on the growth and enzyme 
activity of the UMR106 cells are depicted in Table 2. 
Again 17p-estradiol inhibited growth and stimulated 
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alkaline phosphatase activity in a dose-dependent man¬ 
ner over a concentration range from 10' 11 to 10' 9 M. In 
contrast, 17-alpha-estradiol had no effect on the 
proliferation rates or the alkaline phosphatase activity 
of the UMR106 cells. 


Table 1. The effect of 17b-estradiol (E) on the cellular proliferation and 
alkaline phosphatase content (AP) of UMR106 cells incubated for 3 days 
in serum free medium. Cell counts and AP were assayed in aliquots of cell 
llysates from the same well The values are expressed as means ± SEM. 


Condition 

Cellls x 104 

AP-nmoIes/10 4 cells 

Vehicle 

9.65 ±0.75 

23.6 ±0.86 

E, 10‘ 12 M 

8.40_± 0.30 

29.6 ±0.68 

E, 10' n M 

9.25 _± 0.30 

21.8 ±0.42 

E, 10' 10 M 

5.30 ±0.40** 

49.6±.2.0** 

E, 10' 9 M 

7.30_± 0.40* 

31.6 ±0.4* 

E, 10‘ 8 M 

7.80 Ji 0.25* 

29.8 ±1.8* 

* P < 0.025 versus vehicle 
**P < 0.01 versus vehicle 

Table 2. Effects of 17-alpha-estradiol and 17p-estradiol on the 
proliferation and alkaline phosphatase content (AP) of UMR106 cells in¬ 
cubated for 3 days in serum-free and phenol red-free medium. The cell 
counts and AP were assayed in aliquots of cell lysates wells. The values are 
means ± SEM. 

Condition 

Cells x 104 

AP-nmoles/104 cells 

A. 17-alpha-estradiol 



Vehicle 

7.10_±0.35 

19.6 ±3.8 

10' n M 

8.55 ±0.55 

17.2 ±2.8 

10' 10 M 

7.10ji0.20 

23.6 ±4.4 

10' 9 M 

6.80 ±0.25 

23.2 ±9.8 

B. 17p-estradiol 



Vehicle 

7.20 ±0.70 

19.4 ±2.0 

10 _11 M 

3.95 ±0.35* 

52.2 ±3.0* 

10" 10 M 

3.50 ±0.20* 

56.2 ±2.4* 

10' 9 M 

3.90 ±0.40* 

35.6 ±3.6* 


*P < .01 vs. vehicle 
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The UMR106 cells contain high-affinity binding sites 
for estradiol (K. Korach PhD, Laboratory of Reproduc¬ 
tive and Developmental Toxicology, National Institute 
of Environmental Health Sciences). Scatchard analysis 
of the binding kinetics revealed a dissociation constant 
of 0.3 x 10~ 10 M and a calculated 1000-1200 receptors per 
cell. This number of receptors, although low in com¬ 
parison to uterine and mammary tissues, is consistent 

recently described in other 

In collaboration with Drs. Silverman, Bankson, and 
Rifai, Department of Laboratory Medicine, North 
Carolina Memorial Hospital, we examined the effect of 
estradiol on six enzymes in the UMR106 cells. These 
enzymes were gamma glutanyl transferase, aspartate 
aminotransferase, acid phosphatase, lactic 
dehydrogenase creatine kinase, and alkaline phos¬ 
phatase. Four of these enzymes were stimulated by 
estradiol in a dose-dependent manner. Acid phos¬ 
phatase activity was unaltered, indicating that the en¬ 
zyme stimulation could not be explained by a 
nonspecific rise in protein synthesis. 

ROS 17/2.8 is another well-known osteoblastic cell 
line. When incubated in the identical fashion as 
described above for the UMR106 cells, these cells did 
not respond to estradiol treatment. There was no 
change in growth rates, enzyme concentrations, or the 
secretion of osteocalcin (a bone-specific protein) when 
the ROS 17/2.8 cells were exposed to estradiol over a 
range from 10' 11 to 10' 8 M. 

These experimental results show that estradiol acts 
directly on an osteoblastic cell line, the UMR106 cells. 
The action is dose dependent, metabolic specific, and 
mediated by specific receptors. The peak action oc¬ 
curred at the 10‘ 10 M concentration under conditions 
using serum-free medium. The biological effect of 
estradiol on the enzyme activity of the UMR106 cells is 
consistent with an induction of differentiation. 

Conventional wisdom holds that estrogens inhibit 
bone resorption although the mechanism of this in¬ 
hibitory effect is unknown. Given that lymphokines 
stimulate an in vitro model of osteoclast precursors, that 
osteoclasts are the cells involved in bone resorption, and 
that lymphocytes have estrogen receptors, we examined 
the action of estradiol on this in vitro model of osteoclast 
precursors, the U937 cell line. 4 The U937 cells have a 
monoblastic phenotype, become multinucleate in cul¬ 
ture, increase their concentration of tartrate-resistant 
acid phosphatase, and resorb bone particles when ex¬ 
posed to i,25(OH)2D3 , lymphokines, and differentia¬ 
tion inducing factor. 4 These cells secrete superoxide ion 
and hydrogen peroxide when acutely perturbed. We 
used this latter feature to assess the action of estradiol- 


with the receptor numbers 
osteoblastic cells. 2. 


treated lymphocytes on this model of osteoclast forma¬ 
tion. 

The peak luminol-enhanced luminescence of the 
U937 cells incubated in culture medium containing dif¬ 
ferent additives is shown in Table 3. Maximal lumines¬ 
cence, that is, secretion of hydrogen peroxide, occurred 
when the U937 cells were exposed to l,25(OH)2D3 and 
lymphokines simultaneously. A purified lymphokine, 
gamma interferon, produced no response by itself but 
did produce a half-maximal response together with 
l,25(OH)2D3. Other additives, including estradiol or 
conditioned medium from lymphocytes treated with 
estradiol (LCM-E) produced little or no response in the 
LELofthe U937 cells. 

The addition of LCM-E and l,25(OH)2D3 produced 
a dose-dependent inhibition of LEL in contrast to the 
maximal stimulation of LEL produced by conditioned 
medium from activated normal human lymphocytes 
(LCM) and 1,25 (OH) 2 D 3 (Table 4). This inhibitory ef¬ 
fect was reversible, metabolite specific, and not due to a 
toxic effect of the reagents in the assay. 

These results indicate that normal human lym¬ 
phocytes incubated in the presence of estradiol secreted 


Table 3. Peak luminol - enhanced luminescence (LEL) of U937 cells in¬ 
cubated for 5 daysin culture medium containing conditioning medium from 
PIIA-stimulated human lymphocytes (LCM). The LCM was 20% (vo^vol) 
of the final volume. Recombinant interferony (INF -y) was added to the 
medium in a dose of 1000 units/ml and l, 25 (OII) 2 D 3 was present at a final 
concentration of 10"“M. LEL stimulated by PMA (100 ng/ml) is expressed 
as scintillations per minute (spm, mean ± SEM). All conditions were tested 
in four separate experiments. 



LEL, spm 

Cell - free medium alone 

2,00050 

U937 cells 

2,000 + 50 

U937 cells + 17(1 - estradiol (10" 6 M) 

2,000 ±50 

U937 cells + LCM 

8,500 ±50* 

U937 cells + LCM-E (lO'Sl) 

2,000 + 50 

U937 cells + LCM-E (10 _8 M) 

2,000 + 50 

U937 cells + LCM-E (10‘ 10 M) 

2,000 ±50 

U937 cells + LCM.1,25 (OH) 2 D 3 

104,900 ±10,880' 

U937 cells + 1,25 (OH) 2 D 3 

2,000 ±50 

U937 cells + INF -y, 1,25 (OH) 2 D 3 

45,000 ±1,200** 

U937 cells + INF-y 

2,000 ±50 


*P < 0.05 versus cell free medium or U937 cells alone 
**P < 0.01 versus U937 cells + LCM 
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a soluble factor that was transferred in the conditioned 
medium. This estrogen-dependent soluble factor was 
able to inhibit the stimulation of the oxidative metabo¬ 
lism of the U937 cells. This in vitro response suggests 
that estrogen-dependent lymphokines may inhibit the 
activity or formation of osteoclasts in vivo. 

In summary, 17p-estradiol acts directly on osteoblas¬ 
tic cells, the UMR106 cells, to inhibit growth and in¬ 
crease differentiation. This action is consistent with the 
in vivo development of mature osteoblasts. Estradiol 
also can act indirectly on osteoclasts and/or their precur¬ 
sors by inducing the secretion of lymphokines that in¬ 
hibit the activity and/or the formation of osteoclasts in 
vivo. 


Table 4. Peak LEL of U937 cells incubated for five dauys in the presence 
of 1,25 (OII) 2 D 3 (10‘ 8 M) and LCM or LCM-E (20%, vol>ol). The LCM- 
E was produced by incubating PIIA-stimulated human lymphocytes in 
medium containing E(10' 10 to 10" 6 M). LEL was triggered with PMA (100 
mg/ml). Four experiments were performed and duplicate assays were per¬ 
formed for eachcondition in a given experiment Values for LEL are ex- 
presssed as mean +. SEM > 


Condition 


LEL, spm % Maximal Response 


1,25 (OH) 2 D 3 + LCM 

1,25 (OH) 2 I>3 + LCM-E 
(KT°M) 

1,25 (OH) 2 Di + LCM-E 
(lO'Tti) 


118,096 + 10,870 
84,640 + 6,200 

43,920 + 18,230* ** 


100 

72 

37 
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1,25 (OH) 2 L>3 + LCM-E 13 070 + 3,920 11 

(KTM) 


* P < 0.05 versus LCM response 

**P < 0.01 versus LCM response 
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Graves’ Disease: Clinical Correlation 
with Autoantibody Activity 

WILLIAM A. VALENTEMD 


G raves’ disease is an unusual disorder presenting a 
constellation of clinical findings. Diffuse 
thyromegaly, often but not always, associated with hy¬ 
perthyroidism, is seen in association with a characteris¬ 
tic ophthalmopathy and pretibial skin lesion. The basic 
pathogenesis of Graves’ disease is believed to involve al¬ 
tered cell-mediated immunity and autoantibody produc¬ 
tion. This article deals with a pertinent review of the 
clinical manifestations of Graves’ disease and presents 
new basic research information with particular atten¬ 
tion to the clinical correlation of the immune disturb¬ 
ance and the ultimate clinical presentation. 

The diffuse thyroidal enlargement characteristic of 
Graves’ disease usually is termed toxic when associated 
with overt hyperthyroidism. Examination of the 
thyroid histologic picture in this situation shows marked 
hyperplasia with transition from cuboidal to columnar 
epithelium and increased resorption of colloid. Addi¬ 
tionally, there are areas of lymphocytic infiltration and 
occasional germinal center formation. Thus, the 
thyroid is enlarged throughout and has a fairly 
homogeneous, regular contour with marked hypervas¬ 
cularity. The goiter may be of normal size (20 g) in older 
individuals but is more likely to be enlarged severalfold 
and clearly visible. This thyroidal hyperplasia is accom¬ 
panied by marked hyperactivity and release of inor¬ 
dinate amounts of T3 and T4, ultimately leading to the 
clinical signs of increased adrenergic activity, weight 
loss, and the systemic symptoms of thyrotoxicosis. 

Orbital Involvement 

If the Graves’ patient is carefully examined, there are 
usually signs of orbital involvement. This is clinically 
manifested by exophthalmos or proptosis, limited ex¬ 
traocular movements, scleral injection, chemosis, and 
occasionally by decreased visual acuity. Pathologic ex¬ 
amination of the orbital structures reveals marked in¬ 
creased retro-orbital fat and connective tissue, 
associated with swollen extraocular muscles and lym¬ 
phatic obstruction. The increased orbital pressure 
forces forward protrusion of the eyes, accounting in 
large measure for the proptosis noted. Further, the lym¬ 
phocytic infiltration may ultimately lead to scarring and 
retraction of the extraocular muscles restricting move¬ 
ment. Rarely, the increased orbital pressure may impair 
arterial flow to the optic nerve leading to ischemic optic 
neuropathy. Though overt signs of orbital involvement 
are not always evident on clinical exam, careful ophthal- 

Dr. Valente is Clinical Assistant Professor of Medicine; and Direc¬ 
tor, Thyroid Unit, University of Maryland Hospital, Baltimore. 
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Baltlimore, MD 21202. 

866 MMJ November 1988 


mologic exam with particular attention to the increased 
intraocular pressure on upgaze indicates orbital in¬ 
volvement in nearly all Graves’ patients. 

Dermopathy 

In rare cases of Graves’ disease, a characteristic der¬ 
mopathy is present. This may involve the skin of the 
lower extremities and dorsum of the feet with the 
specific term of pretibial myxedema. Though unrelated 
to hypothyroidism, the term myxedema has been used 
because of the marked "myxematous" changes in the 
dermal layer with moderate increase in collagen forma¬ 
tion and intercellular glycosaminoglycan deposition. 
The skin assumes a thickened, lumpy, nodular texture. 
These changes may occasionally be seen in dependent 
areas of the upper extremity and even the thorax and jaw 
though these are quite unusual. If the distal periosteum 
of the fingers is involved, clubbing may result and the 
term acropachy is used. These latter changes are seen 
only with extremely active Graves’ disease, invariably as¬ 
sociated with hyperthyroidism and ophthalmopathy. 

The changes of Graves’ disease occur in the context of 
an altered immune state. There is often an associated 
diffuse lymphadenopathy, leukopaenia, and even oc¬ 
casional splenomegaly, hilar adenopathy or thymic hy¬ 
perplasia. The supposition of altered immunity 
originally was offered by Dr. Paul Ehrlich over 100 years 
ago when he suggested that the "horror autotoxicus" of 
Graves’ disease may be mediated by an "altered immune 
state." To understand the clinical manifestations of this 
disorder, it is helpful to examine the underlying altera¬ 
tions in the immune system. A careful correlation of 
these basic findings often will lead to an improved un¬ 
derstanding of the care and treatment of these patients. 

Research Breakthroughs 

In the early part of this century it was believed that 
Graves’ disease was caused by a hypersecretion of 
thyroid-stimulating hormone (TSH) from the pituitary 
gland. A major breakthrough was realized by the 
studies of Drs. Adams and Purvis in the early 1950s with 
the classic description of the long-acting thyroid 
stimulator (LATS). 1 They devised a classic bioassay 
wherein guinea pigs were loaded with radioactive iodine 
and then injected with various thyroid-stimulating sub¬ 
stances. The radioiodine stored in the thyroid was brisk¬ 
ly released by TSH, and the blood radioactivity 
consequently would rise, indicating thyroid stimulation. 
These researchers recognized that serum from a par¬ 
ticular patient with Graves’ disease, Mrs. C, markedly 



augmented radioiodine release in the guinea pig model, 
even continuing for many hours after the recognized 
"short" effect of TSH would have abated. This long-ac¬ 
ting thyroid stimulator ultimately was found to be an 
IgG and represented a profound insight into the initial 
pathogenesis of Graves’ disease in particular, and the 
autoimmune thyroid diseases in general. 

To further complement the role of autoimmunity, 
Witebeski and Rose 2 described a classic study of induced 
autoimmune thyroid disease by injecting homogenized 
thyroid tissue into mice, and Roitt and Doniach et al. 
described the antithyroglobulin antibody so commonly 
used clinically. This antithyroglobulin antibody, 
however, had no functional significance and served only 
to mark the autoimmune process. Rather, the LATS 
antibodies did correlate with the presence of hyperthy¬ 
roidism in approximately 50 percent of individuals with 
active Graves’ disease. Instead of recognizing the inter¬ 
esting correlation with Graves’ disease, many inves¬ 
tigators focused on the 50 percent lack of correlation, 
and the entire role of the LATS factor was called into 
question for many years. 4 

Advances in cellular receptor concepts in the 1960s 
and 70s led to improved understanding in the continu¬ 
ing puzzle of the autoimmune thyroid diseases. The 
classic studies of Mehdi and Nussey described a par¬ 
ticular group of Graves’ IgG that bind to the TSH recep¬ 
tor and thus block the normal binding of TSH. 5 This 
group of autoantibodies has been termed the 
thyrotrophin-binding inhibitory immunoglobulins 
(TBII). Some Graves’ IgG have been noted to stimu¬ 
late the thyroid cell by binding to the TSH receptor and 
augmenting intracellular cyclic AMP levels. 6 The in¬ 
creased cyclic AMP is the primary second messenger for 
the hyperactivity of the thyroid cell leading to increased 
T3 and T4 secretion. This particular group of autoan¬ 
tibodies has been termed thyroid stimulating antibodies 
(TSAb). Further, another group of autoantibodies has 
been described that binds to the TSH receptor and in¬ 
creases thyroid growth, the so called TGI or thyroid 
growth immunoglobulins. 

The alteration in humoral antibody production ap¬ 
peared confusing as these variously described autoan¬ 
tibodies did not coexist in each Graves’ patient. 8,9 Some 
individuals had TBII, others TSAb, and still others a 
TGI. Again, it seemed difficult to reconcile an abnor¬ 
mal IgG interacting with the TSH receptor as the 
primary cause for Graves’ disease. 

Recent Advances 

Several recent advances in basic cell culture and im¬ 
munology have helped clarify these issues. The first ad¬ 
vance involves the availability of the FRTL-5 thyroid 


cell line and the second, the use of the monoclonal an¬ 
tibody technology. 

In 1979, Ambesi and Coon successfully cloned a nor¬ 
mal rat thyroid cell and established the FRTL-5 thyroid 
cell culture system. 1 These normal rat thyroid cells 
have been grown continuously in culture for the last ten 
years. They exhibit nearly all the normal thyroid charac¬ 
teristics including follicle formation, colloid secretion, 
thyroglobulin production, T3 - T4 production, iodine 
trapping, and possess a functional TSH receptor. This 
FRTL-5 thyroid cell is absolutely dependent on TSH for 
its growth and function, and thus provides an ideal 
model to study the TSH receptor and various thyroidal 
cellular activities. These cells were easily adapted to 
measure any thyroid stimulating or inhibiting substance 
such as those described above. Clinical assays are readi¬ 
ly available to measure TSH binding antibodies, 
stimulating antibodies, and growth promoting anti¬ 
bodies. 

A major advance in immune research was noted in 
1975 with a classic description of monoclonal antibody 
formation by Kohler and Milstein. 11 This system uses a 
nonsecreting myeloma cell line to provide the intracel¬ 
lular machinery needed for large-scale pure monoclonal 
antibody production (given the appropriate immune 
message) and the immortality of a tumor cell. If this par¬ 
ticular cell is fused with a sensitized immunocyte, such 
as a lymphoblast exposed to specific immunogen, an im¬ 
mortalized cell (a hybridoma) would be created and 
secrete specific monoclonal immunoglobulin in large 
amounts to the specific antigen used to sensitize the lym¬ 
phoblast. Highly specific immune probes could be 
generated in large quantities. Thus, one could create an 
antibody to any specific antigen, limited only by one’s 
imagination. 

Turning to the problem at hand, the stage is set for 
several interesting experiments. Using the basic 
monoclonal technology, we were able to fuse individual 
Graves’ lymphocytes obtained from the blood of 
patients with active Graves’ disease. The immune mes¬ 
sage of these lymphocytes was joined with the myeloma 
cell line in a hybridoma, and specific monoclonal an¬ 
tibodies resulted. The system was somewhat different, 
however. We used a naturally determined immune mes¬ 
sage of the individual Graves’ lymphocytes rather than 
immunizing with a foreign antigen. These human lym¬ 
phocytes were fused with a mouse myeloma line result¬ 
ing in a heterohybridoma. Thus, naturally determined 
artificially grown pure monoclonal antibodies were real¬ 
ized. We conducted this experiment on multiple oc¬ 
casions and have generated numerous monoclonal 
antibodies. 

Four particular monoclonal antibodies (listed in the 
Table) were generated from two patients with active 
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Graves’disease. Each of the antibodies had charac¬ 
teristic bioactivities. Because we have the FRTL-5 
thyroid cell system available, we can evaluate the specific 
activity of each individual antibody. Certain 
monoclonal antibodies were potent inhibitors of TSH 
binding, stimulators of cyclic AMP formation and 
promotors of thyroid growth (208F7, 206H3). Other 
monoclonal antibodies have only one or several of these 
bioactivities (129H8,122G3). Since each was a natural¬ 
ly predetermined antibody and each reacted variably 
with the TSH receptor, one concludes that an array of 
autoantibodies are made in Graves’ disease. Many IgG, 
each with a specific interaction with the TSH receptor 
and bioactivity, are produced. It is not a single autoan¬ 
tibody but rather a combination of autoantibodies in the 
autoimmune thyroid process. 

To further confirm the true biologic nature of these 
Graves’ monoclonal antibodies, we injected each into 
the mice and demonstrated the long-acting thyroid 
stimulator effect in certain situations. We have thus iso¬ 
lated part of the cause for Graves’ disease and shown 
that it has a clear biological relevance. 

Returning to the individual Graves’ patients, one can 
identify certain correlations between clinical presenta¬ 
tion and specific Graves’ autoantibodies. Using the 
FRTL-5 thyroid system to assay for the thyroid cyclic 
AMP stimulator in a large number of Graves’ patients, 
we see an excellent correlation with disease activity. 13 
As depicted in Figure 1, the stimulator activity is present 
in the vast majority of individuals with active Graves’ dis¬ 
ease and absent in states of remission. This autoan¬ 
tibody can be used to predict the natural course of 
Graves’ disease and to identify those patients who have 
entered a phase of remission. Further, very elevated 
levels of stimulating antibodies are seen characteristical¬ 
ly in those individuals with very active Graves’ disease 
and in mothers who bear offspring with transient 


Table. Monoclonal Antibodies 


Antibody EITeet 


Monoclonal 

Antibody 

Number 

% Inhibition 
125-1 TSH 
Binding 

% Incerease 
cAMP 
Production 

% Increased 
3H-thymidine 
Incorporation 

% Lats 
Effect 

20SF7 

80 

too 

21 

300 

206H3 

20 

50 

21 

330 

129H8 

78 

12 

20 

10 

122G3 

45 

0 

0 

2 

Control 

0 

0 

0 

0 


neonatal Graves’ disease, a disorder of transplacental 
IgG passage. 

The presence of goiter has been noted in those 
patients with thyroid growth-promoting im¬ 
munoglobulins. 7,1 This bioactivity may coexist with 
thyroid stimulating IgG but probably represents 
separate autoantibodies to the TSH receptor, account¬ 
ing for the clinical observation that some patients have 
fairly severe hyperthyroidism with small goiter. These 
individuals have been noted to have elevated thyroid- 
stimulating antibody titers but nearly absent thyroid 
growth-promoting antibody levels. Conversely, mild 
hyperthyroidism has been seen with large goiters when 
the TSAb levels are low and the TGI levels are elevated. 
Thus, the particular clinical picture seems to be a com¬ 
posite of several autoantibodies acting in concert. 14 

Turning to the ophthalmopathy, we can describe 
specific autoantibodies that interact with the connective 
tissue and muscle elements leading to increased collagen 
formation. 15 Again a specific class of autoantibodies 
seems to promote collagen formation and correlate fair¬ 
ly well with the severity of exophthalmos and ophthal¬ 
mopathy. 

Even more intriguing is the recent observation of such 
collagen-promoting autoantibodies in individuals with 
Graves’ disease and pretibial myxedema. These IgG can 
interact with fibroblasts and stimulate the production of 
Type IV collagen and glycosaminoglycans. Again, the 
correlation is fairly good between these autoantibody 
levels and the clinical disease. One can further extend 
the clinical correlation of basic autoantibody formation 

Thyroid Stimulating Immunoglobin 

Cyclic AMP Formation in FRT^ Thyroid Cells 

IgG EFFECTS ON INTRACELLULAR CYCLIC AMP 
LEVEL IN FRT L5 THYROID CELLS 
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Figure 1. Immunoglobulin G effect on cAMP production using the 
FRTL-5 cell assay. These IgG were prepared from patients with the 
listed disease states. 
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Figure 2. Effect of IgG preparations from sera of individual patients 
with various thyroid diseases on collagen synthesis. Collagen syn¬ 
thesis was quantitated by 24-hour 3H-proline incorporation into con¬ 
fluent human fibroblast cultures. 

with specific manifestations of Graves’ disease. There is 
not a single LATS in the autoimmune thyroid diseases 
but rather multiple autoantibodies. Some of these may 
stimulate the thyroid to levels of overactivity, some may 
cause increased thyroid growth, and others appear to 
augment collagen formation in the retro-orbital tissues 
or the pretibial regions. A composite bioeffect may be 
realized and correlated with the ultimate clinical presen¬ 
tation of the Graves’ process. 

Clearly, the above summary represents a simplistic 
overview of the autoimmune thyroid diseases, but at 
least we begin to address some basic aspects of the 
pathogenesis. Continued research along these lines will 
allow us to improve diagnostic accuracy and therapeutic 
efficacy in dealing with this group of most interesting 
patients. 
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Hunt Valley, MD« 301-785-0900 


The Princeton 
Insurance Company 




Join the MEDICAL and CHIRURGICAL FACULTY 
of the STATE OF MARYLAND 
On an Exciting New 1989 Deluxe Travel Adventure 

Let us take the trouble out of travel for you. Look over these eight extraordinary 
choices for 1989; then make your reservations immediately. 

We don’t want to leave without you. 


South American Adventure 

Departing: February 1989 

This fifteen-day adventure includes 

the best of the “other America.” 

Lima and Cuzco/Machu Picchu, 
Peru. Buenos Aires, Argentina. 
Iguassu Falls and Rio de Janeiro, 

Brazil. 

$2999 per person, double occupancy, 
from Miami 

Wings Over Kenya 

Departing: February 1989 
Our 15-day Kenya safari by air takes 
you to the world’s greatest big game 
reserves the most comfortable way 
posssible. Nairobi, Amboseli, 
Treetops, Mount Kenya Safari 
Club, Samburu and Kichwa Tembo 
Tented Camp in the Masai-Mara. 

$3899 per person, double occupancy, 
from New York 

French Normandy Coast/ 
Seine River Cruise 

Departing: May 1989 
An exclusive, new and different 
thirteen-day adventure. London, 
England. Exclusive, chartered cruise 
of the Normandy Coast and the 
Seine River aboard the M.S. World 
Discoverer from Folkestone past the 
white cliffs of Dover to Portsmouth. 
Cross the English Channel to St.-Malo/ 
Mont-St.-Michel; Jersey, English 
Channel Islands; Caen; Normandy 
D-Day Beaches; Honfleur; 


Caudebec-en-Caux and Rouen. 

Visit Giverny en route to Paris, France. 

From $2999 per person, 

double occupancy, 
from New York 

The Wind Spirit • 

Italy/Adriatic Air/Sea Cruise 

Departing: July 1989 
An exciting, new thirteen-day 
combination of the sailing yacht 
Wind Spirit and the best of Italy. 
Florence and Venice, Italy. Cruise 
aboard the Wind Spirit among the 
islands of the Dalmatian Coast: 
Losinj, Split, Hvar, Korcula, Kotor 
Fjord/Sveti Stefan and Dubrovnik, 
Yugoslavia. 

From $3899 per person, 

double occupancy, 
from New York 

Danube River 

Departing: July 1989 
First, two nights in Istanbul, Turkey, 
city of mosques and minarets. Then 
cruise the Black Sea aboard the 
M.S. Ayvazovskiy. Transfer to the 
M.S. Ukraina for a Danube River 
cruise to Giurgiu/Bucharest, Romania; 
Nikopol/Pleven, Bulgaria; Belgrade, 
Yugoslavia; Budapest, Hungary; 
Bratislava, Czechoslovakia and 
Vienna, Austria. Both ships are 
exclusively chartered. 

From $2999 per person, 

double occupancy, 
from New York 


Canadian Rockies Adventure 

Departing: August 1989 

This ten-day nature spectacular includes 

Edmonton, Jasper Park, a visit to 

Lake Louise, Banff, Victoria and 

Vancouver. 

$1899, per person, double occupancy 
plus airfare 

Orient-Express 

Departing: August 1989 
The nostalgic and romantic Venice 
Simplon Orient-Express is the 
magnificent centerpiece of this exclusive 
thirteen-day holiday to the best of 
Europe. Munich, West Germany. 
Vienna, Austria. Overnight on the 
Venice Simplon Orient-Express 
from Vienna to Paris, France. 

$3599 per person, double occupancy 
from New York 

Wings Over the Nile 

Departing: October 1989 
An exciting new fourteen-day holiday 
in Egypt. Cairo. Alexandria. Fly 
over Suez Canal. St. Catherine’s 
Monastery. Sharm el Sheikh. Four- 
day Nile River cruise aboard the 
M.S. Sun Boat II, newest and most 
luxurious boat on the Nile, from 
Luxor to Edfu, Kom Ombo and 
Aswan. Abu Simbel. All sightseeing 
during the cruise included. 

$3399 per person, 

double occupancy, 
from New York 


-FOR MORE INFORMATION, SEND COUPON TO 

The Medical and Chirurgical Faculty of the State of Maryland Attn: Patricia Munoz 

1211 Cathedral Street 
Baltimore, MD 21201 


Or call, 301-539-0872 


Yes, I want to get away in 1989! Please send me more 
information on the following programs: 


□ South American Adventure 

□ Wings Over Kenya 

□ Normandy Coast/Seine River 

□ Wind Spirit • Italy/Adriatic 


□ Danube River 

□ Canadian Rockies 

□ Orient-Express 

□ Wings Over the Nile 


Name_ 

Address_ 

City_State. 

Area Office 

Code (_) Phone_ 


_Zip. 

Residence 
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“Get Back to Work!” 


He would if he could. 

But, like many, this man 
has been injured on-the-job. 

WORKSTART is a back to 
work rehabilitation program 
specifically designed to evaluate 
a worker’s physical capabilities 
and assist in a safe and timely 
return to work. 

This physician-directed program 
utilizes an integrated, multi¬ 
disciplinary approach towards 
rehabilitation, and is completely 
supervised by occupational and 
physical therapists. 

For the physician, WORKSTART removes the guesswork from 
the return-to-work prescription and assists in rating the individuals 
level of impairment and in the identification of malingering. 

It’s your responsibility to get him back to work... .It’s 
our responsibility to help. WORKSTART 

Our specialized focus on outpatient services includes Physical Therapy 
Occupational Therapy • Speech/Language Pathology 
Cardiac, Pulmonary and Sports/Work Injury Rehabilitation. 

Transportation is available. 

N/EDICAL ^^nf on Cenler 

661-7400 

9512 Harford Road (at the Beltway), Baltimore, Maryland 21234 























During Med Chi’s Annual Meeting 

you may 

stay, work, and play 
at Turf Valley 



Your Place To Stay. 

Located only 20 minutes from 
Baltimore and less than one hour 
from Washington DC., we offer the 
perfect retreat for all of your business 
meetings. Stay in one of our 173 well 
appointed rooms or treat yourself to 
a luxurious suite overlooking the 
greens. 

Your Place To Work. 

Have your meetings in one of 
our 21 meetings rooms, where 
22,000 square feet of space will 
accommodate any group from 25 to 
1,000 for banquets or for meetings. 
While you get down to business, our 
professional meeting coordinators 
will orchestrate all of your meeting 
needs to perfection. 

Your Place To Play. 

During the day enjoy a round of 
golf on 45 championship holes, day 
or night test your backhand while 
playing a game of tennis, or take a 
relaxing dip in the pool and enjoy a 
refreshing drink at our poolside bar. 

Or perhaps your idea of fun is 
an evening of dining and live enter¬ 
tainment. If you prefer a more casual 
atmosphere, Terrace on the Green 
specializing in a lighter fare may be 
for you. But, if you prefer more ele¬ 
gant surroundings, Alexandra’s is the 
perfect choice. Alexandra’s, located 
in the center of our hotel, features a 
four-story glass atrium. Feast your 
eyes on a panoramic view of the 
greens while pleasing your palate on 
Alexandra’s delicious continental 
cuisine. After dinner venture over to 
the Fairway Lounge for an after din¬ 
ner drink and the excitement of live 
entertainment. 

Whether You’re Here For 
Work Or For Play, at Turf 
Valley We Mean Business. 



HOTEL & COUNTRY CLUB 


2700 Turf Valley Road 
Ellicott City, Md. 21043 

(301) 465-1500 























Long-Term Survival in Anaplastic Thyroid Cancer 

CRAIG J. SCHAEFER MD, FACS 

Thyroid cancer is a relatively common malignancy with a prevalence of 0.5 to 1 percent of all 
nondermal cancers. While most of these are well-differentiated tumors, about 5 percent are of the 
virulent, anaplastic form. Median survival for patients with this disease is less than six months. 
This patient, with a large cell anaplastic carcinoma of the thyroid, after extensive surgery and 
radiation therapy has survived more than five years without evidence of recurrent disease. 


A 59-year-old white female was admitted to the 
Emergency Department on 12/26/82 following 
respiratory arrest. She was successfully intubated with 
subsequent restoration of normal alertness and menta¬ 
tion. Her past history shows that seven months prior to 
this she had been admitted to the same institution for 
asthmatic-related respiratory failure. At that time the 
patient was found to have a mass involving her thyroid 
gland. No work-up was initiated. Three weeks prior to 
her respiratory arrest she had complained to her private 
physician about worsening shortness of breath, and it 
was noted that the thyroid mass had increased in size. 
Other than her history of respiratory failure her review 
of systems was unremarkable. She had no history of al¬ 
lergies. Her medications included chlordiazepoxide, 
prednisone, pseudoephedrine, hydrochlorothiazide/tri¬ 
amterene, theophylline, and beclomethasone 
dipropionate. She had a 40-pack per year history of 
smoking and does not imbibe alcohol. Physical ex¬ 
amination at the time of her Emergency Department 
admission demonstrated a 3 by 4 cm hard nodule aris¬ 
ing from the midportion of the thyroid gland. There was 
no palpable cervical adenopathy. The mass was at¬ 
tached to underlying structures. 

The patient was admitted to the Intensive Care Unit 
for stabilization. The initial work-up demonstrated her 
to be euthyroid with a T-3 of 27, T-4 equal to 9.8, and 
T-7 index equal to 2.6. All other tests including EKG, 
chest x-ray, and arterial blood gases were normal. On 
12/28/82 she was taken to the Operating Room for neck 
exploration and tracheostomy. Exploration revealed 
that a large malignancy arising from the thyroid had 
directly invaded into the overlying strap muscles 
anteriorly and posteriorly into the trachea. Despite the 
size and extensive nature of the tumor, the right and left 
recurrent laryngeal nerves were identified and salvaged. 
Likewise the inferior pole parathyroid glands were iden¬ 
tified and salvaged bilaterally. A subsequent total 
thyroidectomy with resection of the anterior wall of the 
trachea from the cricoid cartilage to the fourth trachea 
ring was performed. This was a clinically incomplete 
resection with residual tumor left on the posterior wall 
of the trachea and along the lateral walls of the 
esophagus. Frozen section revealed anaplastic car¬ 
cinoma of the thyroid gland. A tracheostomy tube was 
placed and the procedure terminated. Complete surgi¬ 


cal resection was deemed not possible due to extensive 
local invasion. 

Following recuperation from surgery the patient 
received 7,000 rads of radiation to the neck and medias¬ 
tinum. She was placed on Synthroid 0.2 mg q day during 
this. No 1-131 therapy was instituted. 

In May 1983 triple endoscopy failed to reveal any gross 
residual disease. Biopsies taken at that time likewise 
failed to reveal any residual cancer. The tracheostomy 
tube was removed subsequently resulting in spon¬ 
taneous closure of the trachea stoma. With this closure 
the patient was able to speak without difficulty or abnor¬ 
mality. 

A thyroid scan performed in August 1983 
demonstrated no residual thyroid tissue. The patient 
remained asymptomatic. Repeat thyroid scans have 
continued to demonstrate no residual functioning 
thyroid tissue. TSH levels have consistently been main¬ 
tained below 0.1 microunits per ml. Thyroglobulin 
levels have remained below 4 nanograms per ml. 
Repeat triple endoscopies have failed to reveal any 
residual tumor, either grossly or by biopsy. 

Pathological evaluation revealed a highly undifferen¬ 
tiated carcinoma of the giant cell type of the thyroid. 
Separate pathological evaluations at multiple institu¬ 
tions confirmed this to be an aneuploidic undifferen¬ 
tiated giant cell carcinoma. 

Discussion 

Anaplastic carcinoma of the thyroid is a relatively rare 
malignancy. Thyroid cancer has an overall incidence of 
four new cases per year per 100,000 population. 
Anaplastic tumors comprise less than 5 percent of all 
thyroid cancers. They usually occur in patients older 
than 60 years. Patients often have known history of 
goiter or therapy for papillary cancer of the thyroid. The 
presenting symptoms usually include a rapidly enlarg¬ 
ing mass of the neck, dysphagia, and symptoms of air¬ 
way obstruction. On examination the tumors are 
typically hard, ill-defined, and demonstrate evidence of 
extra glandular spread. If extremely large, the tumors 
may feel soft due to central tumor necrosis. Obvious 
fixation to surrounding structures is readily evident. 
Adenopathy is unusual. 

Preoperative staging reveals stage I tumors to be con¬ 
fined to the region of the gland, stage II tumors to have 
palpable regional lymphadenopathy, stage III to show 
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Dr. Schaefer is in private practice in Salisbury. 



extensive invasion of the soft tissues of the neck, and 
stage IV to demonstrate distant metastases. 

With a five-year survival rate of about 3 percent, treat¬ 
ment for anaplastic thyroid cancer usually is considered 
palliative. In the largest single review concerning 
anaplastic carcinoma, Nel et al. 1 reported on 82 cases 
spanning a 25-year period. Pathological evaluation 
demonstrated small cell tumors (possibly related to lym¬ 
phoma), giant cell tumors, spindle cell tumors, and giant 
spindle cell mixed tumors. Patients with small cell 
tumors had the best prognosis. Other factors regarding 
prognosis were those malignancies less than 5 cm in 
diameter, those tumors without evidence of local in¬ 
vasion, those tumors without obvious lymph node invol¬ 
vement, and those that could be totally excised. 

Anaplastic cancers of the giant and/or spindle cell 
variety and those exhibiting extensive local tumor in¬ 
vasion and/or metastases had a poor prognosis. Median 
survival was four months, and the five-year survival 3.6 
percent. Ploidy studies also correlate well with tumor 
aggressiveness, the aneuploidic tumors demonstrating 
much more virulence than euploidic tumors. 2 Caster¬ 
line 3 reported an 8.8 percent five-year survival in those 
who underwent curative resection. No advantage was 
found to total thyroidectomy and radical neck dissection 
in these patients, with wide local excision of the malig¬ 
nancy and removal of all obvious cancer-bearing lymph 
nodes the only treatment offered. 

Radiation therapy alone or with surgery has 
demonstrated no improvement in survival. The addi¬ 
tion of a variety of chemotherapeutic agents has, 
however, shown limited promise. Tallroth 4 reports a 12 
percent three-year survival in patients treated with 
bleomycin, cyclophosphamide, 5-fluorouracil, radia¬ 


tion therapy, and surgery. Control of local recurrence 
was achieved in 68 percent of patients. Despite this, 32 
percent did die of local recurrence. In an attempt to sen¬ 
sitize local tumor nests to radiation, Kim 5 used low dose 
Adriamycin plus hypcrfractionated radiation therapy. 
This achieved local control in seven of nine patients and 
allowed for one long-term (18 months) survivor. Ac- 
tinomycin D combined with surgery and radiation 
therapy also has achieved local control in three of six 
patients as reported by Lindberg 6 Overall, however, 
most patients succumb to the disease even with aggres¬ 
sive multimodal therapy. 7 Despite the dismal prog¬ 
nosis, aggressive treatment should not be withheld as 
long-term survival remains undetermined for the in¬ 
dividual patient. 
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Commentary 


Generalized Drug Dispensing by Physicians: 
An Ethical Dilemma 

LOUIS C. BRESCHIMD 


Drug dispensing by physicians always has been permitted in appropriate circumstances. Recent 
marketing by drug repackagers raises serious ethical problems for both physicians and medical 
societies. This position paper addresses the ethical difficulties raised by this business venture and 
by those who encourage it. 


I n a discussion of drug dispensing by physicians, it 
must be stated at the outlet that this activity by 
physicians always has existed, is ethical, and often is in 
the patient’s best interest. However, the generalized dis¬ 
pensing of drugs by physicians presents other concerns. 
Condoning or encouraging of such an activity by a medi¬ 
cal society may have ethical conflicts. 

Conflict of Interest 

All physicians who write prescriptions base their 
decisions about what prescriptions to write on what is 
best for the patient as well as the financial cost to the 
patient, when the cost factor does not jeopardize the 
results of the treatment. The physician who dispenses 
drugs assumes an added responsibility of protecting the 
patient’s interest. It is difficult to deny the fact that a 
physician may easily be influenced in writing prescrip¬ 
tions by the presence of certain drugs and the absence of 
others in his dispensing repertory. This should not un¬ 
duly influence the physician, but herein lies the real con¬ 
flict in condoning more generalized physician 
dispensing. 

Physician as Entrepreneur 

When a physician engages in any activity thay invol¬ 
ves financial gain other than direct "hands-on" care, this 
unavoidably becomes a secondary business enterprise. 
Again, it is arguably necessary that physicians be part of 
such business enterprises in certain areas in order to 
provide patients with up-to-date treatments, care, or 
other services more rapidly, more conviently, and per¬ 
haps even less expensively. This does not diminish the 
importance of disclosure on the part of the physician 
that this is a secondary business venture. The general¬ 
ized dispensing of drugs by physicians as a necessary or 
unique enterprise is hard to classify in this category. 

Even more questionable is the activity of the repack¬ 
aging companies in this business venture. Anticipating 
a $3 billion per year industry by 1995, these drug and 
repackagers commonly advertise to physicians a 
$20,000 to $50,000 added yearly income if they enter into 
such a business venture. As noted medical economist 


Dr. Breschi is Chairman of Med-Chi’s Professional Ethics 
Committee. 


Uwe E. Reinhardt PhD (the James Madison Professor 
of Political Economy at Princeton University) recently 
commented in an article about physician dispensing, "If 
many physicians defend this new practice with appeal to 
the patient’s convenience, why have physicians not 
thought of this kindly gesture before?" 

Historical Guidelines for 
Physicians and Pharmacists 

Those who would encourage the general dispensing of 
drugs by physicians point to the AMA stand in 1987 op¬ 
posing the Wyden Bill, which sought to virtually 
eliminate physician dispensing by passing federal legis¬ 
lation. The ground on which the AMA vigorously op¬ 
posed this Bill was that of federal intrusion into the 
private practice of medicine. However, this 1987 state¬ 
ment of the AMA (to defend against the Wyden Bill) 
must be read in conjunction with the December 1986 
position of the AMA House of Delegates, which states, 
in part, 

Although there are circumstances in which 
physicians may ethically engage in a dispens¬ 
ing of drugs, services, or other products, 
physicians are urged to avoid regular dispens¬ 
ing and retail of drugs, devices, or other 
products when the needs of patients can be 
met adequately by local ethical pharmacies 
or suppliers. 

The Med-Chi Compendium contains many directives 
and guidelines for physicians in Maryland, the dos and 
don’ts pertaining to transgressions by physicians and 
pharmacists in their respective professions. One must 
question whether these guidelines were frivolous efforts 
or, indeed, done with the best interests of patients, 
physicians, and pharmacists in mind. 

Also included in the Compendium are statements and 
state legislation based on good, ethical principles that 
deal with similar areas touching physicians practices. A 
clear-cut statement listed under 107.04 on laboratory 
referrals says, 

The attending physician is entitled to fair 
compensation for the professional services 
he renders. He is not engaged in a commer- 
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Hospice Care Program 

CARE OF THE TERMINALLY ILL 

Comprehensive family 
centered Hospice care 
for residents in 

• Baltimore City 

• Baltimore County 

• Howard County 

HOSPICE 
576-8440 

MEMBER UNITED WAY 
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525 Saint Paul PI. 
Baltimore, MD 21202 



cial enterprise, however, and any markup, 
commission, or profit for services rendered 
by a laboratory is considered to be exploita¬ 
tion of the patient under [Maryland Law 
HO-15-504 of the Health Occupations Ar¬ 
ticle]. 

One can only speculate whether generalized drug dis¬ 
pensing by physicians in the State of Maryland will 
result in similar legislation. 

In summary, an essential quality of the practice of 
medicine, that of allowing physicians in certain cir¬ 
cumstances to dispense drugs or other medical devices 
when it is for the convenience of the patient, is to be 
guarded. This is in no way unethical and has served the 
patients and physicians of Maryland well. 

Generalized dispensing of drugs in most urban and 
suburban areas in Maryland is of questionable medical 
need, and any claim to patient exploitation by phar¬ 
macies or other retail services surely can be met by other 
than physicians. If this business venture is of ques¬ 
tionable propriety for all physicians, then of even more 
questionable propriety would be a medical organization 
or society (whose job it is to advise its members about 
proper professional behavior) condoning or encourag¬ 
ing this activity. 


ad-dict \ 9-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

- excessively 2 : to cause (a person) to - 

become physiologically dependent upon a 

drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 


■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 



Call us. We can help. 

OUNTAIN 

ANOR 


Mountain Manor Alcohol and 
Drug Treatment Center 


Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, P.O. Box E, Emmitsburg, Md. 21727 / 301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 


876 MMJ November 1988 











Auxiliary 


Leadership Training for State and County Leaders 


The American Medical Association Auxilary Leader¬ 
ship Confluence I was held on October 9 to 11,1988, at 
the Drake in Chicago, to provide leadership training 
and program information to state and county auxiliary 
leaders, who then return home to teach other leaders. 
Based on total state membership, Maryland is entitled 
to send four county presidents-elect to each Confluence. 

Program content was a blend of consultations, plen¬ 
ary, and breakout sessions. Speakers and resource per¬ 
sonnel are experts in their respective fields. Participants 
were offered plenary sessions and consultations prior to 
the official opening of the Confluence. An offering of 
eight breakout sessions was designed to strengthen 
attendants’ leadership skills and abilities. 

Plenary sessions for state presidents and presidents- 
elect were held on Sunday, October 9. Eva Edmonds, 
Maryland state president, and Vicki Cameron, 
Maryland state president-elect, attended. These ses¬ 
sions were planned to allow state leaders the oppor¬ 
tunity of interacting with the national leadership and 
with one another as well as to update participants on na¬ 
tional plans. 

Plenary sessions also were held for county par¬ 
ticipants. Nancy Lisle, president-elect of Baltimore 
County, and Rhonda Gaba, president-elect of Allegany 
County, attended. National leaders offered suggestions 
and directives that participants found important as 
county leaders. Because they were assigned to tables, 
they had the opportunity to interact with participants of 
other like-size auxiliaries. 

Beside consultations on effective programming, 
membership, and team efforts between medical 
societies and auxiliaries, breakout sessions covered: how 
to run a meeting, writing it right, AMPAC, networking, 
the health of adolescents, AIDS education for youth, 
teen suicide prevention, and intergenerational 
programming for older Americans. Participants 
selected those sessions of interest. 

Exhibit space was available for each state. States 
select one county project; Washington County’s "Elder 
Love" was on display. This is an excellent way to share 
ideas and to obtain new ones. 

The ideas and information garnered from Chicago 
then were shared with our own state and county leaders 
and chairmen at the State Auxiliary’s Fall House of 
Delegates, October 18 and 19, 1988 at the Turf Valley 
Hotel and Country Club. Mrs. Keith Edwards of 
Bluefield, West Virginia, AMA Auxiliary Eastern 
Regional Director, spoke on motivation and leadership. 
Workshops on legislation, AMA-ERF, membership, 
and health projects were held for state and county 
leaders. State and component chairmen shared round- 


Auxiliary to the Medical and Chirurgical Faculty of the State of 
Maryland, Mrs. Eva Edmonds, President; Mrs. Betty J. Molz, Editor. 


table discussions during the final luncheon to encourage 
interaction and exchange. 

Confluence II will be held at the Drake in Chicago, 
February 5 to 7, 1989. Again, county presidents-elect, 
state presiedent-elect, and the nominated state presi¬ 
dent-elect will attend. Formats are the same for both 
sessions of 2 1/2 days of quality leadership training for 
Auxiliary leaders. 

Although sessions are stimulating, it is even more ex¬ 
citing to meet other participants and to share common 
concerns and ideas. We returned home enthused with 
ideas, leadership strengths, and confidence to begin our 
year of Auxiliary. 


We invite your comments as well as 
scientific articles. Write 
Letters to the Editor and Commentary 
MM/, 1211 Cathedral St, Baltimore, MD 21201 



ESIGNERS, 

MAKERS, and MERCHANTS 
OF PRECIOUS JEWELS 
and the famous 
CHESAPEAKE BAY 
COLLECTION 

From our collection of 
remarkable diamond rings 
in many shapes and sizes. 

Through three generations, our philosophy has 
remained the same: to provide excellent work and 
traditional personal service — the finest possible 
value at the lowest possible cost. 

Oscar Caplan 



Jewelers at 
the Bench 
Since 1 90S 
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BALTIMORE: 314 N. Charles St. • 685-8800 
TOWSON: 616 York Rd. • 823-5995 
EASTON, Maryland: Tidewater Inn * 822-1553 
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Discipline Commission Actions 


In the Matter of 
Jeffrey Schimandle MD 
Before the 

Commission on Medical Discipline 
Order for 

Emergency Suspension of Right 
to Practice Medicine 

Based on information received regarding the practice 
of Jeffrey Schimandle (the "Respondent"), the Commis¬ 
sion on Medical Discipline (the "Commission") makes 
the following Findings of Fact, Conclusion of Law, and 
Order. 

Findings of Fact 

Based on all the information known and available to 
it the Commission has reason to believe that: 

1. Respondent is an unlicensed medical practitioner 
who is registered with the Maryland Board of Medical 
Examiners (P - 1517 through the University of 
Maryland Hospital. He is in the second year of a 
residency program, in orthopedic surgery at University 
of Maryland Hospital. 

2. In July, August, and September 1987, Respondent 
was practicing at ST. Agnes Hospital as part of his 
University of Maryland residency program. It was 
noted during that time that an unusually large number 
of patients were receiving Demerol. 

3. In October, 1987, nursing staff at University of 
Maryland Hospital noted that Respondent was request¬ 
ing unusually high dosages of Demerol for certain 
patients to be injected by Respondent, and there was 
reason to believe that at least some of the Demerol being 
provided to Respondent was not actually being injected 
into the patients. 

a) Patient A, admitted on October 6, 1987 
with a diagnosis of an open fracture of the 
right fibula and tibia, and who was under the 
care of Respondent, was reported by the 
Emergency Room nurse to have received the 
following dosages: 

16:15 75 mg Demerol, IV 

17:20 125 mg Demerol, IV 

18:15 50 mg Demerol, IV 

19:40 150 mg Demerol, IV 

The last three dosages were given by Dr. Schimandle. 

The Patient arrived on the floor at 20:40. 

At 20:50, he was purportedly given 150 mg Demerol 
IV by Respondent. At approximately 22:35, Respon¬ 
dent returned to the floor and asked for 150 mg of 
Demerol to give to Patient A, which received by 
Respondent, taken down the hall, brought back and 
then purportedly administered IM at his order. Within 
two hours, however, the patient was requesting anal- 

On instruction of the Council of the Medical and Chirurgical Facul¬ 
ty of the State of Maryland, "Findings of Fact, Conclusions of Law, and 
Order" will be published in the Maryland Medical Journal. 
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gesia. At 01:40 the patient was given 100 mg Demerol 
and Vistaril 50 IM. 

b) On October 6,1987, Patient B was noted 
as having received the following administra¬ 
tions of Demerol: 

19:05 Demerol 100 mg IVP 

20:00 Demerol 150 mg IVP 

21:30 Demerol 150 mg IVP 

All of the Demerol was requested by Respondent, and 
provided to him by nursing staff for injection by him. 
The injections were not witnessed. Contrary to what 
would be expected of a patient receiving the above 
medication, Patient B was noted by nursing staff to be 
alert at 1905, 2000, 2130. At or about 2300 the patient 
ambulated to the sunporch and read a magazine having 
requested, but not received, pain medication. 

c) Respondent received Demerol 75 mg to 
be administered IVP to Patient C. In the 
course of administering it he turned his back 
to the nurse. The nurse saw Respondent’s 
right hand, the hand containing the syringes, 
move to the area of his left side breast pock¬ 
et. At that time, she hear the sound of glass 
and Respondent looked at his pocket. 

d) During the weeks of October 6 - October 
21, REspondent ordered unusually large 
amounts of Demerol for his patients, which 
were taken by him for administration by him 
in one of the following two ways. He either 
administered the Demerol out of the 
presence of nurses or administered it in the 
presence of a nurse in such a way that the 
nurse was unable to observe all his actions in 
the course of the administration. It is con¬ 
trary to usual hospital practice for a resident, 
rather than a nurse, to administer medica¬ 
tions. 

e) On October 19, 1987, at approximately 
23:50, Respondent requested and was given 
a syringe containing medication. He had re- 

uested the medication for purposes of a 
ressing change on a patient whose dressing 
had in fact been changed 1.5 hours earlier. 

After receiving the syrmge, Respondent was 
observed with the syringe cap in his mouth. 
When the Respondent came into the 
patient’s room, he handed a nurse the syringe 
and told the nurse to administer it IM. 

f) At approximately 00:20 Respondent re- 
uested a nurse to get Demerol 50 mg for 
atient D. The nurse brought it to the room. 

Respondent left the room with the syringe, 
came back, and asked the nurse to give the 
medication. Approximately 10 minutes 
later, Respondent was observed standing at 
the nursing station sleeping on his feet. 

4. On February 29, 1988, at University of Maryland 
Hospital, Respondent requested and received from one 
nurse, Demerol 100 mg at 11 p.m., another Demerol 100 
mg at 11:30 p.m., and another Demerol 100 mg at 12 
midnight, all for Patient E. Respondent informed the 



nurse as to each of the 11 and “:30 doses that he ad¬ 
ministered 75 mg and wasted 25 mg after the nurse gave 
him the 100 mg Demerol requested at midnight, 
Respondent came back and told the nurse that he only 
give the patient 25 mg and wasted fluid from the syringe 
in her presence. 

Earlier that same evening, at around 8:30 p.m.. 
Respondent requested 200 mg of Demerol from a dif¬ 
ferent nurse for the same patient. He gave the patient a 
25 mg push from one syringe and ask the nurse to give 
75 mg from the second syringe IM. She suggested using 
the remaining 75 mg from the first syringe and did so. 
She then returned the second syringe to the medicine 
cart. Less than two hours later Respondent requested 
another 100 mg of demerol for the patient. She gave 
Respondent the syringe with 100 mg that had previously 
been drawn up. He approached her a few minutes later 
with the syringe she had given him and said he had ac¬ 
cidentally stepped on it and cracked it. He said he 
needed another 100 mg of Demerol. She gave it to him 
and he returned it a few minutes later saying he had given 
the patient 75 mg. 

The patient did not appear drowsy or lethargic during 
that time. 

As of March 1, 1988, there was only one physician’s 
order for Demerol written in Patient E’s chart, the 8:30 
p.m. order by Respondent. On March 3,1988, the chart 
was reviewed again and at that time it contained no 
physician’s order for Demerol. 

5. In April, 1988, Respondent was assigned to the 
James Lawrence Kernan Hospital (Kernan") as part of 
his residency rotation. 

6. At Kernan, Respondent told a new nurse in the In¬ 
tensive Care Unit ("ICU") that a patient needed IV pain 
medication but he would give it since Kernan nurses 
could not give IV push medicines. In fact, ICU nurses 
at Kernan are authorized to and do give IV push 
medicines. 

7. In a number of instances, staff at Kernan noted that 
Respondent would awaken patients to ask them if they 
needed pain medication, which he then often ad¬ 
ministered himself. 

8. In a number of instances, Respondent requested 
what staff at Kernan considered to be excessive Demerol 
for particular patients given the circumstances. 

a) Patient F was awakened by Respondent 
who then told the nurse to administer an IV 
narcotic. The nurse refused since the patient 
had given no indication that she needed pain 
medication. 

b) Nurses on the Adult Unit customarily did 
dressing changes after giving IM Demerol. 
When Respondent did the dressing changes, 
he gave Demerol IV addition to IM. 

c) Patient G was give IV Demerol 25 mg by 
Respondent and Demerol 75 mg IM ana 
Vistaril by nurse prior to the doctor’s 
manipulation of knee. One hour later, the 
patient was given Demerol 100 mg and Vis¬ 
taril 50 mg IM by Respondent. 


d) Patient H was given 2 injections of 
Demerol by Respondent: Demerol 100 mg 
IM and one hour and 20 minutes later 
Demerol 150 mg. 

e) Patient I who had a spinal fusion, was 
medicated in the ICU at 8:15 p.m. by a nurse. 

At 10:15 a nursing note stated "no complaint 
for past 2 hours. Dr. Schimandle aware .. . 
medicated with Demerol 25 mg IV and 75 mg 
IM per order Dr. S for low back pain. 

f) On one occasion, Respondent instructed 
the nurse to give 50 mg IM with Versed 5 mg 
IM prior 100 mg to give an Iv push while he 
had the patient off the unit for a dressing 
change. The nurse questioned that the 

E atient would need more medication after 
>Emerol and Versed. Respondent got Nar- 
can from the pharmacy in case of need. 
When he brought the patient back to the 
unit, he gave the nurse 1/2 vial of Demerol to 
discard. According to the nurse, the dis¬ 
carded fluid did not smell like Demerol. 

9. On two occasions, Respondent was found in the 
medicine cabinet on A1 unit by nurses returning to the 
nurses section. (The outer cabinets had been left unlock¬ 
ed but the narcotic cabinets inside were both locked.) 

10. One evening, while engaged in casual conversation 
with a nurse in the ICU, Respondent removed a 3cc 
syringe with about 2cc’s of clear liquid in it from his right 
hand pocket and put it in his left hand pocket. There 
was a needle disposal nearby at the time, but he did not 
use it. It is not a usual practice for physicians to carry 
syringes containing liquids in their pockets. 

11. On May 27, 1988, Patient J complained that 
Respondent stopped in her room the previous day and, 
questioned her as to whether she had used Demerol in 
the past week and the past month. When she told him 
that she had not, he told her that he needed a urine 
specimen from her which he then took from the room. 
There is no record on the chart of this urine having been 
sent to the lab and the lab did not receive it. The 
specimen was collected by Respondent shortly before he 
was to attend a meeting with the Medical Director of the 
hospital which had been set up for the purpose of dis¬ 
cussing concerns which had been brought to the 
Director’s attention about the Respondent’s practices 
with respect to Demerol. 

12. Respondent’s handling of Demerol which is a 
schedule II controlled dangerous substance, is contrary 
to public health, safety, and welfare. 

a) If the Demerol requested by Respondent 
is actually being administered to patients as 
represented by him, Respondent is en¬ 
dangering the health, safety, and welfare of 
patients by prescribing Demerol in quan¬ 
tities which exceed the standard and recom¬ 
mended dosages or in circumstances where it 
is not indicated at all. 

b) If the Demerol being ordered by Respon¬ 
dent is not being administered to patients as 
represented by him, Respondent is en- 
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Is medicine’s pace of change bewildering you? 
Are you looking for new career opportunities? 
George Washington University’s Master of Public 
Health program serves the needs of clinicians 
entering a new era in medicine — an era in which 
skills in epidemiology-preventive medicine, 
administrative medicine, and occupational- 
environmental health are important for profes¬ 
sional development. Set at the crossroads of 
academic clinical medicine, a major university, 
and the public health community of Washington, 
the program offers part- and full-time programs 
with weekday evening, Friday afternoon and 
Saturday morning classes. 

For more information, write or call 
GWU-MPH Program, 2300 Eye Street NW, 

PO Box 32, Washington, DC 20037; 

(202) 994-2807. 


Providing 

Genetic Services 

in a Convenient, Comfortable 
and Private Setting. 

Providin g Services in: 

♦Genetic Counselling 

• Prenatal Diagnosis 

• Paternity Testing 

• Preconceptual 
Sex Selection 



The Genetic Center, Inc. 

Genetic Counselling and Research, Inc 


Naylors Court 4000 Old Court Road Baltimore, MD 21208 
(301)486-4761 



dangering the health, safety, and welfare of 
the public by making Demerol available for 
his own use or the use of others outside the 
controls that have been established for the 
protection of the public, 
c) In any event, Respondent’s failure to act 
in such a way that patient’s records accurate¬ 
ly reflect the amount of drugs that have been 
administered to them is contrary to the 
health, safety, and welfare of patients. 

Conclusion of Law 

Based on the foregoing facts, the Commission finds 
that the public health, safety, and welfare imperatively 
required emergency action in this case, pursuant to State 
Government Article, 10-405(b), Annotated Code of 
Maryland. 


Order 

It is this 21st day of June 1986 by the Commission on 
Medical Discipline: 

ORDERED that pursuant to the authority vested in 
the Commission by State Law Article, 10-405 of the An¬ 
notated Code of Maryland, Respondent’s registration to 
practice medicine in the State of Maryland is hereby 
SUMMARILY SUSPENDED; and be it further 

ORDERED that a hearing to consider this emergen¬ 
cy suspension shall be held before the Commission 
within thirty (30) days of the date upon which the Com¬ 
mission receives a written request for such a hearing 
from the Respondent. 

HILARYT. O’lIERLIHYMD, Chairman 
Commission on Medical Discipline 


Discipline Commission Actions 
appear regularly in MM/ 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 
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lOut Of Every 4 Medic Computer Systems 
Is Bought To Replace Another System. 



Here’s Why. 


Too many practices find out about weak support 
too late.The smallest glitch takes hours of searching 
for help that never comes.The distri butor went out of 
business.The software people say it’s the hardware. 
And the hardware people don’t answer the phone. 

With Medic, that can't ever happen. Since we are 
the system developers, we can provide all the hard¬ 
ware and software expertise you’ll need. 

We start by assessing your practice’s current 
needs and even the space you’ve got for computer 
stations.Then we follow through,with everything from 
helping you custom design your bills to seminars on 
getting the maximum benefit from your system. 

That’s the security Medic provides to more than 
6,000 doctors in 2,000 practices from coast tocoast. 
And it’s backed by a $2.5 billion organization. Plus 
Texas Instruments hardware, with its excellent track 
record for reliability and expandability. 


For a system you can start with and stay 
with,call Medic.Specialists in computer 
systems for America’s medical community. 


Texas 

INSTRUMENTS 


COMPUTING PRODUCTS 

AUTHORIZED 

SALES 


]~Please tell me how Medic Computer Systems can help my practice - ] 

Name_i 

I Address_| 

City_State_Zip_ 

j Phone ( )_Number of physicians in practice _j 

I Specialty_I 


Medic Computer Systems 

8601 Six Forks Rd., Suite 300, Raleigh NC 27615 


MES 8/88 


i medic 

computer systems 


8601 Six Forks Rd., Suite 300, Raleigh, NC 27615, 919-847-8102. In NCCall: 1-800- 877-5678. Outside NC Call: 1-800-334-8534. 

Other Offices: Ann Arbor, Atlanta, Austin, Chicago, Cincinnati, Dallas, Denver, Ft. Lauderdale, Hartford, Houston, Jackson, Kansas City, Los Angeles, 
Minneapolis, Nashville, Oklahoma City, Orlando, Philadelphia, Phoenix, Pittsburgh, Richmond, San Antonio, San Diego, San Francisco, Tampa. 

















Dx: recurrent 


*' "* fV 

1W east high st 



herpes labialis 

“HERPECIN-L is my treatment of choice for 
perioral herpes.” GP, NY 

‘‘HERPECIN-L appears to actually prevent the 
blisters . . . used soon enough.” DDS, MN 

“HERPECIN-L*. . . a conservative approach 
with low risk/high benefits.” MD, FL 

“Used at prodromal symptoms . . . blisters 
never formed .. . remarkable.” DH, MA 

“(In clinical trials)... response was dramatic. 
HERPECIN-L . .proven far superior.” DDS, PA 

“All patients claimed shorter duration ... at 
prodromal symptoms . . . HERPECIN-L 
averted the attacks.” MD, AK 


OTC. See P.D.R. for information. For samples to make 
your own clinical evaluation, write: Campbell Laboratories, 
Inc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y. 
10150 


In Maryland, HERPECIN-L is available at all Revco, 
RiteAid and other select pharmacies. 


Marketing That 
Means Business! 

Hoover Anwar Associates is a full service professional 
marketing organization serving the Medical community. 
We design marketing programs to build and maintain 
your patient base and ensure the revenue you require. 

We specialize in: 

• Marketing Plans 

• Public Relations 

• Brochures, Newsletters, Direct Mail 

• Demographic and Market Research 

• Location and Competition Assessment 

• Patient Satisfaction and Attraction 

• Referral Development 


Hoover Anwar Associates 

First Pennsylvania Bank Building 
Seven East Lancaster Avenue, 
Ardmore, PA 19003 


Call for a free telephone consultation: HOOVER • ANWAR 
Rebecca Anwar, Ph.D., 215-649-8770 ASSOCIATES 

The vital sign is your bottom line! 



How You 
Do The Job Is 
What Matters, 

Not How You Get There. 


The President’s Committee 
on Employment of the Handicapped 
Washington, D.C. 20036 


Gilman School... 
Building the Mind, 
the Body, the Spirit. 

Now testing applicants for fall 1989 
admission. Call the Admissions Office 
to schedule a test time. 
323-3800 

5407 Roland Avenue 
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ImageMaker 



The Compact Desktop Slide Maker 
That Can Help You Put On The 
Best Presentation Ever! 


The highest 

resolution slide maker... 
at less than $6,000 compl ete ! 

■ Design and produce a typical business 
presentation in under three hours - 

at an average cost of only titty 
cents/slide 

■ Can be easily integrated with most 
computers including IBM, PCS, IBM 
compatibles or Apple Macintosh. 

■ Allows secretaries, administrative assistants 
and presenters to create slides in minutes. 

■ 8,000 line resolution output! 

For more information contact David Morgen 

SCANNER TECHNOLOGIES PLUS 

"Representing Only The Elite Of Computer Peripherals" 

( 301 ) 252-9284 

ImageMaker is a registered trademark ot Presentation Technologies. Inc. 


When your patients need your best 
health care recommendations 
use your head. 



Remember this hat. 


When your patients need home health care remember to 
recommend Staff Builders. Our nurses (RN/LPN), therapists 
(physical/occupational/speech), medical social workers, nurses 
aides, home health/personal care aides, home-makers, live-in 
home companions are all carefully screened, bonded, insured and 
professional in every way. But more than that, they care. So 
remember Staff Builders when you recommend health care 
services. And remember most home health services are paid by 
Medicare, Medical Assistance, or Blue Cross. And that hospital 
and home private duty services are also available. Staff Builders 
personal and professional care is as close as your phone. Just give 
us a call if we can be of assistance. 

Licensed by the State of Maryland and Federally Certified for 
Medicare/Medical Assistance/Blue Cross-Home Care. 

Available every hour 7 days a week. 

Baltimore City 752-0062/625-0222 

Baltimore County 561-1595 

Harford 838-7110 

Howard 730-2311 

Anne Arundel 269-8444 

Carroll 549-2121 

The home care nursing and private duty service 
doctors and hospitals use nationwide. 

eoe/mf We bill the patient’s insurance company directly. 


staff 
builders 

Health Care Services 




Enjoy the Outdoors , 
from the Comfort of your Home 

• spa & swimming pool enclosures 

• sunroom shading available 

• 5 yr. warranty 

• Unlimited selections 

FREE ESTIMATES 


301 - 682-3702 



Sohconfrollnc. 



X-RAY 

EXPERTS 


Duplication 

Services 


Give us a call 
1-800-782-XRAY 
539-1888 


• 24-hour expediency 

• Exact film duplication of original x-rays 

• Available for your experts review/ 

insurance/legal responses 

• Convenient downtown location 

• Competitive prices 

“Our expertise shines through everytime. 
We make no bones about it.” 
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Doctors take Note 


The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium unless otherwise 
indicated. Sponsored Continued Education Activities 
for 1988-1989. Info: Office of Continuing Education, 
720 Rutland Ave., Turner Auditorium, Baltimore, MD 
21205 (301-955-5880). 

Nov 4 Management of Complicated Retinal Detach¬ 
ments. Fee: $175 ($90 those in training); AMA Cat I 
credits. Info: D. Heydinger 301-955-2959. 

Nov 5-6 Hemodynamic Monitoring/Patient Care and 
Pulmonary Artery Catheterization. Fee: $390; 14 AMA 
Cat I credits. Info: J. Ryan 301-955-2959. 

Nov 18 Planning and Implementing a Smoke-Free 
Policy in a Health-Care Facility. Fee: $95; AMA Cat I 
credits. Info: D. Heydinger 301-955-2959. 

Nov 18-20 Update in Common Pediatric Endocrinol¬ 
ogy Disorders and Developmental Disabilities (The 
Maryland Chapter of the American Academy of 
Pediatrics Annual Fall Mtg.), The Radisson Annapolis 
Hotel. Fee: three days $150; single day $50. Info: F. 
Boling 301-955-2959. 

Dec 1-2 PHS Policy on the Humane Care and Use of 
Laboratory Animals, Stouffer Harborplace Hotel, co¬ 
sponsored with NIH. 11.5 Cat I AMA credits. Info: J. 
Ryan 301-955-2959. 

Dec 5-7 Interventional Neuroradiology: Current 
Practices and Techniques. Fee: $550 physicians, $350 
technicians; 22.5 AMA Cat I credits. Info: C. Kearney 
301-955-2959. 

Dec 8-10 First Annual Wilmer Institute Current 
Concepts in Ophthalmology. Fee: $250, $200 (those in 
training); AMA Cat I credits. Info: D. Heydinger 301- 
955-2959. 

Mar 6-8; Jun 19-21 An Advanced Pediatric Life Sup¬ 
port Course. Fee: $445; 20 AMA Cat I credits. Enroll¬ 
ment will be limited. Info: C. Goodell 301-955-2959. 

30th Annual Postgraduate Institute for Pathologists 
in Clinical Cytopathology, solely for Board Certified (or 
qualified) pathologists as a subspecialty residency. 152 
AMA Cat I credits in two courses, both of which must 
be taken. 

Feb-Apr Home Study Course A - personal reading 
and microscopic study at own lab in preparation for 
Course B. 

Apr 24-May 5 In-residence Course B, lecture series, 
laboratory study, and clinical experience at The Johns 
Hopkins Medical Institutions, Baltimore. 

Loan slide set with texts (Course A) will be sent each 
participant within the US and Canada for home study 
during Feb-Apr preceding Course B in Baltimore, Apr 
25-May 5. Participants outside the US and Canada must 
make arrangements to study Course A before Course B. 
The entire course is given in English. 

Application and preregistration advised ASAP: 
preregistration must be completed before Mar 24,1989, 
unless by special arrangement. Info: J.K. Frost MD, 604 
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Pathology Bldg, The Johns Hopkins Hospital, Bal¬ 
timore, MD 21205 USA. 

Ophthalmic Electrophysiology Technician Training 
Course (on-going 1-week course by appointment). The 
Wilmer Eye Institute, Baltimore. Info: C. Kearney. 

The Department of Radiology and Radiological 
Sciences offers several courses in abdominal and 
obstetrical ultrasound. Info: C. Jarvic 301-955-8450. 

Basic Practicum for the novice ultrasonographer Nov 
14-18. Fee $460; AMA Cat I credits. 

Advanced Practicum in Ultrasound Dec 5-9. Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians - offered throughout the year for 
experience in the lab and participation in read-in ses¬ 
sions; by appointment only. Fee: $460; 40 AMA CAt I 
credits. 

Johns Hopkins Medical Grand Rounds - Accredited 
audiovisual continuing education series of case discus¬ 
sion for clinicians; 30 topics/year in 5 bimonthly 
programs. Individual and group subscriptions; 40 
AMA Cat I credits. Info: 301-955-3988. 

• • • 

University of Maryland School of Medicine 

CME Courses: For each course additional informa¬ 
tion may be obtained by contacting the Program of Con¬ 
tinuing Education, University of Maryland School of 
Medicine, Room 14-011, BRB, 655 W. Baltimore St., 
Baltimore, MD 21201 (301-328-3956). 

Nov 4-5 Second Medical Perioperative Management 
Postgraduate Course, Harbor Court Hotel, Baltimore. 
Fee: $165; approx 10 AMA Cat I credits. 

Nov 5 A Brief Course in Brief Psychotherapy, 
UMAB. Fee: $100; approx 6 AMA Cat I credits. 

Nov 16 Dean’s Conference #3: Surgery, UMAB. 
Fee: $25; 6 AMA Cat I credits. 

Nov 18-20 Rigid Fixation of the Craniofacial 
Skeleton, Sheraton Inner Harbor Hotel, Baltimore, 
sponsored by MIEMSS. Fee: $425 physicians & den¬ 
tists, $250 residents & fellows, $50 optional laboratory 
session; 19 AMA Cat I credits. Info: T. Young 301-328- 
2399. 

Dec 1-3 Eleventh National Trauma Symposium, Bal¬ 
timore Convention Center. Info: K. Unitas, MIEMSS 
301-328-2399. 

Dec 9 Diagnosis and Management of Osteoporosis, 
Marriott BWI Airport, Baltimore (originally scheduled 
for Nov 17). Fee: $35; 4 AMA Cat I credits. 

Dec 14 Dean’s Conference #4: Anesthesiology, 
UMAB. Fee: $25; 6 AMA Cat I credits. 

Jan 19-20 Behavioral and Developmental Problems 
in the School-Age Child. Fee: $150; 11 AMA Cat I 
credits. 


Jan 25 Dean’s Conference #5: Psychiatry, UMAB. 
Fee: $25; 6 AMA Cat I credits. 

Feb 5-6 Cardiology at Wisp, Wisp Ski Resort, Deep 
Creek Lake, MD. POSTPONED 

Feb 23 Dean’s Conference #6: TBA, UMAB. Fee: 
$25. 

Visiting Professor Program - Directory of speakers 
and topics available for area hospitals and other health 
care organizations. No administrative fee. Info: 301- 
328-3956. 

Visiting Practitioner Preceptorships - Opportunity 
for physicians to participate in clinical situations in the 
University of Maryland Medical Systems. Requires ap¬ 
proval from clinical department/division heads. Direct 
all inquiries to CME 301-328-3956. 

Departmental Rounds and Conferences - Weekly, 
hands-on and lecture presentation hosted by the 
University’s clinical departments. Hour-for-hour 
AMA Cat I credits available. Brochure available. 

Advanced Trauma Life Support Provider/Instructor 
Programs sponsored by University of 
Maryland/MIEMSS. Fee: $350-500; 16-22 CMD Cat I 
credits. Info: Melody Nelson 301-328-2919. 

Nov 16-17 - Provider 

Dec 15-16 - Provider 

• • • 


Miscellaneous Meetings 

Nov 4 Co-dependency and Recovery: From Survival 
to Genesis, National Press Club Conference Center 
(14th & F Streets NW, Washington, DC 20045), 8 am - 
4:15 pm. Fee: $90 (lunch not included); 5.5 Cat I credits. 
Info: A Cannemela 202-965-8450, The Psychiatric In¬ 
stitute Foundation. 

Nov 4 Clinical Management of Fees in 
Psychothereapy and Psychoanalysis, noon - 1:15 pm 
(lunch provided), The Psychiatric Institute of 
Washington Gymnasium, 4460 MacArthur Blvd NW, 
Washington, DC 20007. Fee: none, but registration re¬ 
quired - seating limited to 75 registrants; 12 Cat I credit. 
Info: A. Cannamela 202-965-8450. 

Nov 5, Jan 7, Mar 4, or May 6 Impact of Substance 
Abuse on Family Members, Westpark Hotel, 1900 N 
Fort Meyer Dr., Rosslyn, VA Fee: $50, $25 each addi¬ 
tional family member (includes lunch & parking). Info: 
A. Cannamela 202-965-8450, The Psychiatric Institute 
Foundation of Washington. 

Nov 9-11 First National Cholesterol Conference, 
Hyatt Regency Crystal City, Arlington, VA Fee: $185, 
student registration $25 (conference sessions only). 
Info: The National Cholesterol Conference, 4733 


Bethesda Ave. - Ste 530, Bethesda, MD 20814 (301-951- 
3275). 

Nov 11-13 Advanced Trauma Life Support Instruc¬ 
tor Course, Washington, DC. American College of Sur¬ 
geons DC Committee on Trauma. Fee: $600; 26 Cat I 
credits. Info: D. Soto 202-784-2074. 

Nov 12 The Interface of Medicine and Psychiatry, St. 
Joseph Hospital, Towson, MD. Fee: $35 physicians, 
$25 house staff, nurses, allied health personnel; mail 
registration with checks payable to Educational Fund, 
St. Joseph Hospital by Nov 1; after Nov 1, there is a $5 
late fee. 6.5 AMA Cat I credits; 6.0 AAFP Prescribed 
hours. Info: A. Cronin 301-337-1113. 

Nov 12-13 Fetal Cardiology, Key Bridge Marriott, 
Arlington, VA, sponsored by the Div of Pediatric Car¬ 
diology, University of Maryland School of Medicine. 
Info: Terry Young 301-328-2399. 

Nov 15 Update on Dyslexia: 1988, cosponsored by the 
Philadelphia Pediatric Society and the Greater 
Philadelphia Branch of the Orton Dyslexia Society to be 
held at the College of Physicians and Surgeons in 
Philadelphia, 6:30 p.m., followed by dinner. 
Preregistration required for dinner. Fees: $30 for lec¬ 
ture & diner, $15 for lecture; CEU credits through the 
University of Pennsylvania School of Medicine. Info: 
215-581-6257. 

Nov 17 Bone and Joint Disease in the Elderly, 

Maryland General Hospital, C.W. Stewart Memorial 
Lecture, 3 p.m. 

Nov 19-20 Regional Review Course in Hand Surgery, 

Washington, DC. Fee: physicians $200; residents, fel¬ 
lows, & allied health professionals $100; 12 AMA Cat I 
credits. Info: American Society for Surgery of the Hand, 
3025 S. Parker Rd. - Ste 65, Aurora, CO 80014. 

Jan 21 Tenth Anniversary conference: Daycare in the 
90s: A Controversial Reality, sponsored by the 
Maryland Interdisciplinary Council for Children and 
Adolescents, held in the Ford Bldg of the Sheppard & 
Enoch Pratt Hospital from 9 a.m. to 12:30 p.m. (snow 
date is January 28). Registration requests: Dr. O.M. 
Taube, Program Chairperson, Greenspring Pediatric 
Associates, Sinai Hospital of Baltimore, 5105 Lanier 
Ave., Baltimore, MD 21215 (301-578-5800). 

Feb 3-5 Advanced Trauma Life Support Instructor 
Course, Washington, DC. American College of Sur¬ 
geons DC Committee on Trauma. Fee: $600; 26 Cat I 
credits. Info: D. Soto 202-784-2074. 


Authors of Articles 

Along with manuscripts submitted to MMJ, 
please send an IBM compatible floppy disk, with 
the document entered in a Word Perfect, Multi¬ 
mate. or Wordstar program. At your request, 
MMJ will return your disk after your article is 
published or if your manuscript is not accepted. 
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IF YOU’RE A DOCTOR WHO 
LOVES YOUR WORK. . . 

Maxicare, the largest publicly held HMO in the 
country, can offer you the stability of an established 
organization along with our “patients-come-first” 
approach to health care. 

If you specialize in Family Practice, Pediatrics, or 
Internal Medicine, and your love for people is why 
you became a Physician, then examine all that 
Maxicare has to offer! 

A generous salary, paid vacations/holidays, paid 
professional liability insurance, continuing medical 
education reimbursement, personal insurance 
benefits, retirement plan, and paid relocation is just 
the beginning of the Maxicare compensation 
package. 

Put the administration of business in our hands and 
we’ll put the business of caring in yours. 

Dedicated professionals are required throughout 
the Baltimore area, as well as other locations in the 
U.S. 

Board Certified/Board Eligible physicians are asked 
to send their curriculum vitae to: Angela Lascola, 
Maxicare, Five Gateway Center, Pittsburgh, PA 
15222, or call collect at (412) 553-7502. 


Some food for thought. . . 

There’s much more to reducing nutritional risk factors than 
giving your patient a pep talk and a printed diet. 

Now you can refer your high-risk patients for excellent pro¬ 
fessional nutritional guidance and support. 

To refer patients or for more information call: 

Janet L. Kasper, M.M.Sc., R.D., L.D. 

Clinical Nutrition Specialist 
8600 Liberty Rd. 

Randallstown, MD 21133 
(301) 521-5488 


MARYLAND 

Westminster (30 min. NW Baltimore) - Child/ 
Adoles./Adult Psychiatrists. The Carroll Co. MHC is 
seeking bd. elig./certified psychiatrists for full/part 
time work. Duties include eval./ongoing therapy/prog, 
consults/chemotherapy. Flex hrs. offered. Rate of pay 
is based on qualif. 

For more info, contact: Dr. Michael Bisco, Med. Dir. 

Carroll Co. Mental Health 
P.O. Box 845 
Westminster, MD 21157 
301-876-4800 


ANESTHESIOLOGISTS 

MARYLAND: BC or BE ANESTHESIOLO- 
GISTS — Maryland Institute for Emergency 
Medical Services Systems (MIEMSS) 
Anesthesiology Department of the “Shock- 
Trauma Center” in Baltimore City. Respon¬ 
sibilities include supervision of nurse 
anesthetists, teaching and supervision of 
residents and fellows, patient evaluation and 
airway management at heliport/admitting 
areas, anesthesia/pain consultations, pain 
management, administrative assignments, 
clinical research, ATLS certification and 
board exam preparation. Salary and level of 
faculty appointment will be commensurate 
with qualifications. State of Maryland and 
STAPA benefit package. Send curriculum 
vitae to: William Bernhard, M.D., MIEMSS 
Anesthesiology, 22 South Greene Street, 
Baltimore, Maryland 21201. Call (301) 
328-2628 for additional information. 


PHYSICIANS 


Family Practice or Emergency 


Family Practice or Emergency Physicians for 
fast-track area of busy hospital Emergency 
Department. Part-Time/Full-Time positions 
available. 


Please contact: 

Anne Salmon Barone, Ph.D., M.D. 

St. Agnes Hospital 

900 S. Caton Avenue 

Baltimore, MD 21229 

(301) 368-2000 or 

(301) 368-2012 
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Classified Ads 


BUSY FAMILY MEDICINE PRACTICE DESIRES 
ASSOCIATE: minimum guarantee plus incentive 
bonus; possible partnership. In Federal Hill area of 
Baltimore. Call 301-752-5425 or write M.S. Posner 
MD, 107 E. West St., Baltimore, MD 21230. 


SEEKING QUALIFIED PLASTIC SURGEON to 

join my practice. $30,000 annual salary. Baltimore area 
301-760-7222. 


EXPERIENCED GENERAL SURGEON SEEKING 
RELOCATION to Baltimore/Washington area, BC in 
General Surgery and Surgical Critical Care. Box 5 
MMJ, 1211 Cathedral St., Baltimore, MD 21201. 


FAMILY PRACTITIONER SEEKING BC/BE AS- 
SOLCIATE for very busy practice in Calvert County, 
Southern Maryland. Fully equipped, new office in 
fastest growing area of state; close to boating, hunting, 
and fishing. Info: Charles Bennett MD, PO Box 550, 
Lusby, MD 20567 (301-326-6344). 


EASTERN SHORE PEDIATRIC OPENING for a 
BC/BE pediatrician to join busy practice in Chester- 
town, MD. John Morgan MD, PO Box 477, Chester- 
town, MD 21620 (301-778-1420). 


OB/GYN ASSOCIATE WANTED to join established 
practice in Northwest DC with teaching hospital affilia¬ 
tion. Position leading to partnership. Experienced in 
OB, laser surgery, pregnancy termination, colposcopy, 
etc. Info: Dr. Santangelo 202-223-1322. 


GENERAL PRACTICE OFFICE FOR RENT: 

Wilkins Avenue, includes active practice 301-644-7917. 


BUSY PEDIATRIC PRACTICE has office space to 
share in our satellite office located in Upper Marlboro. 
Newly decorated and fully equipped 301-292-2200. 


MEDICAL OFFICE SPACE RENTAL: prime 
Frederick location unexpectedly available. Info: Char¬ 
lene 301-662-2484. 


MEDICAL OFFICE SUITE: sale or lease. Hawthorn 
Professional Center ideally located next to Howard 
County General Hospital. Available Feb 1, 1989 for 
lease. 301-997-8847. 


OFFICE TO SHARE full or part time at 1205 York 
Rd., Lutherville. Reasonable rates, flexible arrange¬ 
ment, ample parking 301-583-8660. 


OWINGS MILL/PIKESVILLE OFFICE to sublease 
at Beltway Exit 20 N in Commercecenter. Fully fur¬ 
nished, private consultation room, 3 exam rooms, lab 
facilities, parking. Ideal for satellite location 301-486- 
4445. 


Classified Advertising 

Med-Chi Members: $3-50 per line per insertion 
Nonmembers: $1 per word, minim um $50 per ad 

Members of the Medical and Chirurgical Faculty 
shall be entitled to one complimentary ad insertion for 
personal use in any consecutive 12-month period. 
(PAs count as one member.) Items will be related to 
the practice of medicine. Widows of members shall be 
entitled to two complimentary insertions for the dis¬ 
posal of the deceased physician’s practice or equip¬ 
ment. 

Maryland Medical Journal 

1211 Cathedral Street Baltimore, MD 21201 


NEW MEDICAL OFFICE SPACE TO SHARE in 

Towson part time or evenings; excellent parking. Call 
9-5 (301-828-5151). 


FOR SALE: Toshiba complete electronic phone sys¬ 
tem including 16 phones, $4,000 (301-435-5300). 


OFFICE SPACE AVAILABLE: for sublet in newly 
renovated suite at the Rotunda, minutes from 
downtown Baltimore; free parking. Call 301-243-0670. 


PHYSICIANS: M.D.’s with general medical, 
surgical, or Family Practice background to work 
as urgent care physicians in busy hospital 
Emergency Department. Part-time/Full-time 
positions available. 

For details, contact: 

Dan K. Morhaim, M.D. 

Franklin Square Hospital Center 
9000 Franklin Square Drive 
Baltimore, MD 21237 
(301) 682-7046 


BC/BE General Internist, who 

desires to work hard to join 2 busy BC 
Internists in the Balto. Met. area. Active 
inpatient load in 2 hospitals. 

Reply: 

P.O. Box 589 
Randallstown, MD 21133 
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9800 YORK ROAD 

SALES* LEASING'SERVICE* PARTS* BODY SHOP 


ADEOGHTFUL 

DICHOTOMY 

The performance capability of the 300 E Sedan rivals 
that of the great Mercedes-Benz sports cars of all 
time. Consider zero to 55 mph in a scant 6.8 seconds 
and an exalted test-track maximum of 137 mph. Yet 
this is an automobile that provides the comfort and 
spaciousness of a four-door sedan, and the amenities 
of a fully equipped Mercedes-Benz. All wrapped in a 
superbly aerodynamic form-a shape that knifes 
through the airstream, maximizing efficiency and 
stability while minimizing wind noise. Judged a 
masterwork of automotive science by the worlds 
toughest critics, the 300 E Sedan awaits your eval¬ 
uation at our authorized Mercedes-Benz dealership. 

Valleu motor/ 

* Mercedes-Benz 
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In moderate depression and anxiety 


74% of patients experienced improved sleep 
after the first h.s. dose 1 

First-week improvement in somatic symptoms 1 

-fi 50% greater improvement with Limbitrol in 
the first week than with amitriptyline alone 2 




Protect Your Prescribing Decision: 
Specify “Do not substitute.” 


Umbitrol* 

Each tablet contains 5 mg chlordiazepoxide and /o 
12.5 mg amitriptyline (as the hydrochloride salt) vo 




__- Substitution Permissible 


Each tablet contains 10 mg chlordiazepoxide and firr 
25 mg amitriptyline (as the hydrochloride salt) 


References: 1. Data on file, Hoffmann-La Roche Inc., Nutley, N|. 2. Feighner VP, 
etal: Psychopharmacology 61:2 17-225, Mar 22,1979. 


Limbitrol®® 

Tranquilizer—Antidepressant 

Before prescribing, please consult complete product information, a summary of which 
follows; 

Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants; 
concomitant use with MAOIs or within 14 days of monoamine oxidase inhibitors (then initiate 
cautiously, gradually increasing dosage until optimal response is achieved); during acute recovery 
phase following myocardial infarction. 

Warnings: Use with caution in patients with history of urinary retention or angle-closure glau¬ 
coma. Severe constipation may occur when used with anticholinergics. Closely supervise cardio¬ 
vascular patients. Arrhythmias, sinus tachycardia, prolongation of conduction time, myocardial 
infarction and stroke reported with tricyclic antidepressants, especially in high doses. Caution 
patients about possible combined effects with alcohol and other CNS depressants and against 
hazardous occupations requiring complete mental alertness [e.g., operating machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital mal¬ 
formations. Consider possibility of pregnancy when instituting therapy. 

Withdrawal symptoms of the barbiturate type have occurred after discontinuation of benzodiaze¬ 
pines (see Drug Abuse and Dependence). 

Precautions: Use cautiously in patients with a history of seizures, in hyperthyroid patients, 
those on thyroid medication, patients with impaired renal or hepatic function. Because of suicidal 
ideation in depressed patients, do not permit easy access to large quantities of drug. Periodic liver 
function tests and blood counts recommended during prolonged treatment. Amitriptyline may 
block action of guanethidine or similar antihypertensives. When tricyclic antidepressants are 
used concomitantly with cimetidine (Thgamet), clinically significant effects have been reported 
involving delayed elimination and increasing steady- state concentrations of the tricyclic drugs. 
Use of Limbitrol with other psychotropic drugs has not been evaluated; sedative effects may be 
additive. Discontinue several days before surgery. Limit concomitant administration of ECT to 
essential treatment. See Warnings for precautions about pregnancy. Should not be taken during 
the nursing period or by children under 12. In elderly and debilitated, limit to smallest effective 
dosage to preclude ataxia, oversedation, confusion or anticholinergic effects. Inform patients to 
consult physician before increasing dose or abruptly discontinuing this drug. 


Adverse Reactions: Most frequent: drowsiness, dry mouth, constipation, blurred vision, dizzi¬ 
ness, bloating. Less frequent: vivid dreams, impotence, tremor, confusion, nasal congestion. 
Rare: granulocytopenia, jaundice, hepatic dysfunction. Others: many symptoms associated with 
depression including anorexia, fatigue, weakness, restlessness, lethargy. 

Adverse reactions not reported with Limbitrol but reported with one or both components or 
closely related drugs; Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, 
myocardial infarction, arrhythmias, heart block, stroke. Psychiatric: Euphoria, apprehension, 
poor concentration, delusions, hallucinations, hypomania, increased or decreased libido. Neuro¬ 
logic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns. Anticholinergic: Disturbance of 
accommodation, paralytic ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, 
urticaria, photosensitization, edema of face and tongue, pruritus. Hematologic: Bone marrow 
depression including agranulocytosis, eosinophilia, purpura, thrombocytopenia. Gastrointesti¬ 
nal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, black 
tongue. Endocrine: Tfesticular swelling, gynecomastia in the male, breast enlargement, galactor¬ 
rhea and minor menstrual irregularities in the female, elevation and lowering of blood sugar 
levels, and syndrome of inappropriate ADH (antidiuretic hormone) secretion. Other: Headache, 
weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. 

Drag Abuse and Dependence: Withdrawal symptoms similar to those noted with barbiturates 
and alcohol have occurred following abrupt discontinuance of chlordiazepoxide; more severe 
seen after excessive doses over extended periods; milder after taking continuously at therapeutic 
levels for several months. Withdrawal symptoms also reported with abrupt amitriptyline discon¬ 
tinuation. Therefore, after extended therapy, avoid abrupt discontinuation and taper dosage. 
Carefully supervise addiction-prone individuals because of predisposition to habituation and 
dependence. 

Overdosage: Immediately hospitalize patient. Heat symptomatically and supportively. 

I.V. administration of 1 to 3 mg physostigmine salicylate may reverse symptoms of amitriptyline 
poisoning. See complete product information for manifestation and treatment. 

How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg 
chlordiazepoxide and 25 mg amitriptyline (as the hydrochloride salt), and Tablets, blue, film- 
coated, each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride 
salt)—bottles of 100 and 500; Tfel-E-Dose® packages of 100; Prescription Paks of 50. 

ROCHE PRODUCTS INC. 

Manati, Puerto Rico 00701 
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In the depressed and anxious patient 

See Improvement In The First Week!.. 

And The Weeks That Follow 


' 74% of patients experienced improved sleep 
after the first h. s. dose 1 

^•First-week reduction in somatic symptoms 1 


Caution patients about the combined effects of 
Limbitrol with alcohol or other CNS depres¬ 
sants and about activities requiring complete 
mental alertness, such as operating machinery 
or driving a car. In general, limit dosage to the 
lowest effective amount in elderly patients. 


Limbitrol 

Each tablet contains 5 mg chlordiazepoxide and /O 
12.5 mg amitriptyline (as the hydrochloride salt) vI. 


Percentage of Reduction in Individual Somatic Symptoms 
During First Week of Limbitrol Therapy* 



VOMITING NAUSEA HEADACHE ANOREXIA CONSTIPATION 
♦Patients often presented with more than one somatic symptom. 


UmbitrorDS 


Each tablet contains 10 mg chlordiazepoxide and /jtt 
25 mg amitriptyline (as the hydrochloride salt) Vo 


Copyright © 1988 by Roche Products Inc. All rights reserved. 
Please see summary of product information inside back cover. 
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Adolescence Today: 

Youth in Tough Times 


December 1988 
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€> 1988 Medical Mutual Liability Insurance Society of Maryland. All rights reserved. 


Maryland. 
Tried & True. 


It's true. In today's rapidly changing health care 
environment, your professional liability insurance 
must be strong, stable, and reliable. You shouldn't 
have to worry about whether your company will 
still be here to protect you in the future. 

For more than a decade, thousands of Mary¬ 
land physicians have found the protection they 
need with Medical Mutual Liability Insurance So¬ 
ciety of Maryland. A financially sound, conserva¬ 
tively managed specialty insurer. Medical Mutu¬ 
al is recognized as expert in the area of 
professional liability insurance. 

Backed by a professional staff with years of 
experience in underwriting, claims handling, and 
risk management, our professional liability insur¬ 
ance provides strong, reliable protection—plus 
the expertise, service and attention that only a 
specialty insurer can offer. 

We are proud to be serving thousands of your 
colleagues already, Maryland physicians who 
have found the right combination of protection, 
flexibility, and service for their practices. If you 
haven't met us yet, call your broker or call our 
Member Services Department at 1-800-492-0193. 

Medical Mutual. Try us and see what we can 
do for you. 



Medical Mutual Liability Insurance Society of Maryland 
225 International Circle*Hunt Valley, MD 21031 
Toll Free in Maryland 1-800-492-0193 

















The MML Network 
Quality and Accessibility... 



24 hours a day, 7days a week! 


The best testing laboratory in the world is worth¬ 
less to you if it’s inaccessible. Likewise, accessi¬ 
bility isn’t worth much without competent 
service. So at Maryland Medical Laboratory, 
Inc. our goal is to combine both quality and 
accessibility. 

Widely recognized as one of the finest clinical 
and diagnostic laboratories on the East Coast, 
our advanced technological facilities are open to 
you 24 hours a day, seven days a week. 

With standards of proficiency and quality con¬ 
trol that are unparalleled, MML provides a 
complete range of testing services, for 
physicians, hospitals, industry and 
other institutions. 



Our competent sales representatives are 
extremely helpful in assessing your needs and 
keeping you informed as to the latest advance¬ 
ments in medical technology. 

In addition, our far reaching courier network 
provides both routine and ST AT pick up and 
delivery services. Anytime. Anywhere. Twenty- 
four hours a day. 

Which gives you constant, immediate access to 
the finest quality testing staff and equipment 
modern technology has to offer. 

Learn more. Talk with a Maryland Medical 
Laboratory, Inc. representative today. 

WE WELCOME ALL INQUIRIES. 


MARYLAND MEDICAL 
LABORATORY, INC. 

1901 Sulphur Spring Road Baltimore MD 21227 Phone: (301)247-9100 
D.C. Area 596-0560 Annapolis 766-1141 Northern Virginia 621-5202 In Maryland 1-800-638-1731 
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For what insurance doesn’t cover... 

MEDCASH 

The Health Care Credit Card.” 


Designed exclusively for the health care industry 
by an affiliate of Blue Cross and Blue Shield of 
Maryland, MEDCASH™ offers patients a con¬ 
venient way to pay for medical expenses not covered 
by their insurance. 

At the same time, MEDCASH provides you, the 
physician, with improved cash flow, reduced billing 
expenses and fewer collection problems. 


MEDCASH is now available to all creditworthy 
applicants, regardless of their insurance company or 
coverage. Cardholders enjoy a low interest rate, a 
25-day grace period and up to 36 months to pay. 
MEDCASH. Working for health 
care professionals. 

Blue Cross and Blue Shield of Maryland 
Call 1-800-633-9336 for information. 
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WHAT'S NEW IN '89? 
RUSSEL ® EXCITEMENT! 





735iA 


Exclusive new facility, 

new models, featuring the 
popular 325ic convertible as 
well as the sleek new 500 
and 700 series. Come see our 
full line of 1989 BMW’s and 
experience the ultimate driv¬ 
ing machine. 


325iC 


BMW is a time 

proven investment with 
the best return on 
your resale dollar. 

Russel BMW is 

the dealer with the best 


return of satisfied 
customers. Visit our new 
dealership opening this 
Fall just Vz mile from 
our current Rt. 40 
location. 


6616 Baltimore National Pike, l'/z miles west of Beltway, exit 15B • 744-2000 



MOTORCARS LTD. 

9727 Reisterstown Road 
Garrison, Maryland 21055 




W | 

The R & H Difference” 

R&H Motor Cars, Ltd* 

9727 Reisterstown Road / Garrison, Maryland 21055 / 363-3900 

The Exclusive Valet Pick-Up & Delivery Dealer! 
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DIAGNOSTIC 
ASSAY SERVICES 



Radio Immuno Assay 
Specialists In: 

Fertility Testing 
Early Pregnancy Detection 
Esoteric Steroid Metabolism Studies 
CEA-Roche ™ Monitoring 

9108 Gaither Road 
Gaithersburg, MD 20877 

D.C. Area 840*9220 
Balt. 792-9460 

Toll Free - Nationwide - 800-638-4000 
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Michelle Dunn Erna Hirschfeld 



Dedication of the Krause 
History of Medicine and 
Rare Book Room, Septem¬ 
ber 24,1988. From left, 
Drs. Michael Dobridge, 
George Malouf and 
Nancy Nichols. 


Square grand piano and 
violin, gift from the home 
of Miss Louise Krause. 




Participants in Arts 
Medicine Weekend. 

From left: Susan E. Har¬ 
man, David Fetter, Jeffry 
Palmer MD, Dore Naun- 
ton OTR, Alice G. 
Brandfonbrener MD, and 
Melissa McDiarmid MD. 
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Ceremonies Rededicating the Renovated and Restored Library 

of the Medical and Chirurgical Faculty 

September 24,1988 


From the Meeting of the Council 
of the Medical and Chirurgical Faculty, 10 p.m. 

Dr. Lee-Llacer, Chairman of Council: 

I call on Dr. George S. Malouf, Jr. for a special report 
of the Faculty’s Ad Hoc Building Committee, and I in¬ 
vite our President, Dr. Dobridge, to respond to the 
report. 

Dr. Malouf Chairman of the Ad Hoc Building Committee: 

Mr. President, Mr. Chairman, Officers, Members of 
Council, Fellow members and Friends. On behalf of 
Drs. Bernard S. Kleiman, Reynaldo L. Lee-Llacer, and 
P. Gregg Rhodes (current members of the Ad Hoc 
Building Committee), and on behalf of all the members 
who have served on the building committee, I have the 
great honor of announcing the completion one of the 
Faculty’s greatest undertakings, and later I will present 
to you and our members our completed "new building" 
and our renovated library. 

With your permission, I offer a brief reflection about 
today’s festivities. 

Drs. Upton Scott, John B. Davidge, Samuel Baker, 
Charles Frick, Samuel Chew, Eugene Cordell, William 
Osier, Aaron Friedenwald, William Welch, John Ruh- 
rah, and Louis Krause. These may not be household 
names now, but in their own times during the past 190 
years, each was a recognized and honored leader of the 
medical profession in Maryland. These names are only 
the beginning of our history in Maryland, because our 
profession is an ongoing entity, a progression of bril¬ 
liant biographies being lived and still to be written. 

With the rededication of our renovated library, we as¬ 
sure these names and their accomplishments shall not 
be lost, but will form a piece of our history. The rest is 
yet to come. 

Dr. Dobridge, President: 

Thank you Dr. Malouf. As President of this Faculty 
and on behalf of its 7,000 members I am honored to ac¬ 
cept the report of the Ad Hoc Building Committee. 

Over the past several years, as a member of Council, 
as Chairman of Council, as President-elect, and now as 
President, I have witnessed the hard work of your com¬ 
mittee in the construction of our new building (which 
we so proudly dedicated at this time one year ago) and, 
through this past year, the renovation of the older build¬ 
ing, especially our library (which we are now complet¬ 
ing), whose dedication we now celebrate. 

As Faculty President, I have come to realize that we 
walk in a hallowed space. The great leaders Dr. Malouf 
just mentioned and many others walked these halls. 
Most of us would not be here today were it not for the 
wisdom and foresight with which these physicians 
guided and governed this Association. 


We have this building, our library, and museum with 
its wealth of resources thanks to the generosity of the 
physicians who came before us and who thought enough 
of the future of medicine to leave us this wonderful 
legacy. The future they planned and worked toward is 
our present. The library they established 158 years ago 
remains today as one of the most tangible benefits that 
this Faculty offers its membership. The library’s ser¬ 
vices, bibliographies, and copies of articles are requested 
by more individual Faculty members than are any other 
services the Faculty offers. 

Now we stand in the place of those who gave us these 
treasures. In accepting this renovated building and 
library today and in rededicating it, we commit oursel¬ 
ves to preserve and pass on to future generations of 
Maryland physicians the great treasures we have 
received. We further commit ourselves to serve the 
profession of medicine in such a way that the legacies of 
our experiences can be added to stores of knowledge that 
will be available to guide physicians who will follow us. 

From the Dedication Ceremony, 12:45 p.m. 

Dr. Malouf (on the grand stairway to the Library): 

I am Dr. George Malouf, Chairman of Med-Chi’s 
Building Committee. I invite our President, Dr. 
Michael Dobridge; our Library Committee Chairman, 
Dr. Nancy Nichols; and the honorable delegates Tony 
E. Fulton and Donna M. Felling from the Maryland 
General Assembly to join me here for the ribbon cut¬ 
ting ceremony. 



From left: Delegates Donna M. Felling and Tony E. Fulton, 
Drs. George S. Malouf, Michael Dobridge, and Nancy Nichols. 
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Dr. Malouf (after the ribbon cutting guests assembled in 
the Krause History of Medicine and Rare Book Room): 

Dr. Dobridge, on behalf of the Faculty’s Ad Hoc 
Building Committee and of all the members who served 
on that Committee, I present to you and to the members 
of our Association our renovated and restored Faculty 
Building. 


Dr. Dobridge: 

Thank you Dr. Malouf. The Faculty’s Library and 
History Committee is charged with responsibility for 
caring for and preserving all the Faculty’s books and 
printed and written materials, as well as our art objects, 
portraits, instruments, and historical materials. I there¬ 
fore now call upon the chairman of that committee, Dr. 
Nancy Nichols. 

Dr. Nichols, you follow in the footsteps of many great 
physicians who have chaired this Faculty’s Library and 
History Committee. It is with great honor that I accept 
this renovated library and turn it over to you and your 
committee to be used to the service of our membership 
and to be protected and preserved as a heritage for the 
generations of physicians who will follow us. 


Dr. Nichols: 

Thank you Dr. Dobridge. Fourteen years ago, in 1974, 
when my predecessor as Chair of the Library and His¬ 
tory Committee, Dr. Louis A.M. Krause, retired from 
medical practice, the Council of this Faculty passed a 
resolution stating that at such time when the Faculty es¬ 
tablished a history of medicine and rare book room, that 
room should be named in honor of Dr. Krause. The next 
year, shortly after Dr. Krause’s death, the same resolu¬ 
tion also was adopted by the House of Delegates. The 
time has come to fulfill those promises. Today we are 
honored to have with us Ms. Louise Krause, Dr. Krause’s 
sister. Ms. Krause, would you please stand. Ms. Krause 
has generously helped furnish this room with the gift of 
this square grand piano on which she and her brother 
Louis learned as children. Ms. Krause also has given us 
her brother’s violin and the mementos and documents 
you see in the exhibit cases. Upon her brother’s death 
in 1975, Ms. Krause gave the Faculty her brother’s col¬ 
lection of historic medical books, many of which are 
shelved in these bookcases. Please join with me in 
thanking Ms. Krause. 

Dr. Lester A. Wall, Jr. was a lifelong friend of Dr. 
Krause. Dr. Wall, an internist, received his MD from 
the University of Maryland in 1941. In 1975, he wrote 
Dr. Krause’s obituary. He has left his retirement in the 
south to be with us today to speak about the man whom 
we honor. Dr. Wall. 


Guests in the Krause History of Medicine and Rare Book Room. 


Miss Louise Krause and Dr. Michael Dobridge. 


Dr. Dobridge and Dr. Alice G. Brandfonbrener, 

Director of the Medical Program for 

Performing Artists, Northwestern Memorial Hospital Chicago. 
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Dr. Wall (excerpts): 

Dr. Louis A.M. Krause, 1896 -1975 

A Legend in His Time 

He stood alone, a giant of a man, a scholar, a scientist, 
a great and glorious physician, and a warm intensely 
human and humble person. 

Louis August Moyer Krause on died on July 27,1975. 
But the impact of this quiet man on the lives of in¬ 
numerable people continues to be the enduring tribute 
to a life that was a model of dedication, not only in his 
pursuit of excellence but also in his profound awareness 
of the individual and his understanding of the common 
man. 

As a bedside physician he had no peer. There he 
demonstrated the astuteness and prowess that are the 
hallmarks of a truly great physician. His history taking 
was searching and perceptive. His physical examina¬ 
tions were models of excellence and made exciting by his 
anthropologic analogies. His analyses were deep and 
penetrating and laced with references to current and clas¬ 
sical literature. 

Above all, he was kind and good and radiated this 
warmth and concern to his patients. Compassion and 
understanding were his in abundance. He frequently 
would say "Our greatest influence will come from our 
love of mankind." He loved to tell the story of the good 
Samaritan and cited it as a moving example of compas¬ 
sion; it was synonymous with his way of life.He was a 
legend in his time. 

Small wonder that after my service in the army during 
World War II, I jumped at the opportunity to be one of 
his medical residents of Lutheran Hospital. I was 
scheduled to go to the Los Angeles County General 
Hospital, but when this option became available, I seized 
it. For three years I made rounds with him and wrote 
down the pearls that were the treasures of his learning 
and experience. 

Dr. Krause’s talents surfaced early. He was the Gold 
Medal Winner of his class when he received his MD de¬ 
gree from the University of Maryland in 1917. He taught 
at the University Hospital, Mercy Hospital, Baltimore 
City Hospital, and, in fact, at most of the hospitals in our 
city. Eventually, he became Clinical Professor of 
Medicine and the Professor of the History of Medicine 
at the University of Maryland. He was also governor for 
Maryland of the American College of Physicians and 
President of the Baltimore City Medical Society. He 
served in both World Wars with distinction, and was 
Chief of Medical Services at Walter Reed and Butler 
General Hospital. Many other honors and accolades 
came his way, but he was reluctant to talk about them. 


The Scholar was always in evidence. He loved to sit 
with his friends, enjoying some tea and raisin bread, and 
talk about his archaeologic expeditions to the Mideast. 
As he traced his steps to distant lands, he would pause at 
each place or civilization along the way to review their 
origins and impact on contemporary society. The 
breadth of the man would come sharply into focus, and 
one would marvel at the depth of his learning and how 
adroitly he placed information in perspective. Who 
could forget his exciting and provocative discourses on 
Medicine in the Bible, salt, old age and the journey of the 
Queen of Sheba from the Kingdom of Yehman to the 
Court of King Solomon? These invitations to learning 
were stimulating, rewarding experiences cherished by 
all who knew him. 

Dr. Krause was a family man. His father was a superb 
cabinet maker who worked at the well-known Potthast 
firm. His devotion to his dearly loved mother was 
tender and touching. He adored his sister, Louise, and 
she him. No one know him as well; no one took care of 
him as devotedly. In the last months of his illness she 
was with him day and night. Never, ever did she com¬ 
plain. 

To visit with his family was to appreciate his reference 
to the home "as a fountain of all spiritual values." It was 
there he kept his many books, his beloved Bibles, his 
Josephus. He built an extension from his bedroom 
where he placed his telescopes and studied the stars. His 
detailed descriptions of the heavens were impressive 
reminders that his knowledge of the heavens was hard¬ 
ly casual. 

Dr. Krause was the prototype bibliophile. For 16 
years he served as chairman of this library. He was 
proud to make it available to visiting scholars and others 
interested in learning. He used to say, "Every book we 
read should become a rung in the ever ascending ladder 
by which we climb to knowledge." And, "Our library is 
like a temple that should be consecrated as a cathedral, 



Dr. Lester A. Wall Jr., and Dr. Nancy Nichols. 
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dedicated for the advancement of sound knowledge and 
the study of man, his physical, mental, spiritual and so¬ 
cial nature." Indeed, his books were his companions 
and his friends, to be surrounded by them was pure joy. 
This room dedicated to his memory would have made 
him truly happy. If, somehow, it could instill in those 
who use it some of his beautiful attributes, values, and 
talents then it most certainly would be an enduring 
tribute to this remarkable man. 


Dr. Dobridge: 

I have here a plaque that will stand near the entrance 
to this room. It reads: 


The Louis AM. Krause, M.D. History of Medicine 
Room Dedicated September 24,1988. This room 
is dedicated to Dr. Louis AM. Krause, 1896-1975, 
in recognition of his sendee as Chairman of this 
Faculty’s Library and History Committee, 1952 - 
1962, and of his devoted efforts in behalf of his 
fellow physicians which he performed without 
thought of recompense except that of a job well 
done. Medical & Chirurgical Faculty of the State 
of Maryland. Resolution passed by Council 
November 21,1974. Resolution passed by House 
of Delegates, September 12 1975. 


the developing specialty of music medicine, caring for 
the medical problems of performing musicians. 

Dr. Dobridge: 

A few years back, a bibliographic essay appeared in 
our Maryland Medical Journal on diseases of performing 
musicians. The article was written by a member of the 
library staff, and its excellence drew worldwide attention 
to the Faculty. In the years since, the bibliography has 
been regularly updated. As a consequence of the inter¬ 
national correspondence this work has fostered and the 
research involved in maintaining the bibliographies, the 
Faculty Library has compiled a large and respected col¬ 
lection of the world’s literature in this field. Given the 
existence of this great resource and acknowledging the 
growing number of researchers who have expressed the 
need for an international clearinghouse of literature re¬ 
lated to the medical problems of musicians, I have 
directed that the Faculty’s library should function as 
such a clearinghouse. 

Further, I have appointed an advisory committee of 
physicians who have expertise and interest in the field of 
music medicine to guide the library committee and staff 
in building, maintaining, and promoting this special col¬ 
lection. The members of this committee are Melissa 
McDiarmid MD, of the Division of Occupational 
Medicine of The Johns Hopkins University School of 
Hygiene and Public Health, who will serve as Chair; 


Ms. Krause, the members of 
this Faculty are extremely proud 
of this room. We are even more 
proud that it bears your brother’s 
name. He was our teacher and 
colleague. He was a leader in the 
profession of medicine. We are 
grateful for his influence that has 
brought us to this point. 

Dr. Nichols: 

Almost 160 years ago when this 
library was founded by Dr. 
Samuel Baker it was an experi¬ 
ment of new ideas. Faculty mem¬ 
bers from Cumberland and 
Salisbury attending the Faculty’s 
Annual Meeting were allowed to 
borrow up to six books for return 
at the next year’s annual meeting. 
Later provisions were made for 
mailing books to rural physicians. 
The Faculty’s library continues to 
be involved in new ideas. One 
such new activity revolves around 
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International Clearinghouse on Music Medicine 

The designation of the Faculty Library as the International Clearinghouse for 
Resources and Publications on the Medical Problems of Musicians is a sig¬ 
nificant step in resolving a problem inherent in the development of the new 
specialty field of music medicine, the lack of a centralized information source. 

The clearinghouse will be a resource to be used and contributed to by 
physicians, musicians, and researchers of all types. Contributions of written or 
audiovisual material in the field from authors, publishers, and organizations will 
be most welcome. Historical and rare materials are also of interest. As the 
clearinghouse grows, research notes, manuscripts, and other archival materials 
from leaders in the field will become important. The clearinghouse plans to 
provide bibliographies, anthologies, lists of conferences and clinics, and other 
services in both print and computer formats. 

An advisory board of physicians has been appointed to assist in the develop¬ 
ment of the clearinghouse. Members were chosen because of their ties to the 
Baltimore Symphony Orchestra, The Johns Hopkins Medical Institutions, the 
American Occupational Medical Association, and the International Arts- 
Medicine Association, as well as their experience and interest. Beside advising 
on clearinghouse matters, they will work on coordination with other local or¬ 
ganizations, such as the Arts Medicine Group, on music medicine activities and 
raise awareness in the both the medical and music communities. 

SUSAN HARMAN 

Associate Librarian; Clearinghouse Coordinator 
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Harold Bob MD; John DeHoff MD; Christian Mass 
MD; Roy Scholz MD; and Jeffrey Palmer MD. This 
new committee has not met. Dr. McDiarmid is present, 
and I invite her to say a few words. 

Dr. McDiarmid: 

My interest in music medicine is from the perspective 
of my specialty, which is occupational medicine. Music 
medicine is finding its way to the forefront of medicine. 
Slowly, perhaps, but it is happening. 

Until now, information on this specialty area has been 
scattered almost anywhere you could imagine: in musi¬ 
cal literature, medical literature, and even in the popular 
press! However, with the establishment today of an in¬ 
ternational music and medicine clearinghouse at Med 
Chi, we finally will have a single source to turn to for 
answers to the questions that plague musicians and the 
physicians who treat them. 

Beginning with the current nucleus of about 500 
reprints and a number of bibliographies available, the 
Faculty’s clearinghouse eventually will include originals 
of everything published on the topic and will be avail¬ 
able in both printed and computerized formats to inter¬ 
ested researchers, musicians, physicians, and others. 

The advisory committee, along with local and nation¬ 
al representatives, will assist in the development of the 
clearinghouse and policies to guide its operation. We 
take pride in the designation of this unique and much- 
needed clearinghouse for music medicine and look for¬ 
ward to its future growth. 

In honor of this occasion, and in appreciation for the 
Ms. Krause’ gift of the piano and violin, we will now 
enjoy music performed by Nancy Stagnitta (flute) and 
Bart Bosma (guitar), students at the Peabody Conser¬ 
vatory. 



Nancy Stagnitta and Bart Bosma 


Rededication of the Faculty Library 

On September 24,1988 the remodeled and ex¬ 
panded Faculty Library was formally rededi¬ 
cated. This culminated a year-long project, 
doubling the existing office space, creating a 
room for the history of medicine, and restor¬ 
ing an original reading room of the Faculty to 
its original splendor. 

Both the technical services and public services 
departments were moved to new quarters on 
the third floor along with the collection of 
recent textbooks. The reading room was res¬ 
tored to its original location as the Aaron 
Friedenwald Room, as it was named in 1908. 
The second floor of the Faculty building (pre¬ 
viously the library) was remodeled with cus¬ 
tom-made cabinets to house the history of 
medicine collection. This room was formally 
dedicated in memory of Louis AM. Krause 
MD. Dr. Krause was a lifelong Faculty mem¬ 
ber and served as Chairman of the Library 
Committee from 1952 to 1963. 

The expansion has allowed the library to dis¬ 
play many of its treasured artifacts. The 
Krause room has on display the entire collec¬ 
tion of one of the society’s founders, Dr. 
Upton Scott. Along with his books there is a 
display of his eighteenth century medicine 
chest. Also on permanent display are the 
camp medicine chest of Napoleon Bonaparte 
and the Waldan’s Phantom Face (used by 
nineteenth century ophthalmology students). 
The library has been able to recreate three of 
its award winning exhibits. Currently on dis¬ 
play in Osier Hall are "Contributions to 
Medicine by Selected Women Members of the 
Medical and Chirurgical Faculty" and 
"Celebrating Maryland’s Black Medical 
Heritage." The dining room of the Faculty 
features a third exhibit, "Is There a Doctor in 
the House? Physicians in the State House, 
1635 - 1986," which until recently was on dis¬ 
play at the State House in Annapolis. 

The blending of the old and the new: seeing 
the medicine chest of an eighteenth century 
physician or searching for medical literature 
on a compact disc. You will find it here at the 
Faculty’s library. 

ADAM SZCZEPANIAK 
Library Director 
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Auxiliary Membership 

Membership in the Auxiliary offers many things to 
many people. It offers the opportunity to be involved 
with people who truly relate to the unique circumstan¬ 
ces we all find ourselves in as part of a medical family. It 
provides an opportunity to enjoy the camaraderie of 
others in the same situation, and it is a group that prides 
itself in "taking care of its own." We are spouses of all 
ages and a variety of interests. We have many education¬ 
al programs as well as programs "just for fun." 
Programs of special interest to the auxiliary concern 
AMA/ERF, community health and welfare, improving 
the image of the physician, and working to influence the 
legislative process. 

While we would like to encourage active participation 
by all medical spouses we understand that circumstan¬ 
ces and the demands on one’s schedule limit available 
time. Even if a spouse does not have time to be actively 
involved, membership in the Auxiliary still should be 
considered. It not only shows support of the medical 
family but also aids us in our attempts to influence the 
legislative process. Numbers count! A politician will be 
far more receptive in listening to the concerns of a larger 
group rather than a smaller one. 

In today’s climate of legislative reforms and attempts 
to alter the way medicine is practiced, it is more impor¬ 
tant than ever that we, as a knowledgeable group of in¬ 
dividuals who truly understands the potential end result 
of many of these reforms, do what we can to protect the 
quality and availability of medicine as we have known it. 
In addition to these legislative concerns, we have been 
and would like to continue to be a strong force in such 
legislative matters as seatbelt regulations. 

For these reasons it is important to have a member¬ 
ship strong in numbers. Therefore, we ask you to en¬ 
courage all medical spouses to join their auxiliaries. We 
hope that many will be able to enjoy our various 
programs and functions, but we welcome and encourage 
all medical spouses to join and to show their support of 
the medical community. We are proud to note that the 
following Legislative Report is by the first male spouse 
member of Med Chi’s Auxiliary. 

VICTORIA CAMERON 
Membership Chairman 


Legislative Report 

The characteristics of the current political environ¬ 
ment are determined by changes in public attitudes, the 
nature of the issues facing medicine, and the changes 
that have occurred in the process itself. These radical 
changes have had a direct impact on organized 
medicine’s ability to have its voice heard in the legisla- 

Auxilary to the Medical and Chirurgical Faculty of the State of 
Maryland. Mrs. Eva Edmonds President; Mrs. Betty J. Molz Editor. 
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tive process, making an organized and effective grass¬ 
roots lobbying program a necessity. The Med Chi 
Auxiliary’s participation in this program represents an 
outstanding opportunity to realize our potential: the 
ability to affect over 400 pieces of health-related legisla¬ 
tion introduced at the state level each year; the capacity 
to help shape the mass of federal regulations imposed on 
the medical community; the opportunity to increase our 
participation and value within our own medical societies, 
both state and local; and the potential to promote and 
enhance the image of the medical community. 

In an effort to capitalize on this potential, the Auxiliary 
Legislative Committee was formed. After our intial 
meeting, several primary projects were targeted. 

• The Phone Bank and Legislative Alert System will 
be expanded to cover the entire state under the direction 
of a state coordinator. Activation of this system during 
times of impending legislative action will enable us to in¬ 
sure a more effective and cohesive lobbying effort. 

• Educational workshops and programs have been 
planned to increase involvement and effectiveness of 
County Legislative Committee chairmen. 

• Last year’s successful "Day in Annapolis" will be 
repeated this year providing an opportunity to lobby our 
legislators and to observe committee hearings. With the 
help of Gerry Evans, Med Chi’s Director of Government 
Relations, we also have planned to support one piece of 
legislation and follow it through the entire porcess. 

Added emphasis will be placed on participation and 
membership in Med Chi’s Legislative Committee and 
Maryland Medical Political Action Committee 
(MMPAC). Formal participation on county societies’ 
legislative committees is also a stated goal of our Long- 
Range Planning Committee. 

Med Chi’s Legislative Committee meetings are open to 
any interested Auxilian. Dates and minutes of these 
meetings will be provided to all county chairmen, and 
their attendance will be encouraged. 

Membership in MMPAC is an important way to get 
involved in the political process and to show our support 
of Med Chi’s "political arm." Joining MMPAC helps in¬ 
sure that candidates supported by Med Chi are elected to 
office. 

Realizing our potential as a group will depend entire¬ 
ly on maximizing our participation as individuals. The 
state committee and county legislative chairmen need 
and seek your involvement. Your willingness to actively 
participate will insure the success of our endeavors. 

DANDIVITO 
Legislative Chairman 
Washington County 


Area meetings and course announcements 
are listed each month under 
Doctors Take Note 
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Management of Uncommon Malignancies of the Breast (Part I) 


I t is estimated that 90 percent of infiltrating breast can¬ 
cers present as ductal type, while medullary, tubular, 
lobular, and other cell types constitute less than 10 per¬ 
cent. The majority of the invasive carcinomas tend to be 
pleomorphic histologically and have a high potential for 
spread. On the other hand, noninvasive carcinoma have 
high curability rates. However, once carcinomas of the 
breast, regardless of their cell type, become invasive, 
they all behave in a similar fashion with a high propen¬ 
sity for metastases. An exception to this rule is the in¬ 
filtrating tubular carcinoma that has no tendency for 
metastases, but its presence signifies that a more aggres¬ 
sive tumor, such as infiltrating ductal carcinoma, may 
follow. Some types of infiltrating carcinoma have been 
claimed to have better prognosis, such as medullary and 
mucinous (colloidal) carcinoma, as they tend to metas¬ 
tasize but late. 

Other types of breast tumors include noninvasive, 
minimal invasive, inflammatory, local-regional ad¬ 
vanced carcinomas (that is, Stage III), metastatic 
adenocarcinoma in the axilla of unknown primary, and 
squamous cell carcinomas. Other malignancies 
reported in the breast include melanoma, adenoid cys¬ 
tic carcinoma, and a variety of sarcomas. 

Noninvasive Breast Cancer 

There are two types of noninvasive breast cancers: in¬ 
traductal (including papillary type) also known as in situ 
ductal and the in situ lobular. TTiese constitute an over¬ 
all incidence of 1.4 percent of all breast cancer. While 
both of in situ carcinomas constitute 3.2 percent of all 
ductal and lobular cancers, in situ lobular frequently is 
found among patients with a history of lobular car¬ 
cinoma (in the other breast) with an incidence of 18.5 
percent. Such incidence could be as high as 30 percent 
to 100 percent. On the other hand, in situ ductal is 
detected in only 2.1 percent of patients with a history of 
infiltrating ductal carcinoma. The incidence of in situ 
ductal to in situ lobular carcinomas is 10:6, and such in¬ 
cidence increases to 100:6 respectively in the invasive 
stages. 

It is estimated that 20 percent to 25 percent of the in 
situ lesions present as probable breast masses clinically. 
The majority of intraductal carcinomas are detected as 
microcalcifications on mammography. The incidence 
of this condition is rising, probably due to better mam- 
mographic equipment. However, in situ lobular car¬ 
cinomas usually present as clinically palpable masses. 
In one of our studies, mammography detected only one 
out of 15 consecutive cases of in situ lobular carcinomas, 
where they all presented as palpable small breast mas¬ 
ses. Furthermore, it seems that the size of the mass, of 


If you have any questions, call or write the Surgical Oncology 
Program at the University of Maryland Medical System, Room 
N13E02, Baltimore, Maryland 21201 (301-328-5224). 


either in situ ductal or in situ lobular, does not affect the 
survival. There is a high incidence of noninvasive car¬ 
cinomas between the ages of 45 to 54; with in situ lobular 
having a tendency to present in younger age groups, 
while in situ ductal carcinoma has no age preferential. 
In situ carcinomas are more common in whites than 
blacks with an incidence of 12:1, which is similar to in¬ 
filtrating carcinoma. The most common site for nonin¬ 
vasive carcinomas are the upper outer quadrants 
followed by the lower outer quadrants. 

Among the pathological characteristics of these 
tumors is that frozen sections are very unreliable, espe¬ 
cially with in situ lobular carcinomas. Furthermore, it 
should be noted that the microcalcifications seen with 
the intraductal carcinomas are not present in the tumor 
but are in the area of the breast near the tumor. 

The reported surgical management of these lesions in¬ 
cluded local excision, wedge resection, total mastectomy 
(simple mastectomy), modified radical mastectomy, 
radical mastectomy, and extended radical mastectomy. 
Each approach gave its own reasoning as seen in the 
table below. 

From these data, total mastectomy and low axillary 
dissection became the standard treatment for nonin¬ 
vasive breast carcinomas. However, the demonstration 
that segmental mastectomy and axillary dissection in the 
management of the infiltrating carcinomas produced 
results compatible to modified radical mastectomy 
made the evaluation of conservative treatment in these 
lesions a compelling issue. Therefore, the National Sur¬ 
gical Adjuvant Breast Project (NSABP) has initiated a 
prospective controlled study (Protocol B-17) to evaluate 
lumpectomy (partial mastectomy, also known as tylec- 
tomy or wedge resection) and axillary dissection, with 
and without breast irradiation in the management of 
noninvasive intraductal carcinoma. In the first 350 
patients studied, none of the axillary lymph nodes was 
found to contain metastasis. Therefore, axillary dissec¬ 
tion has been discontinued. However, the role of ir¬ 
radiation continues to be investigated. Patients with 
intraductal carcinoma are managed according to 


- 

In situ Ductal 
(percent) 

In situ IyObular 

(percent) 

1.Multicentricity 

0-33 

25-100 

• 

2,Occult invasion (5) diagnosis 

6 

6 

3.Subsequent invasive cancer 

28 

4 

4.Status of lymph nodes (a [ 
diagnosis 

0-3.8 

0 

5.Survival data (a> 5 years 

64-91 

83-88 


* - ! - ; - ;—;—;-;-;—; ; 

Electron microscopic studies indicate that invasion is present in 

most of the cases presumed to be noninvasive by light microscopy. 

Vol 37 No 12 MMJ 901 







FOR MARYLAND’S 
OUTSTANDING 
HOMES 

Call or Visit 

Our New Showroom at 
3553 E. Joppa Road, Baltimore 


OOMS O] 

istincttoa 


SunspQce Design 
Studio Inc. 


the 

SfitARIum 

BY GAMMANS INDUSTRIES. INC 


(0(H) 662-6200 


MHIC #16069 


NSABP by partial mastectomy (with pathologically 
negative resection margins), then the patients are ran¬ 
domized to receive or not receive radiation therapy to 
the ipsilateral breast. 


Reference: Elias EG. Handbook of Surgical Oncology. Boca 
Raton, FL: CRC Press, 1988. 

Tumor con ferences are held weekly on Tuesday between 8-9 am in 
Room N13E28 at the University of Maryland Medical System This 
is an open meeting, and physicians are welcome to attend. Physicians 
can present cases, but please call 328-5224 by noon Monday to ob¬ 
tain time on the schedule for your case(s) and bring the pathological 
slides with you. 

E. GEORGE ELIAS MY) 

Professor of Surgery and Oncology 
Director, The Surgical Oncology Program 
University of Maryland Medical System 
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We provide 
"proper 

treatment” 
for every 
physician. 

At First National Bank of 
Maryland, we know that 
time is extremely valuable to 
a physician. That’s why we 
have made a major commit' 
ment to take care of all your 
financial needs with speed... 
accuracy... and a high level 
of personal service. 

As part of our First 
Medical Program, we offer 
you a comprehensive pack- 
age of customized services 
designed to satisfy your pro- 
fessional... and personal... 
financial requirements. Plus 
an experienced business 
banker who will work 
closely with you at your 
home or office. 

To arrange for a confidential consultation, contact the First National 
Bank of Maryland office nearest you today. You’ll find out we give you the 
treatment you deserve. 


Exceeding the Expected. 



Member FDIC/Federal Reserve System 
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YOUR 
RESPONSE 
IS NEEDED! 

The sponsoring organizations listed below recently mailed a survey to 
hundreds of Maryland physicians. The survey is intended to determine 
their interests, concerns and experiences with computers in medicine. 

We are asking survey recipients to please complete and return the 
questionnaire at their earliest convenience. A timely response will aid us 
in our research. 


Our Sincere Thanks To Those Surveyed 


CENTER FOR HEALTH EDUCATION, INC. 

MED-CHI COMPUTERS IN MEDICINE COMMITTEE 
UNIVERSITY OF MARYLAND DEPARTMENT OF FAMILY MEDICINE 

LIFECARD INTERNATIONAL, INC. 


For additional information call Carmine Valente, Ph.D., Center for 
Health Education, Inc. 301-837-2705. 
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AMA STATEMENT 
ON RBRVS 


SPECIALIST 

IDENTIFIER 


DECEMBER 1988 

On September 28, 1988 James S. Todd MD, 
the AMA's Senior Deputy Executive Vice 
President, issued a statement concerning the 
AMA's position on the Harvard RBRVS report. 

In brief, the AMA is pleased that HCFA has 
undertaken to study the current system of 
reimbursing physicians for services to 
Medicare patients and to devise a more 
equitable system based on an appropriate 
relative value scale. However, Dr. Todd also 
stated that the, "AMA has not and will not 
endorse the study until we have sufficiently 
analyzed its results and consulted with the 
national specialty and state medical 
societies." 

The AMA is scheduled to meet with the 
national specialty, state and county medical 
societies and then report its findings and 
recommendations to the AMA House of Delegates 
at their Interim Meeting in early December. 

Physicians are reminded that they may not 
represent to the public, including in 
advertisements and the yellow pages, that 
they are a specialist in any field of medical 
practice unless identified as such by the 
Board of Physician Quality Assurance. 

Application for specialty designation is open 
to all licensed physicians in Maryland. If a 
physician is certified by the American Board 
of Medical Specialists, the identification is 
automatically given by the Board upon 
confirmation of that credential. If not 
certified by the American Board of Medical 
Specialists, the physician must complete an 
application outlining specific training and 
experience in the requested specialty. 
Applications are referred to the Med-Chi 
Committee on Specialist Identification for 
evaluation and recommendation to the Board. 
The criteria used for such evaluations were 
developed jointly by Med-Chi and the Board 
and are set forth in administrative 
regulations having the force and effect of 
law. Applications may be obtained from the 
Board of Physician Quality Assurance by 
calling (301) 225-5900. 




ANNUAL MEETING 


ERRATA 


PPRC PHYSICIAN 
SURVEY 


WORKMEN'S 
COMPENSATION 


The 191st Annual Meeting of the Medical 
and Chirurgical Faculty will be held at the 
Turf Valley Hotel and Country Club, Ellicott 
City, Wednesday, April 12 through Friday, 
April 14, 1989. 


In the August 1988 issue of the Maryland 
Medical Journal , page 654 under 
"Nominations,” the slates of the Delegates to 
the AMA were listed incorrectly. Effective 
January 1, 1989 list of Delegates will be: 


Delegates 
Albert Antlitz MD 
Michael Dobridge MD 
John Hebb MD 
Donald Lewers MD 
George Malouf MD 
Roland Smoot MD 


Alternate Delegates 

Alex Azar MD 
Joseph Snyder MD 
Philip Schneider MD 
William Venanzi 
Henry Wagner MD 
Vacancy 


Maryland physicians may be selected 
from the AMA's Physician Masterfile to 
participate any of the three PPRC physician 
surveys. The first survey, scheduled to 
begin in mid-November will provide data 
needed on practice styles, costs and billing 
policies. A second survey will ask 3,000 
Medicare beneficiaries how physician and 
Medicare billings have impacted them. A third 
1989 survey will ask physicians in three 
specialties to log the time they devote to 
evaluation and management services. Med-Chi 
encourages physicians to respond if asked to 
participate in one of these surveys. 


The Maryland Workmen's Compensation 
Commission is required by law to review the 
allowable fees and other charges for 
completeness and reasonableness and to make 
appropriate revisions to establish guidelines 
to the Medical Fee Guide. The Medical 
Advisory Committee invites all medical 
providers to submit their recommendations to 
A. Paul Kaye, Chairman, Medical Advisory 
Committee, 7400 York Road, Towson, MD 21204. 








Quality Practice Digest 


LEGAL AND ETHICAL CONCERNS OF YOUR MEDICAL PRACTICE 


This monthly digest will summarize the laws of the State of 
Maryland, as well as the guidelines, procedures, codes of 
cooperation and policy statements of the Medical and Chirurgical 
Faculty. These laws and policies are being published to reflect 
recent areas of concern to physicians throughout the state. 

The Principles of Medical Ethics of the American Medical 
Association have been adopted as the ethical standards of the 
Medical and Chirurgical Faculty, and they govern the conduct of 
members in their relations to the public and to each other 
(Faculty Bylaws, Article XIV, Section 1). For more information, 
please refer to the Compendium of Laws, Regulations, Opinions and 
Policies Governing the Practice of Medicine in Maryland. 


DISSOLUTION OF MEDICAL PRACTICE 

The following ethical statement adopted by the Faculty 
addresses the concerns of physicians involved in a ’’medical 
divorce" which occurs when a practice is dissolved or a physician 
leaves or is discharged from a practice: 

When physicians dissolve a professional corporation or 
partnership, or when a physician group discharges a 
physician employee, the patient's best interest must be 
paramount, regardless of the dispute that may arise in 
such situations. 

The notice of the change in providers should be a simple 
factual statement, provided to patients in a timely 
manner. It should indicate the date of the dissolution 
or discharge, the address and telephone number of the 
physician(s) who will be available for continued patient 
care. If the departing physician(s) is(are) continuing 
practice, the address and telephone number of the 
departing physician(s), when known, should be made 
available to patients for continued care. 

Appropriate instructions should be given to the office 
staff concerning the handling of patients' questions. 
Disputes concerning medical records should be resolved 
according to Ethical Opinion 104, Medical Records*. All 
physicians involved should act in a fair and professional 
manner. The patient must always have free choice of 
physicians unless the patient has limited this right by 
contract with an alterative delivery system. 





*Ethical Opinion 104. MEDICAL RECORDS 

.01 Ownership The physician who creates the patient’s 
medical records is the owner of those records. The medical 
record includes x-rays and living wills. If the physician is 
associated with some type of a legal or corporate entity, the 
records may be the property of that entity, depending upon the 
terms of the relationship. If a written agreement concerning the 
custody and ownership of the medical records exists, such an 
agreement prevails. It is in the physician’s best interests to 
enter into such an agreement. 

02. Transfer between Physicians The patient's interests are 
paramount when dealing with a request for transfer of medical 
records. Physicians who are in possession of a patient's medical 
records should not refuse, for any reason, to make copies of 
those records promptly available to the current treating 
physician upon the receipt of the patient’s proper written 
request. If the patient's medical record includes a living will, 
it should be transferred as well, unless the patient specifically 
states otherwise. Copies of pertinent medical records or an 
abstract thereof should not be withheld pending payment of a 
patient's outstanding account. If additional information is 
required, the physician should respond courteously and promptly. 
If the copying or abstraction is unduly burdensome or lengthy, a 
reasonable fee may be charged. Such a fee should be agreed upon 
at the outset. A physician who is planning to retire should, 
likewise, send medical records to physicians free of charge; 
medical records of former patients should not be sold. When 
transferring x-rays to the current treating physician, the 
physician in possession of the x-ray may charge the reasonable 
cost of copying and postage. Under no circumstances may a 
deposit (refundable or non-refundable) be charged for lending the 
x-ray to the current treating physician. 








As a mental health professional, you know that 
every patient represents a unique challenge. In 
most cases, you are able to meet each person's 
individual needs with effective treatment and 
positive results. 

But there are some cases that frustrate the 
best efforts of the most dedicated professional 
. . . individuals whose problems seem resistant 
to every avenue of outpatient treatment. As a 
concerned professional, where do you draw the 
line between giving patients your best and 
drawing on the inpatient resources of others? 

For more than 80 years, Taylor Manor 
Hospital has provided welcome support to 
fellow professionals faced with the patient in 
need of our inpatient setting. Our multi¬ 
disciplinary approach welcomes your 
input and provides a broad base of psychiatric 
services, including special¬ 
ized treatment programs 
for adolescents, adults, 
young adults, addictive 


J| behaviors, and members of 
"* the ministering profession. 
If-.:; A • b: We're here to use all 

£-.??**?**-> our experienced staff and 
facilities to assist you in working with your 
patients. For further information or to arrange 
admission, contact our Admissions Office at 


Where do you 
draw the line? 


(301) 465-3322 or (202) 621-4965. 



Taylor Manor Hospital 

ELLICOTT CITY, MD 21043 
(301)465-3322/(202) 621-4965 
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ARMY RESERVE OFFERS 
NEW FINANCIAL INCENTIVES 
FOR RESIDENTS IN ANESTHESIOLOGY 
AND SURGICAL SPECIALTIES 



If you are a resident in Anesthesia 
ology, Orthopaedic Surgery, or 
General Surgery including 
Neurosurgery, Colon/Rectal, 
Cardiac/Thoracic, Pediatric, 
Peripheral/Vascular and Plastic 
Surgery, the Army Reserve has a 
new and exciting opportunity for 
you. The New Specialized Train¬ 
ing Assistance Program will pro¬ 
vide you with financial incentives 
while you’re training in one of 
these specialties. 

Here’s how the program can 
work for you. If you qualify, you 
may be selected to participate in 
the Specialized Training Assist¬ 
ance Program. You’ll serve in a 


local Army Reserve medical unit 
with flexible scheduling so it 
won’t interfere with your resi¬ 
dency training, and in addition 
to your regular monthly Reserve 
pay, you’ll receive a stipend of 
$678 a month. 

You’ll also have the opportu¬ 
nity to practice your specialty for 
two weeks a year at one of the 
Army’s prestigious Medical Centers. 

Find out more about the Army 
Reserve’s new Specialized Train¬ 
ing Assistance Program. Call (col¬ 
lect) your U.S. Army Medical 
Department Reserve Personnel 

Counselor: American City Bldg.,Suite 30 
10227 Wincopin Circle 
Columbia, Maryland 21044 


ARMY MEDICINE* BE ALL YOU CAN BE* 
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Adele Wilzack, R.N., M.S. 

Secretary of Health and Mental Hygiene 

J. Mehsen Joseph, Ph.D., Director, 

Community Health Surveillance Administration 

Ebenezer Israel, M.D., M.P.H., Director, 
Epidemiology and Disease Control Program 


EPIDEMIOLOGY AND DISEASE CONTROL NEWSLETTER 

COMMUNITY HEALTH SURVEILLANCE ADMINISTRATION 
Maryland State Department of Health and Mental Hygiene 

201 W. Preston Street/Baltimore, Maryland 21201/(301) 225-6700 

DECEMBER 1988 

RECOMMENDATIONS FOR DIAGNOSING AND TREATING SYPHILIS 

IN HIV-INFECTED PATIENTS 

Maryland has experienced a dramatic increase in the reports 
of primary and secondary (P&S) syphilis over the past two years. 
During the first six months of calendar year 1988, Maryland 
received 358 reports of P&S syphilis, a 75% increase over the same 
period in 1987. In 1987, Maryland experienced a 32% increase in 
P&S syphilis over 1986. The greatest increase has been reported 
in black women of child-bearing age. 

Public health officials continue their rigorous efforts in 
the control of P&S syphilis. Private practitioners are key 
players in this control effort and may assist in the disease 
intervention process by: 

1. Having a high index of suspicion for primary syphilis 
when examining a young sexually active person with 
ulcerative lesions at the site of sexual exposure, or 
for secondary syphilis in one with any rash illness; 

2. Utilizing available diagnostic tests, such as serologic 
tests for syphilis (STS) and darkfield microscopy; 

3. Treating patients with syphilis and their sex partners, 
according to current CDC guidelines; and, 

4. Reporting syphilis cases immediately to local Health 
Departments who will be able to assist in case 
management and rapid sex partner notification. 

The clinical manifestations, serologic responses, efficacy of 
treatment, and occurrence of complications of syphilis may be 
altered in patients coinfected with human immunodeficiency virus 
(HIV). Because syphilis is a disease with a broad range of 
manifestations and variable course, assessing reports of unusual 
cinical or laboratory findings in HIV-coinfected patients is 
difficult. On March 21 and 22, 1988, experts from academic 

medical centers and state and local health departments met at CDC 
to discuss the diagnosis and treatment of syphilis in HIV-infected 
patients. The following recommendations were developed based on 
these discussions. 





Diagnosis of Syphilis in HIV-Infected Patients: 


Most HIV-infected patients appear to have a normal serologic 
response to Treponema pallidum infection. However, in some 
HIV-infected patients with biopsy-confirmed secondary syphilis, 
both nontreponemal and treponemal tests for syphilis are negative. 
In addition, some patients infected with both T. pallidum and HIV 
have had unusually high titers on nontreponemal serologic tests 
for syphilis (CDC, unpublished data, 1987-88), possibly because of 
HIV-related polyclonal B-cell stimulation. The frequency of 
unusual clinical and laboratory manifestations of syphilis in 
patients coinfected with HIV is unknown. 

Recommendations: 

1. Persons with HIV infection acquired through sexual 

contact or intravenous (IV) drug abuse should be tested 
for syphilis, and all sexually active persons with 
syphilis should be tested for HIV (with the informed 
consent of the patient). HIV test results are 

clinically important in managing patients with syphilis 
and, with appropriate confidentiality safeguards, should 
be made available to medical personnel who care for 
these patients. 

2. When clinical findings suggest syphilis is present, but 

serologic tests are negative, other tests should be used 
to determine if syphilis is present. These tests 

include dark-field microscopy and direct fluorescent 
antibody for T. pallidum (DFA-TP) staining of lesion 
exudate and examination of biopsy tissue using DFA-TP or 
Steiner stain. (In evaluating biopsy specimens, 
histologic stains (Warthin Starry Silver, Steiner) must 
be interpreted with caution since other spirochetes and 
artifacts may be misidentified as T. pallidum with these 
silver stains.) 

3. Laboratories should titrate nontreponemal tests to a 
final endpoint, rather than reporting results as greater 
than an arbitrary cutoff (e.g.,>1: 512 ). Specific 
results permit more accurate determination of response 
to therapy and also help identify unusual serologic 
responses to syphilis. 

4. Neurosyphilis should be considered in the differential 
diagnosis of neurologic disease in HIV-infected persons. 

5. Consultation should be obtained to evaluate unusual 
serologic test results in patients suspected of having 
syphilis or in those being followed for response to 
treatment. 

Treatment and Follow-Up: 

Case reports have suggested that treatment failures, 
including progression to neurosyphilis, may occur more frequently 






in patients coinfected with HIV than in those with syphilis alone. 
This has not yet been confirmed, because an intact cellular immune 
response is important in the host response to T. pallidum 
infection and because HIV infection impairs cellular immune 
response in some patients, an increased frequency of treatment 
failure is plausible. 

Recommended treatment schedules for neurosyphilis have 
included benzathine penicillin, although treatment with benzathine 
penicillin in currently recommended dosages does not achieve 
treponemicidal antibiotic levels in the cerebrospinal fluid of 
most patients with syphilis, and rare treatment failures have been 
reported. 

Recommendations: 

1. No change in therapy for early syphilis for 

HIV-coinfected patients is recommended. However, there 
is disagreement on this issue, and some authorities have 
advised CSF examination and/or treatment with a regimen 
appropriate for neurosyphilis for all patients 

coinfected with syphilis and HIV, regardless of the 
clinical stage of syphilis. In all cases, careful 
follow-up is necessary to assure adequacy of treatment. 

2. Serologic testing after treatment for early syphilis is 
important for all patients, regardless of HIV infection 
status. In patients coinfected with HIV, quantitative 
nontreponemal tests should be repeated at 1,2, and 3 
months and at 3-month intervals thereafter until a 
satisfactory serologic response to treatment occurs. If 
the titer does not decrease appropriately (two-dilution 
decrease by 3 months for primary syphilis or by 6 months 
for secondary syphilis or if a sustained two-dilution or 
greater increase occurs, the patient should be 
reevaluated to consider the possibility of treatment 
failure or reinfection, and CSF should be examined. 
Sexually transmitted disease (STD) clinics and others 
providing STD treatment should assure adequate 
follow-up. 

3. A CSF examination should precede and guide treatment of 
HIV-infected patients with latent syphilis present for 
longer than 1 year or for unknown duration. If an 
examination is not possible, patients should be treated 
for presumed neurosyphilis. 

4. Benzathine penicillin regimens should not be used to 
treat either asymptomatic or symptomatic neurosyphilis 
in HIV-infected patients. Patients should be treated 
for at least 10 days with either aqueous crystalline 
penicillin G, 2-4 million units IV every 4 hours (12-24 
million units each day), or aqueous procaine penicillin 
G, 2.4 million units intramuscularly daily, plus 
probenecid 500 mg orally 4 times a daily. 




Reported by: Div of Sexually Transmitted Diseases, Center for 
Prevention Svcs; AIDS Program and Sexually Transmitted Diseases 
Laboratory Program, Center for Infectious Diseases, CDC. 


EDITORIAL NOTE: The expert consultants also highlighted the 

following research priorities related to the diagnosis and 
treatment of syphilis in HIV-coinfected patients: 

1. The effect of HIV infection on initial clinical and 

laboratory manifestations of syphilis and on the 
efficacy of current syphilis therapy should be 

prospectively studied. 

2. A surveillance system should be developed to detect 

complications of syphilis, especially neurosyphilis, and 
unusual clinical and laboratory manifestations of 

syphilis in patients with and without HIV-coinfection. 

3. The importance of CNS involvement in early syphilis 
should be determined in patients with and without HIV 
coinfection. 

4. Better laboratory methods should be developed for 
detecting T. pallidum or T, pallidum antigens in CSF, 
blood, and lesions. 

5. A better animal model of T. pallidum infection is needed 
to examine the effect of immunosuppression on the course 
of syphilis. 

So that the frequency of unusual manifestations of syphilis 
can be determined, health-care providers are requested to notify 
their state epidemiologist of HIV-infected patients who meet one 
of the following conditions: 

1. Neurosyphilis confirmed by CSF examination or 

histopathology; 

2. Negative serologic tests for syphilis (nontreponemal 
(VDRL, RPR) or treponemal {FTA-ABS, MHA-TP, HATTS} 
tests) during secondary syphilis diagnosed by dark-field 
microscopy or histopathology of lesions material. 

The state epidemiologists will forward these reports without 
personal identifiers to the Division of Sexually Transmitted 
Diseases, Center for Prevention Services, CDC. 

References are available upon request. 

Adapted from the MMWR, CDC, October 7,1988/Vol. 37/No. 39. 








TheAMA 

Hospital Medical Staff Section 
Twelfth Assembly 

DECEMBER 1-5,1988 
LOEWS ANATOLE HOTEL 
DALLAS, TEXAS 


Represent your medical staff 
Become an HMSS Representative 


Meeting includes educational 
forum covering incorporation of 
the medical staff and the role of the 
hospital medical director. 

For Information Contact: 

Department of Hospital Medical 
Staff Services 

American Medical Association 
535 North Dearborn Street 
Chicago, Illinois 60610 
Phone (312) 645-4754 or 645-4761 
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Join the MEDICAL and CHIRURGICAL FACULTY 
of the STATE OF MARYLAND 
On an Exciting New 1989 Deluxe Travel Adventure 

Let us take the trouble out of travel for you. Look over these eight extraordinary 
choices for 1989; then make your reservations immediately. 

We don 7 want to leave without you. 


South American Adventure 

Departing: February 1989 

This fifteen-day adventure includes 

the best of the “other America.’’ 

Lima and Cuzco/Machu Picchu, 
Peru. Buenos Aires, Argentina. 
Iguassu Falls and Rio de Janeiro, 
Brazil. 

$2999 per person, double occupancy, 
from Miami 

Wings Over Kenya 

Departing: February 1989 
Our 15-day Kenya safari by air takes 
you to the world’s greatest big game 
reserves the most comfortable way 
posssible. Nairobi, Amboseli, 
Treetops, Mount Kenya Safari 
Club, Samburu and Kichwa Tembo 
Tented Camp in the Masai-Mara. 

$3899 per person, double occupancy, 
from New York 

French Normandy Coast/ 
Seine River Cruise 

Departing: May 1989 
An exclusive, new and different 
thirteen-day adventure. London, 
England. Exclusive, chartered cruise 
of the Normandy Coast and the 
Seine River aboard the M.S. World 
Discoverer from Folkestone past the 
white cliffs of Dover to Portsmouth. 
Cross the English Channel to St.-Malo/ 
Mont-St.-Michel; Jersey, English 
Channel Islands; Caen; Normandy 
D-Day Beaches; Honfleur; 


Caudebec-en-Caux and Rouen. 

Visit Giverny en route to Paris, France. 

From $2999 per person, 

double occupancy, 
from New York 

The Wind Spirit • 
Italy/Adriatic Air/Sea Cruise 

Departing: July 1989 
An exciting, new thirteen-day 
combination of the sailing yacht 
Wind Spirit and the best of Italy. 
Florence and Venice, Italy. Cruise 
aboard the Wind Spirit among the 
islands of the Dalmatian Coast: 
Losinj, Split, Hvar, Korcula, Kotor 
Fjord/Sveti Stefan and Dubrovnik, 
Yugoslavia. 

From $3899 per person, 

double occupancy, 
from New York 

Danube River 

Departing: July 1989 
First, two nights in Istanbul, Turkey, 
city of mosques and minarets. Then 
cruise the Black Sea aboard the 
M.S. Ayvazovskiy. Transfer to the 
M.S. Ukraina for a Danube River 
cruise to Giurgiu/Bucharest, Romania; 
Nikopol/Pleven, Bulgaria; Belgrade, 
Yugoslavia; Budapest, Hungary; 
Bratislava, Czechoslovakia and 
Vienna, Austria. Both ships are 
exclusively chartered. 

From $2999 per person, 

double occupancy, 
from New York 


Canadian Rockies Adventure 

Departing: August 1989 

This ten-day nature spectacular includes 

Edmonton, Jasper Park, a visit to 

Lake Louise, Banff, Victoria and 

Vancouver. 

$1899, per person, double occupancy 
plus airfare 

Orient-Express 

Departing: August 1989 
The nostalgic and romantic Venice 
Simplon Orient-Express is the 
magnificent centerpiece of this exclusive 
thirteen-day holiday to the best of 
Europe. Munich, West Germany. 
Vienna, Austria. Overnight on the 
Venice Simplon Orient-Express 
from Vienna to Paris, France. 

$3599 per person, double occupancy 
from New York 

Wings Over the Nile 

Departing: October 1989 
An exciting new fourteen-day holiday 
in Egypt. Cairo. Alexandria. Fly 
over Suez Canal. St. Catherine’s 
Monastery. Sharm el Sheikh. Four- 
day Nile River cruise aboard the 
M.S. Sun Boat II, newest and most 
luxurious boat on the Nile, from 
Luxor to Edfu, Kom Ombo and 
Aswan. Abu Simbel. All sightseeing 
during the cruise included. 

$3399 per person, 

double occupancy, 
from New York 


FOR MORE INFORMATION, SEND COUPON TO 


The Medical and Chirurgical Faculty of the State of Maryland Attn: Patricia Munoz 

1211 Cathedral Street 
Baltimore, MD 21201 


Or call, 301-539-0872 


Yes, I want to get away in 1989! Please send me more 
information on the following programs: 


□ South American Adventure 

□ Wings Over Kenya 

□ Normandy Coast/Seine River 

□ Wind Spirit • Italy/Adriatic 


□ Danube River 

□ Canadian Rockies 

□ Orient-Express 

□ Wings Over the Nile 


Name_ 

Address_ 

City_State. 

Area Office 

Code (_) Phone_ 


_Zip. 

Residence 
Phone_ 
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One Minute with Diabetes 


Dupuytren’s Contracture 

Doctor, I have felt some nodules in the palms of both my 
hands for some time. Recently I have not been able to fully 
extend my fourth and fifth fingers on both hands. Is this con¬ 
dition related to my diabetes? 

The problem with your hands is called Dupuytren’s 
contracture. It is characterized by nodular or plaquelike 
thickening of the palmar fascia overlying the tendons of 
the fingers. The skin overlying the contracture becomes 
puckered. The condition is often bilateral, and the etiol¬ 
ogy is unknown. The incidence of Dupuytren’s contac- 
ture in diabetic patients is three times greater than in 
nondiabetic individuals. This phenomenon occurs 
predominantly in males. Most cases require no therapy, 
but advanced forms may justify fasciectomy. 

If patients having palmar contractures are examined 
thoroughly, fibrotic changes in the corpora cavernosa of 
the penis producing a fibrous chordee often are found 
(Peyronie’s disease). Again the etiology is unknown, 
and it also is seen more commonly in diabetic patients 
than in nondiabetic persons. It has been suggested that 
both problems might have the same idiopathic etiology. 


For INSENSITIVE foot management 
we now offer: 

★ EXTRA DEPTH 
and the new "Thermolds" shoes 

★ Accomodative, impression molded 
inlays, for proper weight distribution, 
made of PLASTIZOTE or PELITE. 

★ Custom MOLDED footwear 

as required. 

★ Outside fitting in home or hospital. 

★ Also—Complete prescription service, 
including many special purpose shoes 

and shoes suitable for brace attachment. 

Store Hours 9:00 to 5:00 
except Thursday to 7:00 P.M. 

ZIMMERMANN’S SHOES 

227 W. Saratoga St., Balto., MD 21201 
(301) 685-3665 

Charles E. Brown, Certified Pedorthist 
Member, Prescription Footwear Association. 


DeWITT E.DeLA WTER MD 
Editor 



REISTERSTOWN 

FEDERAL 

SAVINGS 

BANK 


• FROM HOMEOWNERS. TO BUILDERS, TO COMMERCIAL 
DEVELOPERS —WE DO IT ALU 
CALL THE LOAN TEAM 

833-2226 


SPECIALIZING IN 

CONSTRUCTION 

LOANS 

“WE DO IT ALL” 


o. ■y. 




COMMERCIAL 


RESIDENTIAL 


DEVELOPMENT 


BALTIMORE COUNTY: 11817 Reisterstown Road • Reisterstown, Maryland 21136 • ( 301 ) 833-2226 
CARROLL COUNTY: 6415 Ridge Road • Eldersburg, Maryland 21784 • ( 301 ) 795-5000 


FSLIC 
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Meridian wants you to know 


Wfiat you should know about 
Meridian Healthcare services and 
facilities. 


Meridian Healthcare is Maryland's largest provider of long-term nursing care. We 
operate eighteen Meridian Nursing Centers throughout the state, including Meridian 
Multi-Medical, a unique nursing center with many sub-acute-care services. 

We offer rehabilitative services, such as occupational, physical and speech therapy, 
short-term, or "respite" care, as well as long-term residency in bright, modem 
surroundings. 

Meridian has prepared a referral information kit detailing our facilities and services. 
In it you will find a digest of our services and information on how you and your 
patients' families can take advantage of them. Each of our eighteen centers is 
profiled in a manner structured to aid you in helping your patients and families with 
selecting a nursing center. 

This kit is available without charge to physicians and hospital administrations. To 
obtain a copy for your office, please call or use the coupon below. 


21 West Road 

Baltimore, Maryland 21204 

301-296-1000 



MERIDIAN 



Meridian Healthcare 
21 West Road 
Baltimore, Maryland 21204 

Please send me Meridian Healthcare’s 
Physicians’ information and referral guide. 


Name_ 

Address_ 

Telephone_ 

Organization_ 

For hospitals and PAs with need for more than one information kit, please 
indicate the number of additional kits needed_. 
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A Medic Computer System Located 
Hundreds Of Unpaid Medical Bills. 



And Not By Accident 


It’s true. When a Medic Computer System replaced 
another in one large practice, it found thousands of dollars 
in bills never sent and insurance claims never filed. 

Medic can help solve your cash flow problems just 
as easily. Since each transaction has a unique number, 
payments are easy to track. Our Aged Accounts Receiv¬ 
able Report will list overdue accounts by any amount or 
time frame you choose. And our Aged Insurance Claims 
Report even calculates the number of days since a 
claim was filed. So you can act before a bill gets too large 
or a claim gets too old. 

Medic’s already at work in more than 2,000 prac- 
ticesfromcoasttocoast. And more than 6,000 physicians 
enjoy the security of a system backed by a $2.5 billion 
organization. PlusTexas Instruments hardware, a leader 
in expandability, compatibility and reliability. That makes 
Medic the system you can start with and stay with. 

So choose a system that will turn your bottom line 


around. Call Medic. The specialists in computer 
systems for America’s medical community. 


Texas 

Instruments 


[""please tell me how Medic Computer Systems can help my practice"] 

Name_i 

I Address_I 

City_State_Zip_ 

j Phone ( )_Number of physicians in practice_ j 

I Specialty_I 


l_. 


Medic Computer Systems 

8601 Six Forks Rd„ Suite 300, Raleigh NC 27615 


cor. 


medic 

computer systems 


8603 Six Forks Rd„ Suite 300, Raleigh, NC 27615,919-847-8102. In NC Call: 1-800-877-5678. Outside NC Call: 3-800-334-8534. 

Other Offices: Ann Arbor, Atlanta, Austin, Chicago, Cincinnati, Dallas, Denver, Ft. Lauderdale, Hartford, Houston, Jackson, Kansas City, Los Angeles, 
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Information for Authors 


Med-Chi members reading papers before 
organizations, are invited to submit their 
papers to the MMJ for consideration for pub¬ 
lications. 

The Maryland Medical Journal is the 
monthly publication of the Medical and 
Chirurgical Faculty of the State of Maryland. 
Its goals are educational and informative: the 
publishing of scientific articles and other 
technical information as well as editorials, 
special articles (evaluations, position papers, 
reviews of nonscientific subjects), member¬ 
ship news, notices of medical events, legisla¬ 
tive and governmental news, meetings, 
continuing education courses, and programs 
and policies of the Faculty. 

Manuscripts may be sent to Editor, MMJ, 
1211 Cathedral St., Baltimore, MD 21201. 
Articles are accepted for publication on the 
condition that they are contributed solely to 
this journal. Transmittal letters should desig¬ 
nate one author as correspondent and include 
his/her address and telephone number. 
Manuscripts are reviewed by the editor, 
editorial board members, and guest 
reviewers. The final decision is reserved for 
the Editor. 

Specifications 

Manuscripts must be original typed copy, 
double spaced throughout (including text, 
case reports, legends, tables, and references) 
with margins of at least one inch. Number 
pages consecutively. Please submit two addi¬ 
tional copies. 

Include in the manuscript the concise title, 
full name of the author (or authors) with 
highest degree, academic and professional tit¬ 


les, affiliations, and any institutional or other 
credits. 

An introductory synopsis/abstract of ap¬ 
proximately 100-150 words is required. 

Tables are to be typed on separate sheets of 
paper numbered, and have a brief descriptive 
title. The Editor reserves the right to edit 
tables. Be sure that statistics are consistent in 
both tables and text. 

References are limited to those citations 
noted in the text. References are to be typed 
double-spaced and numbered consecutively 
as they appear in text. They will be examined 
critically at the time of review and must be 
kept to a minimum. The number of referen¬ 
ces is generally limited to 20 in major con¬ 
tributions and fewer in shorter articles. 
Exceptions may be made if appropriate in the 
opinion of the reviewing editor. Personal 
communications and unpublished data 
should not be included. The following are 
necessary: names of all authors, complete 
title of article cited (lower case), name of jour¬ 
nal abbreviated according to Index Medicus, 
volume number, first and last page numbers, 
and year of publication. For more extensive 
information about preparing medical articles 
for publication, the editors suggest the Inter¬ 
national Committee on Medical Journal 
Editors: Uniform requirements for 
manuscripts submitted to biomedical jour¬ 
nals. The complete document is available in 
the June 1982 issue of the Annals of Internal 
Medicine. 

Illustrations are material that cannot be set 
in type. Photographic material must be sub¬ 
mitted as high-contrast, glossy prints. Draw¬ 
ings and graphs must be done professionally 


in india ink on high-grade white drawing 
paper. Omit illustrations that do not increase 
understanding of text, and limit them to a 
reasonable number. Four or fewer illustra¬ 
tions should be adequate for a manuscript of 
4 or 5 typed pages. Legends are to be typed on 
a separate sheet of paper. Type on a gummed 
label and affix to the back of each illustration: 
figure number, title of manuscript, name of 
senior author, and arrow indicating top. 
Legends for illustrations should be typed on a 
separate page with numbers corresponding to 
those on the photographs and drawings. Cost 
of printing color photographs must be borne 
by the author. 

Recognizable photos of patients are to be 
masked and should carry with them written 
permission for publication. 

Permissions. When material is reproduced 
from other sources, full credit must be given 
to both the author and publisher, and written 
permission from these sources must be in¬ 
cluded when the material is submitted. 

Copyright. Material published in the Jour¬ 
nal is protected by copyright and may not be 
reproduced without the written permission of 
both the author and the Journal. 

Editorial Responsibility 

Manuscripts are subject to editorial 
modification and such revisions necessary to 
bring them into conformity with Journal style. 

Galley proofs will be mailed to the prin¬ 
cipal author and, if not returned by the 
specified date, will be considered approved as 
typeset. 

Statements made or opinions expressed by 
any contributor is any article or feature 
published in the Journal are the sole respon¬ 
sibility of the author. 




Maryland Medical Journal Tentative Editorial Calendar -1989 


This is a tentative general listing of topics for 1989. Readers and authors are invited to contribute 
their articles, comments, and letters to the editor for any issue. All manuscripts are reviewed by the 
Editorial Board and accepted or rejected on their merits. Publication lead time is approximately 
three months; for example, for the February issue, copy should be submitted by November 1. 

Theme issues will include other unrelated articles; authors are encouraged to submit articles/com¬ 
ments/letters for any theme issue. Dedicated issues will deal with only one topic. MMJ will con¬ 
sider suggestions from readers for issues still open. 


January 

February 

March 

April 

May 

June 

July 

August 

September 

October 

November 

December 


Legislative Update (theme issue) 

Health Promotion and Disease Prevention in the Care of Older Adults (dedicated issue) 
open 

History of Bacteriology (to 1925) and Medical Microbiology (since 1925) in Maryland (theme issue) 
open 

International Health Activities in Maryland Institutions (dedicated issue) 
open 

Annual Reports (dedicated issue) 
open 

Genetics (dedicated issue) 
open 

Semiannual Meeting and Reports (theme issue) 
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STAT! 


Warning: Changing your liability insurance coverage may 
be hazardous to your financial health. 


Making a change in your professional liability insurance coverage without being fully in¬ 
formed could lead to disaster for your practice and financial ruin for your family. 

Med-Chi Agency is owned by Maryland physicians 
for the benefit of Maryland physicians and 
is committed to serving the needs of the medical profession in Maryland. 

We want you to be aware of the latest available information 
regarding your current liability insurance plan. 

Med-Chi Agency is available at any time 
to answer your questions about liability insurance options. 


Call us toll free 1-800-543-1262. 



MED-CHI AGENCY 


Your Concern About Liability Insurance Is Our Concern. 
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THE LOWER RESPIRATORY TRACT- 

More vulnerable to infection in smokers and older adults 



ceTOcior 


For respiratory tract infections due to susceptible strains of 


indicated organisms. 


Summary. 

Consult the package literature for prescribing 
information. 

Indication: Lower respiratory infections , including pneumonia, 
caused by Streptococcus pneumoniae, Haemophilus influenzae, and 
Streptococcus pyogenes (group A 0-hemolytic streptococci). 
Contraindication: Known allergy to cephalosporins. 

Warnings: CECLOR SHOULD 8E ADMINISTERED CAUTIOUSLY TO PENICILLIN- 
SENSITIVE PATIENTS PENICILLINS AND CEPHALOSPORINS SHOW PARTIAL CROSS¬ 
ALLERGENICITY POSSIBLE REACTIONS INCLUDE ANAPHYLAXIS 
Administer cautiously to allergic patients. 

Pseudomembranous colitis has been reported with virtually all 
broad-spectrum antibiotics. It must be considered in differential 
diagnosis of antibiotic-associated diarrhea. Colon flora is altered by 
broad-spectrum antibiotic treatment, possibly resulting in antibiotic- 
associated colitis, 

Precautions: 

• Discontinue Cedor in the event of allergic reactions to it 

• Prolonged use may result in overgrowth of nonsusceptible 
organisms. 

• Positive direct Coombs' tests have been reported during treatment 
with cephalosporins. 

• Ceclor should be administered with caution in the presence of 
markedly impaired renal function. Although dosage adjustments in 


moderate to severe renal impairment are usually not required, careful 
clinical observation and laboratory studies should be made 

• Broad-spectrum antibiotics should be prescribed with caution in 
individuals with a history of gastrointestinal disease, particularly 
colitis. 

• Safety and effectiveness have not been determined in pregnancy, 
lactation, and infants less than one month old. Ceclor penetrates 
mothers milk. Exercise caution in prescribing for these patients. 
Adverse Reactions: (percentage of patients) 

Therapy-related adverse reactions are uncommon. Those reported 
include: 

• Gastrointestinal (mostly diarrhea): 2.5%. 

• Symptoms of pseudomembranous colitis may appear either during 
or after antibiotic treatment 

• Hypersensitivity reactions (including morbilliform eruptions, 
pruritus, urticaria, and serum-sickness-like reactions that have 
included erythema multiforme (rarely, Stevens-Johnson syndrome] 
and toxic epidermal necrolysis or the above skin manifestations 
accompanied by arthritis/arthralgia, and frequently, fever): 1.5%: 
usually subside within a few days after cessation of therapy. Serum- 
sickness-like reactions have been reported more frequently in children 
than in adults and have usually occurred during or following a second 
course of therapy with Ceclor. No serious sequelae have been 
reported. Antihistamines and corticosteroids appear to enhance 
resolution of the syndrome. 


• Cases of anaphylaxis have been reported, half of which have 
occurred in patients with a history of penicillin allergy 

• As with some penicillins and some other cephalosporins, transient 
hepatitis and cholestatic jaundice have been reported rarely. 

• Rarely, reversible hyperactivity, nervousness, insomnia, confusion, 
hypertonia, dizziness, and somnolence have been reported. 

• Other eosinophilia, 2%, genital pruritus or vaginitis, less than 1%. 
and, rarely, thrombocytopenia. 

Abnormalities in laboratory results of uncertain etiology 

• Slight elevations in hepatic enzymes. 

• Transient fluctuations in leukocyte count (especially in infants and 
children). 

• Abnormal urinalysis: elevations in BUN or serum creatinine. 

• Positive direct Coombs' test. 

• False-positive tests for urinary glucose with Benedict's or Fehling's 

solution and Clinitest* tablets but not with Tes-Tape* (glucose 
enzymatic test strip, Lilly). kkiossli 

Additional information available from PV 2351 amp 

Eli Lilly and Company, Indianapolis, Indiana 46285 

Eli Lilly Industries, Inc 

Carolina, Puerto Rico 00630 


© 1988, ELI LILLY AND COMPANY CR-5012-B-849345 
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Doctors take Note 


University of Maryland School of Medicine 

CME Courses: For each course additional informa¬ 
tion may be obtained by contacting the Program of Con¬ 
tinuing Education, University of Maryland School of 
Medicine, Room 14-011, BRB, 655 W. Baltimore St., 
Baltimore, MD 21201 (301-328-3956). 


Dec 1-3 Eleventh National Trauma Symposium, Bal¬ 
timore Convention Center. Info: K. Unitas, MIEMSS 
301-328-2399. 

Dec 9 Diagnosis and Management of Osteoporosis, 
Marriott BWI Airport, Baltimore. Fee: $35; 4 AMA 
Cat I credits. 

Dec 14 Dean’s Conference #4: Anesthesiology, 
UMAB. Fee: $25; 6 AMA Cat I credits. 

Jan 19-20 Behavioral and Developmental Problems 
in the School-Age Child, Fee: $150; 11 AMA Cat I 
credits. 

Jan 25 Dean’s Conference #5: Psychiatry, UMAB. 
Fee: $25; 6 AMA Cat I credits. 

Feb 5-6 Cardiology at Wisp, Wisp Ski Resort, Deep 
Creek Lake, MD. POSTPONED 

Feb 23 Dean’s Conference #6: TBA, UMAB. Fee: 
$25. 

Mar 3-4 Third Symposium on Urologic Cancer and 
Surgery, Omni International Hotel, Baltimore. Fee: 
$175; 10 AMA Cat I credits. 

Mar 23 Dean’s Conference #7: Preventive and 
Family Medicine, UMAB. Fee: $25; 5.5 AMA Cat I 
credits. 

Apr 26 Dean’s Conference #8: Topics in Surgery, 

UMAB. Fee: $25; 5.5 AMA Cat I credits. 

Visiting Professor Program - Directory of speakers 
and topics available for area hospitals and other health 
care organizations. No administrative fee. Info: 301- 
328-3956. 

Visiting Practitioner Preceptorships - Opportunity 
for physicians to participate in clinical situations in the 
University of Maryland Medical Systems. Requires ap¬ 
proval from clinical department/division heads. Direct 
all inquiries to CME 301-328-3956. 

Departmental Rounds and Conferences - Weekly, 
hands-on and lecture presentation hosted by the 
University’s clinical departments. Hour-for-hour 
AMA Cat I credits available. Brochure available. 

Advanced Trauma Life Support Provider/Instructor 
Programs sponsored by University of 
Maryland/MIEMSS. Fee: $350-500; 16-22 CME Cat I 
credits. Info: Melody Nelson 301-328-2919. 

Dec 15-16 - Provider 


Miscellaneous Meetings 

Dec 2-3 Advances and Controversies in the Treat¬ 
ment of Health Professionals, sponsored by the Medi¬ 
cal Society of Virginia Physicians’ Health and 
Effectiveness Program, Williamsburg Hilton and Na¬ 
tional Conference Center. Info: J. Douglas 804-353- 
2721. 

Jan 21 Tenth Anniversary Conference: Daycare in 
the 90s: A Controversial Reality, sponsored by the 
Maryland Interdisciplinary Council for Children and 
Adolescents, held in the Ford Bldg of the Sheppard & 
Enoch Pratt Hospital from 9 a.m. to 12:30 p.m. (snow 
date is January 28). Registration requests: Dr. O.M. 
Taube, Program Chairperson, Greenspring Pediatric 
Associates, Sinai Hospital of Baltimore, 5105 Lanier 
Ave., Baltimore, MD 21215 (301-578-5800). 

Feb 3-5 Advanced Trauma Life Support Instructor 
Course, Washington, DC. American College of Sur¬ 
geons DC Committee on Trauma. Fee: $600; 26 Cat I 
credits. Info: D. Soto 202-784-2074. 

Mar 6-8 NIH Consensus Development Conference: 
Therapeutic Endoscopy and Bleeding Ulcers, Warren 
Grant Magnuson Clinical Center, NIH, Bethesda. 
CME credit offered. Info: Endoscopy, Office of Medi¬ 
cal Applications of Research, NIH, Bldg 1, Rm 216, 
9000 Rockville Pike, Bethesdsa, MD 20892. 

Apr 12-16 Third Annual Course in Critical Care 
Medicine, Center for Bio-Medical Communication in 
cooperation with Dept of Critical Care Medicine NIH, 
to be held at Crowne Plaza Hotel in Rockville, MD. 
Fee: $595 before Feb 1, $695 thereafter; reduced rates 
available to physicians-in-training and allied profes¬ 
sionals. Info: S. Lisanti, Center for Bio-Medical Com¬ 
munication, 491 Grand Ave, Englewood, NJ 07631 
(201-385-1808). 


The Johns Hopkins Medical Institutions 

All courses at the Turner Auditorium unless otherwise 
indicated. Sponsored Continued Education Activities 
for 1988-1989. Info: Office of Continuing Education, 
720 Rutland Ave., Turner Auditorium, Baltimore, MD 
21205 (301-955-5880). 

Dec 1-2 PHS Policy on the Humane Care and Use of 
Laboratory Animals, Stouffer Harborplace Hotel, 
cosponsored with NIH. 11.5 Cat I AMA credits. Info: 
J. Ryan 301-955-2959. 

Dec 5-7 Interventional Neuroradiology: Current 
Practices and Techniques. Fee: $550 physicians, $350 
technicians; 22.5 AMA Cat I credits. Info: C. Kearney 
301-955-2959. 

Dec 8-10 First Annual Wilmer Institute Current 
Concepts in Ophthalmology. Fee: $250, $200 (those in 
training); AMA Cat I credits. Info: D. Heydinger 301- 
955-2959. 
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Mar 6-8; Jun 19-21 An Advanced Pediatric Life Sup¬ 
port Course. Fee: $445; 20 AMA Cat I credits. Enroll¬ 
ment will be limited. Info: C. Goodell 301-955-2959. 

Apr 4-5 In Vitro Toxicology - New Directions. Fee: 
$250 before Mar 3, $300 thereafter; 14 AMA Cat I 
credits or 1.4 CEU. Info: C. Kearney 301-955-2959. 

30th Annual Postgraduate Institute for Pathologists 
in Clinical Cytopathology, solely for Board Certified (or 
qualified) pathologists as a subspecialty residency. 152 
AMA Cat I credits in two courses, both of which must 
be taken. 

Feb-Apr Home Study Course A - personal reading 
and microscopic study at own lab in preparation for 
Course B. 

Apr 24-May 5 In-residence Course B, lecture series, 
laboratory study, and clinical experience at The Johns 
Hopkins Medical Institutions, Baltimore. 

Loan slide set with texts (Course A) will be sent each 
participant within the US and Canada for home study 
during Feb-Apr preceding Course B in Baltimore, Apr 
25-May 5. Participants outside the US and Canada must 
make arrangements to study Course A before Course B. 
The entire course is given in English. 

Application and preregistration advised ASAP: 
preregistration must be completed before Mar 24,1989, 
unless by special arrangement. Info: J.K Frost MD, 604 
Pathology Bldg, The Johns Hopkins Hospital, Bal¬ 
timore, MD 21205 USA 

Ophthalmic Electrophysiology Technician Training 
Course (on-going 1-week course by appointment). The 
Wilmer Eye Institute, Baltimore. Info: C. Kearney. 

The Department of Radiology and Radiological 

Sciences offers several courses in abdominal and 
obstetrical ultrasound. Info: C. Jarvic 301-955-8450. 

Advanced Practicum in Ultrasound Dec 5-9. Fee: 
$460; 40 AMA Cat I credits. 

Visiting Physicians - offered throughout the year for 
experience in the lab and participation in read-in ses¬ 
sions; by appointment only. Fee: $460; 40 AMA CAt I 
credits. 

Johns Hopkins Medical Grand Rounds - Accredited 
audiovisual continuing education series of case discus¬ 
sion for clinicians; 30 topics/year in 5 bimonthly 
programs. Individual and group subscriptions; 40 
AMA Cat I credits. Info: 301-955-3988. 


( ARAFATE 

^^(sucralfate) Tablets 

BRIEF SUMMARY 

CONTRAINDICATIONS 

There are no known contraindications to the use of sucralfate. 

PRECAUTIONS 

Duodenal ulcer is a chronic, recurrent disease. While short-term treatment 
with sucralfate can result in complete healing of the ulcer, a successful course 
of treatment with sucralfate should not be expected to alter the post-healing 
frequency or severity of duodenal ulceration. 

Drug Interactions: Animal studies have shown that simultaneous admin¬ 
istration of CARAFATE (sucralfate) with tetracycline, phenytoin, digoxin, or 
cimetidine will result in a statistically significant reduction in the bioavailability 
of these agents. The bioavailability of these agents may be restored simply by 
separating the administration of these agents from that of CARAFATE by two 
hours. This interaction appears to be nonsystemic in origin, presumably result¬ 
ing from these agents being bound by CARAFATE in the gastrointestinal tract. 
The clinical significance of these animal studies is yet to be defined. However, 
because of the potential of CARAFATE to alter the absorption of some drugs 
from the gastrointestinal tract the separate administration of CARAFATE from 
that of other agents should be considered when alterations in bioavailability 
are felt to be critical for concomitantly administered drugs. 

Carcinogenesis, Mutagenesis, Impairment of Fertility: Chronic oral 
toxicity studies of 24 months' duration were conducted in mice and rats at 
doses up to 1 gm/kg (12 times the human dose). There was no evidence of 
drug-related tumorigenicity. A reproduction study in rats at doses up to 38 
times the human dose did not reveal any indication of fertility impairment. 
Mutagenicity studies were not conducted. 

Pregnancy: Teratogenic effects. Pregnancy Category B. Teratogenicity 
studies have been performed in mice, rats, and rabbits at doses up to 50 times 
the human dose and have revealed no evidence of harm to the fetus due to 
sucralfate. There are, however, no adequate and well-controlled studies in 
pregnant women. Because animal reproduction studies are not always pre¬ 
dictive of human response, this drug should be used during pregnancy only if 
clearly needed. 

Nursing Mothers: It is not known whether this drug is excreted in 
human milk. Because many drugs are excreted in human milk, caution should 
be exercised when sucralfate is administered to a nursing woman. 

Pediatric Use: Safety and effectiveness in children have not been 
established. 

ADVERSE REACTIONS 

Adverse reactions to sucralfate in clinical trials were minor and only rarely led 
to discontinuation of the drug. In studies involving over 2,500 patients treated 
with sucralfate, adverse effects were reported in 121 (4.7%). 

Constipation was the most frequent complaint (2.2%). Other adverse effects, 
reported in no more than one of every 350 patients, were diarrhea, nausea, 
gastric discomfort, indigestion, dry mouth, rash, pruritus, back pain, dizziness, 
sleepiness, and vertigo. 

OVERDOSAGE 

There is no experience in humans with overdosage. Acute oral toxicity studies 
in animals, however, using doses up to 12 gm/kg body weight, could not find a 
lethal dose. Risks associated with overdosage should, therefore, be minimal. 

DOSAGE AND ADMINISTRATION 

The recommended adult oral dosage for duodenal ulcer is 1 gm four times a 
day on an empty stomach. 

Antacids may be prescribed as needed for relief of pain but should not be 
taken within one-half hour before or after sucralfate. 

While healing with sucralfate may occur during the first week or two, 
treatment should be continued for 4 to 8 weeks unless healing has been 
demonstrated by x-ray or endoscopic examination. 

HOW SUPPLIED 

CARAFATE (sucralfate) 1-gm tablets are supplied in bottles of 100 (NDC 
0088-1712-47) and in Unit Dose Identification Paks of 100 (NDC 0088-1712-49). 
Light pink scored oblong tablets are embossed with CARAFATE on one side 
and 1712 bracketed by C's on the other. Issued 1/87 


Reference: 

1. Eliakim R, Ophir M, Rachmilewitz D: J Clin Gastroenterol 1987;9(4):395-399. 
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Carafate for the 
ulcer-prone NSAID patient 


Aspirin and other nonsteroidal anti-inflammatory drugs weaken 

mucosal defenses, which may lead NSAID users to become 

prone to duodenal ulcers. 1 For those NSAID 1 / users who do 

develop duodenal ulcers, CARAFATE® (sucralfate/Marion) is ideal first-line 


therapy. Carafate rebuilds mucosal 



defenses through a unique. 


nonsystemic mode of action. Carafate enhances the body's natural healing 
ability while it protects damaged mucosa from further injury. So the next time 
you see an arthritis patient with a duodenal ulcer, prescribe nonsystemic 
Carafate: __ therapy for the ulcer-prone patient. 



CAFAD276 


Please see brief summary of prescribing information, and reference on adjacent page. 
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ARMY RESERVE 


MEDICAL PROFILE NO.7 



Soldier being examined for effects of high-altitude cerebral edema. 


ALLAN J. HAMILTON, M.D. 

Neurosurgical Resident and Research Fellow, 

Massachusetts General Hospital, Boston, Massachusetts. 
Captain, U.S. Army Reserve. 

EDUCATION Ithaca College, B.A. (Magna Cum Laude); 
Hamilton College (Pre-med); Harvard Medical School. 

RESIDENCY General Surgical Internship. Neurosurgical 
Residency, Massachusetts General Hospital. 

CONTINUING EDUCATION Neurology and Neuro¬ 
surgery Research Fellowship Training, National Institutes 
of Health. 

OUTSTANDING ACHIEVEMENTS Olsen Memorial 

Fellowship, National Masonic Medical Research Foundation; 
Albert Schweitzer Fellowship, International Albert Schweitzer 
Foundation; Harvard Medical School Cabot Prize for Best 
Senior Thesis; recently published article, “Who Shall Live 
and Who Shall Die” in Newsweek Magazine. 


%%The work I m doing in the Army Reserve fits 
perfectly with my academic research interests in civilian 
life. The Army is very concerned with the effects of 
high-altitude cerebral edema, which is a mirror model 
of cerebral hypoxia, something I deal with every day 
in our neurosurgical intensive care unit. I couldn’t ask 
for a smoother transition. And that’s true for a lot of 
Reserve physicians. All we really do is change our clothes, 
not our mindset. 

“Some of the projects the Army is undertaking 
are on the cutting edge of research. For example, I’m 
currently involved in developing for the Army a proto¬ 
type of a non-invasive intracranial pressure-monitoring 
device that we hope will allow us to measure pressure 
changes as the brain swells—without drilling holes 
in the skull. If we can get our design to work, such a 
device could revolutionize high-altitude medicine as well 
as civilian neurosurgical care. 

“The quality of medicine and the caliber of people 
I’ve been associated with in the Army Reserve are, 
without question, equal to civilian hospitals. In fact, I’m 
giving serious consideration to applying for an active 
duty academic position in Army Medicine when my 
residency ends at Massachusetts General. ## 

Find out more about the medical opportunities 
in the Army Reserve. Call toll free 1-800-USA-ARMY. 

ARMY RESERVE MEDICINE. 
BE ALLYOU CAN BE. 











Adolescence Today: Tough Times 


A dolescence is considered to be a relatively healthy 
period during the life span of man. Mortality rates 
in the early teens are quite low, but from mid-teens on, 
there is an abrupt rise that continues into the twenties. 
Morbidity rates are more complicated to determine be¬ 
cause they depend on how the term is defined during 
adolescence. If obesity, developing arteriosclerosis, and 
asthma are included in morbidity data, there is sig¬ 
nificant morbidity during the teens. 

Although adolescence, when compared to adulthood, 
is relatively disease free (except for sexually transmitted 
disease), much of the current adolescent morbidity in 
the United States is related to or caused by risk-taking 
behavior. This is particularly true of unintentional in¬ 
juries and the consequences of sexual behavior. 

Experimental behavior (risk-taking behavior) 
characterizes adolescent development. Some scholars 
consider risk taking essential to the normal psychoso¬ 
cial development of the adolescent. Examples of the 
results of risk-taking behavior may be found in motor 
and recreational vehicle accidents, homicides, suicides, 
pregnancies, sexually transmitted diseases, eating disor¬ 
ders, and in alcohol and substance abuse. Transient ex¬ 
perimentation with drugs, sex, diets, and new ideas is a 
normal activity with teenagers. However, excesses or 
complications of this behavior, such as pregnancy or 
compulsive drug use, are counterproductive to normal 
development, and this negative behavior may impact 
significantly adolescents’ future development and 
career. 

Because of space constraints, this issue of MMJ cannot 
address all aspects of adolescent morbidity and mor¬ 
tality. Therefore, we highlight topics of most common 
concern for those caring for teenagers. It should be ap¬ 


parent from the contents that the psychosocial and be¬ 
havioral aspects of development during adolescent are 
important and overriding issues in adolescent morbidity 
and mortality. This emphasis has led to the old joke that 
describes a physician interested in adolescent medicine 
as a psychiatrist who performs pelvics. While this is true 
to some degree, adolescents’ medical needs are much 
broader, and physicians must actively seek to provide 
care for them. Adolescents are still a vastly underserved 
group with great needs. 

Providing care to teenagers can be very rewarding on 
both personal and public health levels. The real impact 
of preventing any single sexually transmitted disease, 
pregnancy, drug or alcohol abuse, unintentional 
automotive death, homicide, or suicide becomes most 
obvious by monitoring their incidences and prevalences 
in the population as a whole. A physically and emotion¬ 
ally healthy adolescent population certainly should be a 
primary objective for all who care for them. On the 
other hand, most clinicians who care for teenagers find 
the greatest professional reward in helping any single 
adolescent to grow and develop from a healthy child into 
a healthy adult. While the transition is sometimes rocky, 
the end result is wonderful. 

CA THERINE DeANGELIS MD 
Professor of Pediatrics 
Director, Division of General Pediatrics and 
Adolescent Medicine 
Johns Hopkins School of Medicine 

FELIX IiEALDMD 
Professor of Pediatrics 
Director, Division of Adolescent Medicine 
University of Maryland School of Medicine 
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Anorexia Nervosa: A Review 


JAMES C. HARRIS MD and ALAIN JOEFE MD 

Anorexia nervosa is a relatively common problem affecting primarily white adolescent girls. It 
is manifested by deliberate, profound weight loss induced or maintained by patients who have un¬ 
usual attitudes toward eating. The term is a misnomer because anorexia (loss of appetite) is rare 
until emaciation occurs. Despite advances in understanding anorexia and multidisciplinary treat¬ 
ments, this syndrome still is associated with significant long-term morbidity and mortality. 


P robably the earliest report of anorexia is from 1689 
when Richard Morton provided this description: 

Mr. Dukes’ daughter in S. Mary Axe, in the 
year 1684, in the 18th year of her age, in the 
month of July, fell ill in a total suppression of 
her monthly courses from a multitude of 
cares and passions of her mind. From which 
time her appetite began to abate, and her 
digestion to be bad; her flesh also became 
flaccid and loose and her looks pale without 
other symptoms of universal consumption. 

I do not remember that I did ever in all my 
practice see one, that was conversant with the 
living, so much wasted with the greatest de- 
ree of consumption, yet there was no fever 
ut on the contrary a coldness of the body; 
no cough or difficulty breathing nor an ap¬ 
pearance of any other distemper of the lungs, 
or any other entrail; no looseness nor other 
signs of colliquation. Only her appetite was 
diminished and her digestion uneasy with 
fainting fits which did frequently return upon 
her. 

The English term for the illness is anorexia nervosa, 
and the German term is pubertatesmagersucht, which 
literally means "adolescent pursuit of thinness." It is this 
pursuit of thinness through dieting that distinguishes 
anorexia nervosa from other illnesses associated with 
weight loss. The term "anorexia" really is not correct, 
since loss of appetite rarely is seen until the patient be¬ 
comes very emaciated. When continuous control over 
food intake is not possible, binge eating followed by 
vomiting may be used to lose weight. Laxatives and 
diuretics abused for similar reasons may lead to serious 
medical complications if serum potassium levels are 
lowered, placing the patient at risk for cardiac arrhyth¬ 
mia. Chronic hypokalemia may produce renal tubular 
damage, and persistent vomiting may lead to dental 
problems. The presentation commonly is related to 
weight loss, although symptoms of hypothermia, de¬ 
pendent edema, bradycardia, and hypotension are com¬ 
mon (Table). 


From the Johns Hopkins School of Medicine. Dr. Harris is Associate 
professor in the Departments of Psychiatry and of Pediatrics, and is 
Director of Child Psychiatry Education. Dr. Joffe is Associate Profes¬ 
sor in the Department of Pediatrics and Director of Adolescent 
Medicine. 


An intense fear of gaining weight and becoming 
obese, a fear that persists even in the face of increasing 
cachexia, contributes to the characteristic disinterest 
and even resistance to treatment. Despite considerable 
weight loss, the patient describes a sensation of feeling 
fat after eating. Particularly in adolescents, there is a dis¬ 
turbance of body image and lack of awareness of the de¬ 
gree of thinness. The degree of body image distortion is 
related to the outcome; the greater the distortion in body 
image the more difficult it is to enlist the patient’s 
cooperation in treatment. The initial referral in girls 
may be for amenorrhea, which may occur before the 
onset of a major loss in weight. 

Epidemiology 

Anorexia nervosa is primarily a disorder of females. 
The ratio of males in an anorexic population varies from 
4 percent to 6 percent. One severe case in every 200 
school girls between the age of 12 and 18 in English 
boarding schools has been reported. Almost all cases 
occur in Caucasians although there are a few reported 
cases in blacks and Hispanics. 

The onset of the disorder is ordinarily between ages 
10 and 30 years, although younger patients have been 
reported. Eighty-five percent develop the illness be¬ 
tween ages 13 and 20 years. Although rare in the 
retarded, there are occasional case reports. There is in¬ 
direct evidence of an increase in prevalence of anorexia 
nervosa in the general population over the past few 
decades. 


Etiology 

A variety of hypotheses have been invoked to explain 
the characteristic manifestations of anorexia. The 
syndrome probably has multifactorial origins with a 
reciprocal interplay between the forces outlined below. 

A significant sociocultural trend that emphasizes 
thinness both as an idealized body type and as an ex¬ 
ample of self-control has accelerated in the last several 
decades. Directed most at those in the upper 
socioeconomic strata, it explains some of the charac¬ 
teristic demographics associated with this syndrome. In 
addition, adolescents (who are normally preoccupied 
with their changing bodies) are particularly vulnerable 
to stereotypes about the correct body shape. 
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Psychosocial factors center on the adolescent’s nor¬ 
mal developmental desire for independence within the 
context of a close-knit family that has trouble express¬ 
ing emotion, denies family conflict, and is ambivalent 
about the separation of their daughter. The ability of the 
adolescent to separate from parents requires a sense of 
personal autonomy, something probably lacking in an 
adolescent who has grown up responding only to the 
needs and desires of others. Unable to express the desire 
for separation and ill-prepared to face the demands of 
the more complex social world of adolescence, the 
patient expresses self-control and achieves a sense of 
identity by control over appetite and body weight. Ad¬ 
ditional evidence for this factor stems from the sig¬ 
nificant degree of depression found in 30 to 60 percent 
of women with anorexia nervosa. 

A biologic basis for illness is suggested by the in¬ 
creased rate of affective disorders detected in the first- 
degree relatives of patients with anorexia compared to 
families lacking a history of eating disorders. Converse¬ 
ly, relatives of patients with affective disorders do not 
have an increased risk for eating disorders. Further¬ 
more, there is a high rate of concordance for anorexia in 
monozygotic as opposed to dyzogotic female twin pairs. 

Other lines of evidence suggesting a biologic role in¬ 
clude hormonal alterations not typically seen in starva¬ 
tion, abnormalities in cerebrospinal fluid 
neurotransmitters, and disturbances of sleep patterns 
detected during EEG recordings. Such evidence is often 
difficult to analyze in terms of whether the effects are 
primary or secondary to the illness. The validity of 
laboratory tests such as the dexamethasone suppression 
test and the thyrothropin-releasing hormone test is not 
yet established in anorexia. Animal studies involving 
control of appetite centers in the brain as well as set- 
point theories regarding body weight also point to a 
biologic component. 

Clinical Course 

The presentation typically begins with concerns about 
mild obesity followed by negative attitudes toward 
eating. Despite weight loss, and in contrast to ordinary 
starvation, patients are usually alert and cheerful. In ad¬ 
dition, they may be overactive and engage in strenuous 
exercise, often in a specific effort to lose weight. 

From the beginning of the illness, certain behavior 
relating to food is seen, including gorging, induced 
vomiting, and secretly hoarding food around the home. 
Amenorrhea may begin before, with, or after the distur¬ 
bance in appetite begins. 

The course varies from spontaneous recovery without 
treatment, to recovery after a single episode following a 
variety of treatments, to a fluctuating course of weight 


gain with a series of relapses and, less commonly, a 
deteriorating course resulting in death due to complica¬ 
tions of illness or starvation. The mortality rates at four- 
year follow-up have been reported in the range of 5 
percent, however it is likely that mortality rates are 
decreasing with earlier diagnosis and referral. 

The best indicator of good outcome is an early age of 
onset; poor prognostic factors are late age of onset and 
recurrent hospitalization. The primary impairments 


Table. Physical Finding and Laboratory 
Abnormalities in Patients with Anorexia Nervosa 

Physical -- 

Vital signs Bradycardia, hypothermia, hypotension 

Lanugo hair; loss of subcutaneous fat; yellow, dry 
and/or desquamating skin; scalp and genital hair 
loss; increased hair color pigmentation 
Extremities Edema, cyanosis, mottling, cold temperature 

Genital Dry, thin vaginal mucosa; small cervix and uterus 

Musculoskeletal Weakness, loss of muscle mass 

Laboratory abnormalities - 

Neuroendocrine Decreased FSH and LH with immature secretory 
pattern, increased growth hormone, T3 low, 
reverse" T3 elevated growth hormone may be 
elevated, erratic vasoporessin secretion, elevated 
serum cortisol, decreased estrogen and testosterone 
Renal Elevated BUN if dehydrated, decreased 

glomerular filtration rate 

Hematologic Leukopenia, thrombocytopenia, anemia late, 

decreased transferrin 

Metabolic Hypoglycemia; elevated cholesterol (early), 

decreased (late); hypercarotenemia; elevated 
sweat chloride 

Electrocardiogram Bradycardia, low voltage 
Radiographic Decreased cardiac silhouette, osteoporosis 

If the patient also is vomiting or using laxatives or diuretics to main¬ 
tain weight loss, physical findings and laboratory abnormalities seen in 
bulimia may also be present. These include: 

Physical- 

Oral Parotid gland hypertrophy, dental caries, pyorrhea, 

dental enamel erosion 

Skin Ulcerations, callouses, scars on dorsum of hand 

Neuromuscular Muscle weakness, hyporeflexia, peripheral 
neuropathy 
Cardiac Arrythmias 

GI Abdominal distension, ileus, acute gastric dilata¬ 

tion, esophageal tears 
Pulmonary Pneumomediastinum 

Laboratory abnormalities- 

Elevated serum bicarbonate (metabolic alkalosis 
secondary to vomiting) 

Hypokalemia, hpochloremia, hyponatremia 
Hyperamylasemia 

Metabolic acidosis (with laxative use) 

Hypo or hypercalcemia; hypomagnesemia 
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are the need for hospitalization and the effects of the dis¬ 
order on peer relationships. 

Bulimia (excessive hunger) is present in about half of 
anorexia nervosa patients. It is differentiated diagnos¬ 
tically in that bulimic patients maintain their weight 
within a normal range despite large fluctuations of 
weight within that range. Currently, it is suggested that 
anorexic patients with bulimia are a subgroup among 
patients with this disorder. In this population, self-in¬ 
duced vomiting, laxative abuse, and diuretic abuse are 
more prevalent. Increased evidence of impulsive be¬ 
havior, alcohol and street drug abuse, suicide, and steal¬ 
ing also might be present in bulimia. 

The DSM. IIIR diagnostic criteria are (1) refusal to 
maintain body weight over a minimum normal rate for 
age and height, for example, weight loss leading to main¬ 
tenance of body weight 15 percent below that expected 
or failure to make expected weight gain during a period 
of growth, leading to a body weight 15 percent below 
that expected for age; (2) intense fear of gaining weight 
or becoming fat, even though underweight; (3) distur¬ 
bance in the way body weight, size, or shape is perceived, 
for example, the patient claims to feel fat even when 
emaciated and believes one area of the body is "too fat"; 
and (4) in females, the absence of at least three consecu¬ 
tive menstrual cycles, at times when they are expected to 
occur (primary or secondary amenorrhea). 

Differential Diagnosis 

Careful attention to the DSM.IIIR criteria and a care¬ 
ful history and physical examination will exclude most 
other causes of weight loss. Malignancy should be ac- 
companied by other symptoms or abnormal 
hematologic parameters. Inflammatory bowel disease, 
especially before the onset of classic gastrointestinal 
symptoms, may present with anorexia, amenorrhea, and 
weight loss. However, these patients will not have an al¬ 
tered body image and may well have an elevated 
erythrocyte sedimentation rate or stools positive for oc¬ 
cult blood. Given that patients with anorexia can be¬ 
come hypothyroid, hyperthyroidism as the cause of weight 
loss should be differentiated easily. Other metabolic dis¬ 
eases can be excluded by measurement of serum 
electrolytes, renal and liver functions, and blood glucose. 
Central nervous system pathology is suggested by the 
presence of severe headaches, papilledema, or visual 
field changes. 

Anorexia nervosa also must be differentiated from 
depressive disorders. Depressed teenagers do not be¬ 
come preoccupied with the caloric content of food, and 
they do not show food preoccupations, excessively col¬ 
lect recipes, or spend inordinate amounts of time 
preparing food. Depressed adolescents actually do have 
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a decreased appetite. However, some adolescents may 
have both diagnoses. 

In a somatization disorder, weight loss and vomiting 
can occur, but the weight loss tends not to be as severe, 
the patient is not preoccupied with losing weight, and 
amenorrhea is seldom a consistent finding. In 
schizophrenia, there maybe delusions about food, but the 
focus is not on caloric content of food. Schizophrenic 
patients are not preoccupied with becoming obese and 
do not demonstrate the hyperactivity often seen in 
anorexia nervosa. Rarely do both of these diagnoses 
occur. 


Assessment 

Interviews should be conducted with both the adoles¬ 
cent and family members since the anorexic patient may 
deny the characteristics of the disorder. In some instan¬ 
ces, a diagnostic admission is necessary to make inde¬ 
pendent observations and clarify the diagnosis. Family 
history should be gathered regarding eating disorders 
and depression. Assessment includes how parents 
manage dieting and weight loss. The function of the 
symptom within family relationships is evaluated. 
Previous treatment must be considered, and a com¬ 
prehensive physical examination must be conducted. 

Psychological evaluation must be carried out to deter¬ 
mine both educational ability and intelligence level, 
since many affected young persons are unrealistic in 
their own expectations of school performance and have 
been overachievers in the earlier years of school. 

Mental status examination should specifically address 
the questions regarding diagnostic criteria for the disor¬ 
der as well the patient’s attitudes toward other family 
members, responses to siblings’ and parents’ behaviors 
and conflicts, social or sexual fears, and peer relation¬ 
ships. Specific questions about depressive symptoms 
and sleep disturbances need to be asked. 


Treatment 

Rigorous long-term, double-blinded studies of care¬ 
fully defined patient populations and treatments are 
scarce. Given the likely multifactorial etiology of the 
disorder, a multidisciplinary approach to treatment is 
prudent. These therapies involve attention to individual 
patient psychodynamics (insight-oriented therapy), 
family functioning (family therapy), eating behaviors 
and their meaning for the patient (behavior modifica¬ 
tion), and recognition and gradual reversal of biochemi¬ 
cal, nutritional, and metabolic abnormalities 
(nutritional therapy). 





An important element of treatment is to reassure the 
patient that she will not gain an excessive amount of 
weight. This likely will mean a compromise between 
what the patient accepts and what the physician desires 
and will require careful nurturing of the trusting 
relationship that must exist between the clinician and 
patient. 


A critical aspect of therapy is the decision whether to 
manage the patient on an outpatient basis. Findings in¬ 
dicating need for hospitalization include evidence of 
hypovolemia (low systolic blood pressure), electrolyte 
imbalance (hypokalemia, hypomagnesemia, hypophos¬ 
phatemia), hypothermia, uncompensated metabolic 
acidosis or alkalosis, weight loss to 30 to 40 percent 
below initial or normal levels, edema or congestive heart 
failure, suidical ideation or severe depression, psychosis, 
and/or an uncertain diagnosis. Those who fail out¬ 
patient management or whose families are unwilling or 
unable to participate in therapy also should be hospital¬ 
ized. 

Adolescents with this disorder tend to be unwilling or 
reluctant to accept treatment. Symptoms such as sleep 
disorder, depression, and the frustration about obsessive 
thoughts regarding food and body weight that interfere 
with ongoing life goals must be addressed. Additional¬ 
ly, reestablishing peer relationships might be an impor¬ 
tant issue. Parent support for the treatment plan is essential. 

'Hie first step is to restore nutritional status. With 
weight gain, changes in mood (particularly decreased ir¬ 
ritability and depression), less preoccupation with food, 
and an improvement in the sleep difficulty usually occur. 
Restoring weight generally requires a structured en¬ 
vironment, often in a hospital. Outpatient treatment 
can be considered in the following circumstances: early 
age of onset, symptoms present for less than four 
months, lack of vomiting or binge eating, and coopera¬ 
tive parents who can establish an appropriate structure 
at home and actively participate in family therapy. 

Both outpatient and inpatient management are im¬ 
portant to discuss with the family on initial visits since 
inpatient treatment may be needed. In regard to medi¬ 
cal management, the more severely ill patients require 
daily monitoring of their weight, fluid intake, caloric in¬ 
take, and fluid output. The vomiting patient needs fre¬ 
quent assessment for serum electrolytes. In some 
instances, food supplements might be required to 
provide adequate calories. Refeeding edema might 
occur if food intake is increased too rapidly. One ap¬ 
proach is to provide a daily caloric intake to maintain 
admission weight plus an additional 50 percent for in¬ 
creased activity. Thereafter, caloric intake can be in¬ 


creased gradually to assure weight gain. Meals may be 
divided into six equal feedings to avoid ingestions of 
large amounts of food at one time. Ideally, the entire 
family will participate. In some cases, family therapy is 
indicated, and in other instances, separate parent- 
patient or sibling-patient sessions may be required. 

A baseline observational period of several days in the 
hospital is helpful in developing a behavioral manage¬ 
ment program to complement the medical rehabilita¬ 
tion and nutritional approach. Positive reinforcement, 
making physical activity contingent on weight gain, and 
participation in hospital programming should be en¬ 
couraged. Behavioral approaches also can be used to 
address vomiting by making the patient responsible for 
cleaning up following vomiting and using a commode in 
the room. Regular bathroom privileges can be resumed 
subsequently. Other contingencies include remaining 
with other patients for two hours after eating. 

Individual treatment approaches initially are focused 
on the present rather than on past experiences. They 
should address the patient’s awareness of her behavior, 
the effect it has on maintaining her illness, and specifi¬ 
cally emphasize her responsibility for her own feelings 
and emotional states. Cognitive themes address fear of 
failure, anxieties about becoming independent from the 
family, and acknowledging age-appropriate respon¬ 
sibilities. Considerable time is needed to deal with the 
denial of the illness and to help the adolescent become 
aware of her need to control the environment through 
maladaptive behavior. In individual therapy, anxiety 
and preoccupation with weight will persist as weight is 
gained, requiring continued outpatient treatment. Out¬ 
patient management includes a behavioral contract, 
personal treatment for the patient, and family treat¬ 
ment. Weekly weights are recorded; if weight falls below 
the agreed on level, removal from sports and physical 
education activities at school may be necessary. 

Recent evidence, based on small numbers of patients 
followed for relatively short periods of time, suggests 
that drug therapy might be useful in certain patients with 
anorexia. Use of drugs such as amitriptyline and 
cyproheptidine may improve some aspects of the disor¬ 
der. Metoclopramide to facilitate gastric emptying can 
relieve some symptoms, but its efficacy when used on a 
long-term basis is unproved. Still uncertain is the rela¬ 
tive contribution of each of these modalities to ultimate 
outcome. 

Prognosis 

Despite advances in the understanding of anorexia, 
the emergence of a multidisciplinary treatment 
modality, and current research on optimum treatment 
strategies (including drug treatment), this syndrome is 
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Some food for thought. . . 

There’s much more to reducing nutritional risk factors than 
giving your patient a pep talk and a printed diet. 

Now you can refer your high-risk patients for excellent pro¬ 
fessional nutritional guidance and support. 

To refer patients or for more information call: 

Janet L. Kasper, M.M.Sc., R.D., L.D. 
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(301) 521-5488 
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George Washington University’s Master of Public 
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entering a new era in medicine — an era in which 
skills in epidemiology-preventive medicine, 
administrative medicine, and occupational - 
environmental health are important for profes¬ 
sional development. Set at the crossroads of 
academic clinical medicine, a major university, 
and the public health community of Washington, 
the program offers part- and full-time programs 
with weekday evening and Saturday 
morning classes. 

For more information, write or call 
GWU-MPH Program, 2300 Eye Street NW, 
PO Box 32, Washington, DC 20037; 

(202) 994-2807. 


still associated with significant long-term morbidity and 
mortality. Mortality figures range from 2 to 5 percent 
to a high of 18 percent. Death may result from suicide, 
starvation, electrolyte imbalance, infection, gastrointes¬ 
tinal catastrophe, and cardiac insufficiency. Abuse of 
laxatives, diuretics, or other medications can also lead to 
fatal complications. 

Statistics regarding long-term morbidity are more dif¬ 
ficult to assess, since the degree of morbidity is in¬ 
fluenced by the number and types of outcomes 
measured, for example, weight gain, social adjustment, 
employment, and persistence of abnormal eating be¬ 
haviors. Two reviews-of-outcome studies suggest that 
one-third to one-half of patients recover completely and 
that at least one-third continue to have some difficulties 
with eating behaviors. Fifty percent or more of patients 
had difficulties in areas of social adjustment not related 
to eating or weight. 

Factors predictive of treatment outcome remain 
elusive. Some suggest that early onset disease and short 
interval between diagnosis and treatment are favorable 
indicators, but not all authors concur. Those patients 
who have both anorexia and bulimia nervosa appear to 
do more poorly. Much more remains to be learned 
about predictors of ultimate prognosis. 
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Evaluating the Sexually Active Adolescent: 
Identification of Behavioral and Biologic Risk Factors 


CHRISTINA SEIFERTMcLEANMD and MYCHELLE FARMER MD 

Sexual experimentation is very common during adolescence and often leads to sexually trans- 
mited diseases. Given the increasing numbers of adolescents with human immunodeficiency virus 
(HIV) infection, it is critical that physicians understand and address risk behaviors. Physicians 
need to be familiar with the behavioral and biologic factors that place adolescents at risk for sexual¬ 
ly transmitted diseases (STD). Physicians also need to become competent in counseling adoles¬ 
cents about sexuality and HIV. 


S exually transmitted diseases have long been a con¬ 
cern of physicians who care for adolescents. Many 
adolescents experiment with sexual relations, 1 despite 
multiple efforts to postpone sexual involvement. 2 By 
age 18, about 50 percent of adolescents in the United 
States have begun sexual intercourse. 3 The sequelae of 
early sexual experimentation are multiple and complex, 
but the most tangible of these include unwanted preg¬ 
nancy and STD. 

Adolescents engaging in sexual relations are at ex¬ 
tremely high risk for contracting STD. Nationwide 
reports indicate that two-thirds of reported gonorrhea 
cases occur in populations under 25 years of age, 4 and 
chlamydial infections are far more prevalent in adoles¬ 
cent than in adult populations. 5 Complications of STD 
are also more common in adolescents, for example, one 
of every eight sexually active female adolescents 
develops pelvic inflammatory disease while adult 
women have only a one in eighty chance of developing 
the same syndrome. 6 

Adolescents’ high risk of acquiring sexually trans¬ 
mitted diseases is both biologic and behavioral (Table 
1). Adolescence is a time of great psychological and so¬ 
cial change. Teenagers who begin experimenting with 
sexual relations may deny that they are at risk for con¬ 
tracting STD; they may believe they are invulnerable to 
such infections and thus may not initiate safer sex prac¬ 
tices. 

During adolescence, intimate relationships may be 
short-lived. Sorenson’s study of adolescent sexual be¬ 
havior revealed an adolescent tendency to engage in a 
practice called "serial monogamy." 7 This pattern of be¬ 
havior has been noted in roughly half the female adoles- 
cents surveyed by Sorenson. Serial monogamy 
describes a pattern of behavior in which an adolescent 
will have one partner at a time, yet will have a rapid turn¬ 
over in these relationships. While emotional attach¬ 
ment in these short-lived relationships may be quite 
strong, this type of behavior carries similar health risks 
experienced by those who have multiple concurrent sex 
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partners. Both these groups have much higher rates of 
STD than do those individuals who have long-lasting 
monogamous relationships. 

One previous study hypothesized that sexually active 
adolescents represent a core group with high rates of 
STD acquisition. 8 One reason for this may be their in¬ 
ability to access medical care following the onset of 
symptoms of STD. Many adolescents delay seeking 
health care because they are unaware of the symptoms 
associated with STD, while others may hesitate to con¬ 
tact a health professional because of inexperience seek¬ 
ing medical evaluation without the aid of a parent. Still 
others are unaware that confidential services are avail¬ 
able. They may fear an evaluation for STD cannot be ob¬ 
tained without parental permission. 9 

Multiple studies have shown the benefits of prevent¬ 
ing sexually transmitted diseases through the use of con- 
doms. ’ Vaginal spermicides contain nonoxynol-9. 
an agent that is both bactericidal and virucidal. 12 ’ 1 
Thus, sexually active adolescents could reduce their risk 
of contracting infections if they correctly and consistent¬ 
ly used these barriers. However, condoms are not fre¬ 
quently used as a contraceptive by adolescents. 1 Many 
adolescents are unaware of the condom’s effectiveness 
as a barrier to the transmission of serious infections such 
as HIV. 14 Clearly, this demonstrates the need to edu¬ 
cate our sexually active youth about the benefits of con¬ 
dom use and to make condoms more available to 
youthful populations. 

While the behavioral reasons for adolescents’ in¬ 
creased risk of STD are quite compelling, there are sig¬ 
nificant biologic reasons for the high rates of STD. The 
female cervix is the target for many STD including 
gonorrhea, Chlamydia trachomatis , herpes simplex virus, 


Table 1. Risk Factors Associated with High Rates of 
Sexually Transmitted Diseases in Sexually Adolescents 

Denial 

Adolescent invulnerability 

Multiple sex partners (serial monagamy) 

Delay in seeking health care 

[nability to recognize and comprehend symptoms of STD 
Poor access to barrier methods 
Failure to use barrier contraceptives when available 
Fear of the health care facility and examination 
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and the human papillomavirus. Microbiologic analyses 
reveal that the cervix, in a pubertal adolescent, has a high 
proportion of columnar epithelium exposed beyond the 
os of the cervix. As the female gets older, the columnar 
epithelium gradually recedes into the os. This process 
continues throughout adulthood. 15 

The extrusion of the cervical columnar epithelium 
(ectropion), in the absence of a cervical discharge, is 
considered a normal finding. Certain conditions, such 
as use of oral contraceptives, may cause an increase of 
ectropion. 5 

Exposed columnar epithelium increases a female’s 
risk of contracting STD such as chlamydia, because 
such organisms preferentially infect the columnar 
epithelium. Thus, in those patients having ectopy, sig¬ 
nificantly higher rates of chlamydia cervicitis are 
reported. It is not yet known if ectopy in adolescent 
females predisposes them to HIV infection. 

Adolescents’ failure to recognize signs and symptoms 
of STD, the practice of serial monogamy, and the in¬ 
creased exposure of endocervical columnar epithelium 
all work together to increase rates of sexually STD in 
this age group. These observations mandate a thorough 
evaluation of adolescents for such infections as part of 
their routine health maintenance examinations and 
when symptoms suggest a STD. Sexually active adoles¬ 
cents also must be encouraged to practice safer sex tech¬ 
niques, which include reducing the number of sex 
partners and increasing the use of barrier contracep¬ 
tives. 


The Adolescent’s Sexual History 

Many physicians encounter difficulty approaching an 
adolescent about sexuality and STD. Because many 
adolescents are reticent to discuss their sexual relation¬ 
ships with a physician, the doctor may not be sure 
whether the adolescent is having sex. Even when a 
sexual history is attempted, the physician may not take 
an adequate history. Thus, the need for an STD evalua¬ 
tion may be overlooked. Obtaining a complete sexual 
history is critical not only for the detection of symptoms 
of but also for the discussion of family planning and for 
sexuality counseling. 

Recent data suggest that physicians may not routine¬ 
ly obtain a sexual history from their adolescent patients, 
even from those showing symptoms of STD. 17 A study 
of adolescent females attending an inner city emergen¬ 
cy room with the complaint of abdominal pain revealed 
that age, race, and socioeconomic status correlated with 
taking a sexual history. Physicians were more likely to 
take a sexual history in adolescents over 16 years old, in 
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black and Hispanic patients, and in patients of lower 
socioeconomic status. 

It is important for physicians to willingly discuss 
sexual issues with all adolescents. A physician must be 
nonjudgmental in approaching an adolescent about 
sexual relations. Should the patient feel uncomfortable 
about discussing intimate relationships with a 
physician, he or she may withhold valuable information. 
It is also important for the physician to maintain the 
confidentiality of the adolescent patient in order to 
provide the adolescent the privacy that he/she deserves 
and is entitled to legally. 18 

An adolescent’s sexual history should include a con¬ 
siderable amount of information about prior and cur¬ 
rent sexual relations (Table 2). It is important to know 
the age of onset of sexual intercourse and the number of 
current and lifetime sex partners. Because the adoles¬ 
cent may engage in homosexual relationships, it is im¬ 
portant to know if the sex partners are the same or 
opposite sex of the patient. It is important to discuss all 
aspects of sexual practices with the patient. Asking 
about oral or rectal sex should be routine in any adoles¬ 
cent requiring a STD work-up. Given the risks of HIV 
transmission, it is now crucial to ask if any of the sexual 
partners have used intravenous drugs, have been 
bisexual, or are known to carry HIV. Similarly, in HIV 
counseling it is important to ask about substance use, 
particularly intravenous drug use and shared needles, 
and about blood transfusions. 

The physician should also ask about previous STD. 
Patients with recent STD are more likely to have a sub¬ 
sequent or recurrent infection. Contraceptive use, par¬ 
ticularly condom use, should be assessed. 

Several excellent articles discuss the adolescent pelvic 
and genital examinations, and the work-up, diagnosis, 
and management of STD. 19 26 

HIV Counseling for Adolescents 

Physicians can play a very important role in the 
prevention of STD and HIV infection by counseling 
adolescents about risk behaviors. While adolescents 


Table 2. Adolescent Sexual History 

Number of current sex partners 
Age at first intercourse 

Number of sex partners since first intercourse 

Heterosexual and homosexual experience 

Orogenital sexual contact 

Anorectal sexual contact 

Contraceptive use 

Pregnancy history 

Condom use 

History of previous STD 






have behavioral and physiologic reasons for their vul¬ 
nerability to STD, these infections are entirely prevent¬ 
able if risk behaviors are avoided or modified. 

After obtaining an adolescent’s sexual and risk-be¬ 
havior history, the physician needs to assess the 
adolescent’s risk for HIV infection. Adolescents at 
highest risk for HIV are homosexuals, intravenous drug 
users, prostitutes, or hemophiliacs. ’ Bisexual males 
and sexual partners of intravenous drug users or 
bisexuals are at high risk. At presumed moderate 
risk are incarcerated youth and runaways. 31 The largest 
group of sexually active heterosexual adolescents (who 
do not use barrier contraceptives consistently)are at an 
undefined but relatively low risk. It is clear that 
minority, inner city youth are at greater risk for HIV in¬ 
fection than are suburban or rural youth, 32 especially if 
they have had STD. For example, in Baltimore, the 
seroprevalence of HIV in 15 tol9 year old adolescents 
at STD clinics is 2 percent and 2.5 percent in males and 
females respectively. 33 At zero risk are adolescents who 
have never had sexual relations, never shared needles, 
and never received blood products. 

It is important to educate adolescents about HIV 
transmission and prevention so they may be helped to 
avoid or modify risk behaviors. Physicians can engage 
adolescents in a dialogue (rather than lecture) to find out 
what the adolescent knows about HIV. Many adoles¬ 
cents have limited or inaccurate knowledge. ' The 
physicianis should review sexual, needle, perinatal, and 
blood transmission using straight-forward language. 
He or she must discuss the difference between the 
asymptomatic HIV infection state and the AIDS disease 
and point out that the only way to tell if someone is in¬ 
fected is by the blood test. Then the physician should 
talk about prevention methods including abstinence, 
avoidance of sex with needle users, bisexuals, and HIV 
positive people, and safe sex practices. 

It is very important to explore the adolescent’s feelings 
and attitudes about condoms. If the adolescent is will¬ 
ing to use condoms, the physician must make sure the 
patient knows how to use them by providing clear, 
simple instructions on their use. He or she should ask 
the adolescent how a partner’s reluctance to use con¬ 
doms will be handled. It is helpful to role-play this 
scenario. The physician ought to discuss the role of 
shared needles and syringes in HIV transmission. 
While intravenous drug use is relatively uncommon in 
adolescents, a majority of teenagers have tried alcohol 
and marijuana. 3 The physician could discuss how sub¬ 
stances can impair decision making and place someone 
in a risk situation, such as having unplanned and un¬ 
protected sexual relations. 

If the adolescent has some HIV risk behaviors, the 
physician should discuss AIDS virus testing. A positive 


test means that the person has the AIDS virus in his/her 
body and body fluids (blood, semen, or vaginal secre¬ 
tions) and is contagious to other people. A negative test 
means that evidence of the AIDS virus does not show up 
in the person’s blood. The physician can then explain 
that the test is very accurate unless the adolescent has 
recently acquired the virus. While most people get a 
positive test result within several months after HIV in¬ 
fection, it can take up to one year for seroconversion. 38 

The adolescent’s risk behaviors for HIV should be dis¬ 
cussed and the patient asked if he/she would like testing. 
Minors in Maryland can legally consent to HIV testing 
since AIDS is a sexually transmitted disease. 18, 9 Ethi¬ 
cally however, if the adolescent is very young or unable 
to understand the implications of HIV testing, family in¬ 
volvement in the testing decision should be encouraged. 

If the adolescent wants HIV testing, he/she should 
give written consent. Confidentiality is a very important 
issue to many adolescents. The physician may want to 
send the adolescent to an anonymous testing site if total 
confidentiality cannot be guaranteed. Another testing 
issue is the assessment of the adolescent’s social support 
system: how would he/she cope if his/her HIV test were 
positive? 

If testing is done, posttest counseling is important to 
assess the effect of the intervention and testing and to 
reinforce HIV prevention methods. 


For the majority of adolescents who are HIV 
negative, the key message is that they could ac¬ 
quire HIV in the future if they ignore HIVprecau¬ 
tions. 


A negative HIV test does not mean the adolescent is 
immune to HIV or that he/she can become complacent 
about it. Adolescents who are cognitively concrete may 
have difficulty with these concepts. 

Extensive counseling is necessary for HIV positive 
adolescents to prevent further transmission of HIV. 
Supportive counseling and behavioral modification are 
central to the management of adolescents with HIV. 
Abstinence, condom use, compliance with contracep¬ 
tion, and the avoidance of shared needles are critical in 
preventing further spread of HIV. Similarly, partner 
notification is very important. Since HIV testing is 
voluntary and confidential, it is up to the patient to in¬ 
form his/her partners or give permission for a health of¬ 
ficial to notify them. 

For HIV indeterminant patients (those with a posi¬ 
tive enzyme linked immunosorbent assay but a noncon- 
firmatory Western blot), the physician needs to counsel 
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that they may become HIV positive or may continue to 
have a nonspecific test result. The test should be 
repeated every 8 to 12 weeks, and the patient should be 
instructed on the precautions to be followed by an HIV 
positive patient. 40 

Sexually active adolescents and those using in¬ 
travenous drugs are at risk of acquiring HIV, especially 
if they live in an area with a high prevalence of HIV and 
AIDS. Thus, it is crucial to identify adolescent patients 
who engage in or contemplate risk behaviors so they can 
be counseled on how to prevent HIV infection. 

It is equally important to counsel adolescents who 
have never had sex about HIV infection. They need fac¬ 
tual information given in a nonjudgmental style. 
Specifically, adolescents must be told that unprotected 
sex can lead to unintended pregnancy and STD includ¬ 
ing HIV infection. The physician may tell them they do 
not have to become sexually active during adolescence. 
They can protect themselves from the complications of 
sexual activity by remaining abstinent. However, the 
physician should invite them to return to the office when 
they think that they are going to become sexually active 
in order to discuss contraceptive options and safe sex 
practices. They also need to know they should use a con¬ 
dom for any intercourse they might have before return¬ 
ing to the physician’s office. This is important since 
adolescents often wait many months before seeking 
contraceptive counseling. 13 

Summary 

Preventive counseling and anticipatory guidance for 
adolescents can have life-long effects by preventing 
unintended pregnancies, STD, and the potentially fatal 
AIDS infection. Because adolescents are particularly 
vulnerable to sexually transmitted diseases, it is very im¬ 
portant for clinicians caring for adolescents to become 
comfortable in discussing sexual behaviors and in 
managing STD. With increased identification and 
counseling of adolescents at risk, it is hoped that the in¬ 
cidence of sexually transmitted diseases can be lowered 
in adolescents. 

Physicians who treat adolescents are increasingly 
aware that sexual experimentation is widespread 
throughout all races, cultures, and socioeconomic clas¬ 
ses. Thus, good medical practice requires a complete 
sexual history, particularly when this history has not 
previously been obtained. 

Physicians need to be aware of the behavioral and 
biologic factors that may increase a teenager’s risk of 
STD. Risk behaviors should be explored with the 
patient, particularly as they relate to the risk of HIV 
transmission. Most important, the physician should ad¬ 
dress the counseling and educational needs of the 
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adolescent. Sexuality counseling is an ongoing process 
that can be provided to adolescents at each office visit. 
Physicians need only to be open to discussing sexuality 
and be prepared to evaluate adolescents as necessary for 
SID. 
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Adolescent Contraception 

MICHELE D. WILSON MD 

There is an immense need for safe and effective contraception for the growing number of sexual¬ 
ly active teenagers in this country. Oral contraceptives remain the method that adolescent women 
most frequently use. Physicians should encourage patients to use condoms because of their role 
in preventing the spread of sexually transmitted diseases (STD). Subdermal progestogen im¬ 
plants, not yet approved for use in this country, offer promise for the future as a safe and easily 
usable form of contraception for adolescents. Contraceptive counseling will be most successful 
when the individual’s needs and specific behavioral factors are taken into account along with any 
medical considerations. 


G rowing numbers of adolescents in the United 
States are becoming sexually active at a younger 
age. In 1978, it was estimated that 12 million adolescents 
were sexually active, representing a sizable increase 
from the 11 million sexually active adolescents in 1974. 

Unfortunately, adolescents who are sexually active 
frequently delay seeking medical advice. A study that 
addressed the problem of why teenage women postpone 
seeking contraception found that participants had 
sexual intercourse for the first time on an average of 16.6 
months prior to presenting for contraceptive services. 
The most frequently cited explanation for this delay was, 
"I didn’t get around to it." The second most common 
reason was fear that one’s family would learn of the 
family planning visit. 2 

Despite their physical maturity and ability to engage 
in sexual intercourse, adolescents frequently are not 
emotionally prepared to make mature decisions about 
their behavior. Problems of compliance with medical 
regimens are the rule rather than the exception among 
adolescents. Furthermore, they may be unable to com¬ 
municate with those individuals who can help them best 
in making these decisions, that is, their parents, health 
professionals, and sexual partners. Teenagers may lack 
adequate knowledge regarding their risks for pregnan¬ 
cy. In addition, many young persons have not developed 
the degree of abstract reasoning necessary for con- 
tracepting properly. They may not have the future 
orientation needed to plan for a potential pregnancy as 
a consequence of their behavior. Adolescence is charac¬ 
terized by risk-taking behaviors that may be expressed 
by sexually acting out. 

It is a challenge for a young person to use any of the 
different techniques of contraception appropriately. 
Teenagers have difficulty complying with a method such 
as oral contraception that requires the daily ingestion of 
a pill. Barrier methods must be available at the time of 
coitus and may necessitate partner cooperation for use. 
Furthermore, any intravaginal contraceptive requires 
the user to have knowledge of female anatomy and to be 
comfortable with touching her body. These and other 
factors conspire to make it extremely difficult for adoles- 
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cents to contracept successfully. The end result is that 
the failure rate for all contraceptive methods when used 
by teenagers is two or three times higher than the failure 
rate among older women. 

An added concern that may prevent adolescents from 
seeking contraception is fear that their parents will learn 
of their family planning visits. For some teenagers, 
anxiety about their parents’ response might prevent 
them from seeking medical care. Each jurisdiction ad¬ 
dresses this issue in a specific way. The statutes in 
Maryland state that a minor can consent for "treatment 
for or advice about contraception" without parental 
consent. 3 Thus, the law protects the young person’s 
right to confidentiality with regard to contraception. In 
fact, most adolescents will benefit from their parents’ 
guidance in decision making about sexual activity and 
contraception. Parental involvement should be en¬ 
couraged whenever it will benefit the young person. 

Evaluation for Contraception 

Contraceptive counseling is most effective when the 
patient is approached as an individual with very special 
requirements. Each person comes in with specific con¬ 
traceptive needs to be addressed. Selection of con¬ 
traceptive method will reflect the patient’s specific 
choice, extent of sexual activity, results of medical 
evaluation, and cognitive development. 

It is important to obtain a careful history and perform 
a physical examination in order to delineate medical and 
behavioral factors that might influence contraceptive 
choices. The practitioner needs to determine whether 
there are any contraindications to use of a particular 
method, especially oral contraceptives. A complete 
gynecologic history should include age of menarche, 
menstrual pattern, and symptoms of dysmenorrhea. 
Prior use of contraception and reason for discontinua¬ 
tion will aid in future recommendations. 

It is important to elicit a complete sexual history. For 
instance, a young woman or man who has not yet 
engaged in sexual intercourse but is feeling peer pres¬ 
sure to do so might be asking her/his practitioner for 
reassurance regarding abstinence rather than asking for 
contraception. A young person engaging in infrequent 
intercourse might be an ideal candidate for a barrier 
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method. For different reasons, any teenager who has 
multiple partners should be counseled regarding the risk 
for sexually transmitted diseases (STD) and encouraged 
to use a barrier method, ideally condoms with a vaginal 
spermicide. 

A complete physical exam is indicated prior to recom¬ 
mending a method. Particular attention should be paid 
to blood pressure, cardiovascular system, thyroid, and 
breast exam. Skin should be inspected for xanthomas, 
chloasma, jaundice, or scleral icterus. It is important to 
evaluate for liver enlargement or tenderness. Degree of 
pubertal development should be determined. A pelvic 
exam is indicated and should include a Papanicolaou 
smear as well as screening cultures for gonorrhea and, if 
available, chlamydia. Other laboratory tests to consider 
include syphilis serology if the patient is sexually active, 
and a serum lipid profile if there is a positive family his¬ 
tory for hyperlipidemia or cardiovascular disorders. 


Selection of a Method 

It is crucial to ask each adolescent what method of 
contraception he or she desires and is willing to 
use (Table 1). The choice is a delicate balance between 
patient preference and medical contraindica¬ 
tions/recommendations. Nothing will be effective if the 
patient cannot or will not use it. 

Considering only medical issues, the ideal method for 
all teenagers who are sexually active is a barrier method 
since it protects against pregnancy as well as STD. By 
contrast, the pill is an appropriate selection if the adoles¬ 
cent does not want to use a barrier method, desires oral 
contraceptives, and has no medical contraindications to 
their use. All adolescents for whom oral contraceptives 
are prescribed should receive a barrier method as a ad¬ 
juvant for STD protection. 

Abstinence Abstinence from intercourse is one of the 
most commonly selected methods of contraception and 
the only method with no failure rate. Additionally, the 
individual is not exposed to the risk of STD. Adoles¬ 
cents who choose this method may need added support 
and encouragement regarding their decision. 

Oral Contraceptives Oral contraception is the method 
chosen most often by adolescents. The physician must 
decide between two types of pills: fixed combination 
and progestin-only. Fixed combination pills contain 
both estrogen and progestin. A variety of preparations 
of combined oral contraceptives with varying composi¬ 
tions are available. Combination pills have a failure rate 
of 2.0 percent each year, 4 when contraceptive effective¬ 
ness is presented as the percentage of typical users using 
the stated method who become pregnant in one year. 
All pills have 21 days of hormones followed by 7 days of 


taking an inert substance or taking no pill. Menses is ex¬ 
pected during the latter 7 day period. 

Fixed combination preparations contain a constant 
dose of estrogen and progestin for 21 days. Multiphasic 
pills have varying doses of either or both hormones 
during the cycle. Multiphasic pills are designed to lower 
the total dose of hormones while avoiding midcycle 
bleeding, which often occurs with low-dose pills. 
Biphasic pills have two phases of hormonal treatment 
while triphasic pills have three different phases. Proges- 
tin-only or mini-pills are less effective than combined 
oral contraceptives. Menstrual irregularities occur in 
one-third to one-half of users. Thus, decreased effec¬ 
tiveness and bothersome side effects limit their use with 
teenagers. 

The ideal choice for an adolescent beginning therapy 
is a low dose combined oral contraceptive that has 35 
mgm or less of estrogen coupled with a low potency 
progestin (Table 2). These pills offer excellent protec¬ 
tion against pregnancy while minimizing significant 
side effects. 

Oral contraceptives offer the advantage of being in¬ 
gested at a time separate from intercourse. They offer 
protection against benign breast disease, ovarian and 
uterine cancer, ovarian cysts, iron deficiency anemia and 
gonococcal salpingitis. 5 However, patients with any of 
the following conditions should not receive oral con¬ 
traceptives: thrombophlebitis, a history or presence of 
thromboembolic disorders, known or suspected car¬ 
cinoma of the breast, estrogen-dependent neoplasia, 
cerebral vascular or coronary artery disease, undiag¬ 
nosed abnormal genital bleeding, pregnancy or liver 
tumor. 

Conditions for which the individual may receive oral 
contraceptives but with careful medical follow-up in¬ 
clude the following: severe headaches, hypertension, 
diabetes mellitus, gallbladder disease, sickle cell disease, 
elective major surgery (within the next four weeks), or 
long leg cast. 


Table 1. Available Contraceptive Methods and 
Their Effectiveness 


Abstinence 

* 

Failure Rate 
(percent) 

0 

Progestogen implants 

<1 

Oral contraceptives 

2 

Intrauterine device 

5 

Condoms 

19 

Vaginal spermicides 

18 

Diaphragm 

19 

Contraceptive sponge 

10- <20 

Natural family planning 

24 


* Percent of typical women users who become pregnant accidently 
during the first year of using the given contraceptive method. 
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Many women will experience side effects that, al¬ 
though bothersome, do not contraindicate oral con¬ 
traceptive use. A common symptom is breakthrough 
bleeding or spotting for the first few months after initiat¬ 
ing pill use. Other women may complain of nausea or 
weight gain. When a young woman begins oral con¬ 
traceptives for the first time, it is prudent also to provide 
a second method such as a barrier method. Many 
teenagers will discontinue their pills without medical ad¬ 
vice and will benefit from having another method easi¬ 
ly available for use. 

There has been particular concern for the youngest 
teenagers in regards to hormonal intake. The greatest 
consideration is for mortality attributable to oral con¬ 
traceptive use. For women under 20 years old, the pill is 
much safer than carrying a pregnancy to term. The 
mortality rate associated with pregnancy and childbear¬ 
ing is 7 women per 100,000. Use of oral contraceptives 
by a nonsmoking teenager has a mortality rate of 0.5 per 
100,000 and, by a smoker, it has a mortality rate of 2.4 
per 100,000. Use of the condom alone has a mortality 
rate of 1.1 per 100,000. (The mortality rate represents 
the risks associated with pregnancy if the method fails.) 
However, the mortality rate for barrier methods (con¬ 
dom or diaphragm) is virtually zero when accompanied 
by first trimester abortion for any failure. 6 

The second issue in prescribing oral contraceptives to 
young women is whether the pill will interfere with 
maturation of the endocrine axis. There is no evidence 
that early pill use will adversely affect long-term fertility. 
Ideally, a young woman should have developed to Tan¬ 
ner Sexual Maturity Rating Stage IV or V, attained 
menarche, and established regular ovulatory cycles for a 
minimum of one year prior to initiation of oral con¬ 
traception. 

Intrauterine Device The intrauterine device (IUD) has 
been less frequently recommended for young women 
despite its failure rate of only 5 percent. 4 Use of the IUD 
confers an increased risk for upper genital tract infec¬ 
tions, ectopic pregnancy, and infertility. At the present 
time, most practitioners do not insert an IUD in a young 
woman who has not yet completed childbearing. 

Condom The second most commonly chosen method 
by teenagers is the condom. The failure rate for typical 
users is 19 percent per year. 4 Condoms are safe, inex¬ 
pensive, and available without a prescription. Condoms 
offer the important advantage of requiring male invol¬ 
vement in family planning. Their impact in reducing the 
spread of STD is important to emphasize to both female 
and male adolescents. In vitro studies have 
demonstrated the ability of latex condoms to decrease 
the spread of human immunodeficiency virus (HIV) 
and herpes virus. 7,8 By contrast, viruses can pass 
through natural skin condoms. Furthermore, women 
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who use barrier methods have been shown to be at 
reduced risk of hospitalization for pelvic inflammatory 
disease relative to those women who either used other 
methods of contraception or did not contracept. 9 Dis¬ 
advantages of condoms mentioned by patients include 
diminished sensation, interruption of coitus, and rare al¬ 
lergic reaction to rubber. 

Vaginal spermicides Vaginal spermicides are available 
in the form of foam, cream, or suppository that have 
spermicidal properties. Vaginal contraceptives are 
available over the counter at low cost. Typical users have 
a failure rate of 18 percent. 4 Most practitioners suggest 
that foam and condoms be used jointly to augment the 
effectiveness of each individual technique. Nonoxynol- 
9 (the active ingredient in most vaginal contraceptives) 
has been demonstrated to inhibit the growth of several 
STD agents including herpes simplex, gonorrhea, 
trichomonas, chlamydia, and HIV. 10 

Diaphragm The diaphragm, which is selected by only 
a small percent of adolescents, has a failure rate of 19 
percent. It provides some protection against STD. 
The diaphragm must be available and used for each act 
of coitus to be effective. An increased rate of urinary 
tract infections and a rare case of toxic shock syndrome 
are risks of its use. 

Contraceptive sponge The contraceptive sponge is a 
newly available method, having recently been approved 
for use. The failure rate is 10 to 20 percent. 4 Unlike the 
diaphragm, it does not require a medical visit or pelvic 
exam and can be purchased over the counter. Vaginal 
irritation, vaginal discharge, high cost, and a slightly in¬ 
creased risk of toxic shock are all factors that may limit 
its use. 

Coitus interrupts Coitus interruptus (withdrawal) is 
used by many adolescents with poor results. Its ad¬ 
vantages include easy accessibility and absence of 
needed advance planning. The failure rate in typical 
users is 23 percent. 4 Many couples complain that it in¬ 
terrupts sexual pleasure. 


Table 2. Low Dose Oral Contraceptives 

Monophasic 
Ovcon 35 
Nordette 

Brevicon/Modicon 
Ortho Novum/Norinyl 1/35 
Loestrin 1.5/30 
Loestrin 1/20 
Demulen 1/35 

Multiphasic 

Ortho Novum 7/7/7 
Triphasil/Tri-Levlen 
Ortho Novum 10/11 
Tri-Norinyl 






Natural family planning Natural family planning 
methods demand an awareness of the fertile days of the 
menstrual cycle and ability to abstain from intercourse 
during those days. Many young women have irregular 
cycles that limit the utility of this technique. It has a 
failure rate of 24 percent. 4 

Progestogen implants Subdermal progestogen im¬ 
plants known as Norplant have been tested but not yet 
approved in the United States. During trials in older 
women, the failure rate has been less than 1 percent. 11 
The implant, made of slow release progestin in a silastic 
capsule, is inserted under the skin, and is effective for 
three years. This method offers the advantage that it can 
be inserted and removed easily and requires no motiva¬ 
tion once in place. The major disadvantage is irregular 
menstrual bleeding, which occurs in 60 percent of users. 

Conclusion 

There is a tremendous need for safe, effective, and ac¬ 
ceptable methods of contraception to be easily acces¬ 
sible to sexually active young persons. An assessment 
made in privacy and confidentiality will help ascertain 
which adolescent plans to become or is sexually active. 
If contraception is needed, counseling regarding an ap¬ 
propriate method is indicated. In addition to obtaining 
a history and physical exam to determine if any methods 
are contraindicated medically, it is extremely important 
to elicit what the patient desires. The physician needs to 


assess the level of maturity as well as ability and willing¬ 
ness of the individual to use a given method. The choice 
must be mutually satisfactory to the young person and 
clinician. Ultimately, the patient must be both comfort¬ 
able with the method and willing to use it consistently. 
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Peer Counseling with Adolescents 


ELAINE M. RUBENSTEIN PhD, LCSWand SUSAN PANZARINE PhD, RN 

Peer counseling with trained nonprofessionals is particularly appropriate for adolescents be¬ 
cause of their susceptibility to peer influence. Teenage role models having positive characteristics 
may exert desirable influences on their peers. A peer counseling program could be a valuable 
resource for a practitioner with a teenage patient having social or academic problems. 


P eer counseling involves the use of trained non¬ 
professionals indigenous to a target population as 
helping agents. 1 Well-functioning individuals use 
problem-solving and listening skills along with 
knowledge of issues specific to the target population to 
help or to counsel others of similar age and circumstan¬ 
ces. 2 The rationale for peer counseling assumes: (1) 
peers model one another’s behaviors and attitudes and 
establish standards of behavior that can have a benefi¬ 
cial effect, (2) peers have a good capacity for empathy 
among themselves because they have similar life situa¬ 
tions, (3) peer counselors can provide a link between 
services and the target population they serve by facilitat¬ 
ing communication, and (4) peer counseling is a two- 
level approach that enhances personal growth in the 
counselors as well as the counselees. 3 

Peers can provide friendship, value-building, and 
reality testing experiences. Thus, teenage role models 
who have positive characteristics may exert a desirable 
influence on their peers. In addition to role modeling, 
the other key element to a peer counseling relationship 
is social and emotional support. Communication of a 
sense of caring, warmth, and empathy is an essential 
component of the peer counselor’s role. Emotional 
support fosters the development of the relationship and 
motivates the younger teen to emulate his/her positive 
model. 

Although the actual implementation of peer counsel¬ 
ing programs varies widely, this method has been used 
successfully in tutoring children with learning difficul¬ 
ties^ changing behavior, 5,6 improving school function¬ 
ing, 43 and improving adolescent contraceptive 
compliance. 1 Peer counselors can assume many dif¬ 
ferent roles, enabling the model to be useful in a variety 
of circumstances. In the programs cited above, some 
counselors were tutors focusing primarily on academic 
progress, while others were health aides, "crisis 
workers," group facilitators, or sources of referral and 
service information. 

Evaluation Lacking 

Unfortunately, rigorous empirical evaluation is ab¬ 
sent, for the most part, in the peer counseling literature. 


Drs. Rubenstein and Panzarine are Assistant Professors in the 
Department of Pediatrics, Division of Adolescent Medicine, Univer¬ 
sity of Maryland School of Medicine, Baltimore. This work was sup¬ 
ported in part by the Maternal and Child Health Training Grant. 


Much of it is anecdotal, relying on self-reported general 
satisfaction of the participants. A few have used be¬ 
havioral data such as improvement in grades, class at¬ 
tendance and number of disciplinary referrals for 
counselees as indicators of the success of their 
programs. 1 ’ Pre/post test designs have been used in 
an effort to determine peer counseling effectiveness. 
When data were collected to evaluate change on the part 
of the counselors, findings suggested an overall increase 
in communication skill level from pretraining to the end 
of the program. 16 Data on both counselors and coun¬ 
selees implied that neither school nor personal adjust¬ 
ment improved significantly. Results suggested overall 
group improvement in academic achievement (as op¬ 
posed to school adjustment) and emotional support as 
well as in peer relationships and self-image, 8,9,17 
however, the latter two indicators came from a self- 
reported checklist that did not yield statistical data. 

Very few studies have used an experimental design to 
provide a more valid evaluation of the peer counseling 
model. In one exception, Kelly 7 reported a significant 
gain in school interest for both counselors and coun¬ 
selees as compared to controls, but no increases in self- 
concept. Two other investigators used randomly 
assigned control groups to evaluate counselees in their 
programs. Jay et al. found that adolescents counseled by 
a peer in a family planning clinic had higher levels of 
compliance than did those counseled by a nurse. 14 
Schweisheimer and Walberg evaluated the effectiveness 
of peer counseling on three groups of students: mental¬ 
ly handicapped, mainstream, and socially maladjusted. 
Findings suggest all three groups of counselees showed 
improvement in attendance and decisiveness as com¬ 
pared to the control group. 1 


Peer Project 

Although the literature is not strong on empirical 
evidence evaluating the effectiveness of peer counseling 
programs, data show tentative evidence of the model’s 
effectiveness in a variety of circumstances. Based on 
this, we designed program a program using the peer 
counseling model to further evaluate its efficacy. The 
Peer Project was developed to address the serious 
problem of teenage pregnancy in Baltimore. It is 
funded by an Illness Prevention grant from the Health 
Services Cost Review Commission of the State of 
Maryland. 
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During the first year, the program was conducted at 
one of the university affiliated adolescent clinics that 
served both pregnant and sexually active teens. The 
goals of the project were to reduce the rate of first and 
subsequent pregnancies in high-risk sexually active 
adolescents and young adolescent mothers and to 
promote school continuation in these same young 
women. Older adolescents, both teenage mothers and 
never pregnant, were trained to act as peer counselors 
to two young adolescents each. Teenage mothers were 
paired with young pregnant adolescents. The coun¬ 
selors were expected to meet with their young counselees 
every week for two hours each. Visits occurred in the 
community, either at the younger girl’s home, on walks, 
or on trips to local shopping centers. A year-long com¬ 
mitment of the participants was agreed on at recruit¬ 
ment. Both counselors and counselees were randomly 
assigned to intervention and control groups to assess the 
impact of the project on both groups of participants. 

Selection of Counselors 

Most programs reviewed in the literature employed 
various screening strategies to identify appropriate peer 
counselors. Some programs chose youth at risk for 
dropping out of school hoping to improve the teens’ 
self-concept and to keep them in school. 1,7 At the other 
end of the continuum, some programs chose teenagers 
who were functioning well above average. 14,15 We used 
these selection criteria: articulation and interest in help¬ 
ing others, good attendance record, ability to make the 
weekly time commitment, and consistency in using an 
effective method of birth control if sexually active. The 
counselors were to be role models for their younger 
peers. 

Counselees also must be selected carefully. For ex¬ 
ample, in our peer counseling program (based at the 
university), high-risk younger teens were the targeted 
counselees. High risk was defined as being 15 or 
younger and either sexually active or having a sibling or 
parent who was pregnant as an adolescent. 

A nationwide survey of colleges and universities using 
peer counseling programs found that many students had 
inadequate training prior to becoming counselors. 2 In 
programs reviewed in the literature there was wide varia¬ 
tion in the length and intensity of the training process, 
varying from one to twenty-three sessions. All used 
group-training as the method of choice, and had some 
generic goals in common, including training in com¬ 
munication skills (such as active listening and empathy), 
problem-solving skills, and knowledge about the par¬ 
ticular group they were addressing (for example, con¬ 
traceptive information, problems associated with 
learning disabilities, and services in the community 


available to the target group). Role playing has been 
found to be a useful training tool to help the novice 
counselor improve listening skills, practice empathic 
responses, and recognize personal values that may con¬ 
flict with those of a counselee. 


Peer Project Training 

We use an eight-week training component in the Peer 
Project. Topics covered include clarification of the role 
of peer counselor, values clarification, listening skills, 
empathic responses, peer pressure, and adolescent 
depression and suicide. Role playing is used extensive¬ 
ly during the training process. Training does not end 
after the peer counselors are assigned a younger coun¬ 
selee, however. Ongoing supervision focuses on con¬ 
tinued training in counseling skills. The project uses 
weekly group counselor meetings to provide (1) close 
supervision of the counselor-counselee contacts; (2) 
continued training, information, and discussion about a 
variety of areas including counseling skills, birth con¬ 
trol, sexually transmitted diseases, the importance of 
staying in school, and planning for the future; and (3) 
ongoing support and encouragement to the counselors 
in establishing and maintaining their relationships with 
their counselees. A group format is used since each peer 
counselor was viewed as a source of support and infor¬ 
mation for one another. In addition, limitations of the 
peer counseling role and reasons for immediate consult¬ 
ation with professional staff are emphasized, such as 
possible suicidal ideation. Access to the program’s staff 
for such consultation is an important aspect of the 
project. 

The first year of the program is being evaluated. 
School attendance, promotion to the next grade, and 
avoidance of pregnancy are being assessed for both the 
counselors and the counselees. 

For the second year, the Peer Project will be based in 
a city high school, linking upperclassmen with entering 
freshmen so that initial and continued contacts could, 
for the most part, take place on school grounds. This 
project is being done on a demonstration basis with the 
goal of implementing it in other Baltimore City high 
schools. 

A peer counseling program could be a valuable 
resource for the practicing physician if an adolescent 
patient is having difficulty in an area of social or 
academic functioning. There is less stigma attached to 
this than to referrals to professionals. Patients within a 
practice who have similar problems also might be paired 
to act as mutual supports. This model is flexible and may 
be used in many settings and for a variety of patient 
problems. 
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Sources of Parenting Education for Adolescent Mothers 


ANNE K DUGGAN ScD and JANET B. HARDYMDCM 

The importance of parenting education for adolescent mothers is shown by the number of 
teenagers who give birth each year and elect to keep their child as well as by the adverse social and 
health outcomes found in children born to teenagers. We assessed the types, sources, and ade¬ 
quacy of parenting education offered to black and white adolescent mothers in Baltimore and 
found significant differences in their child-care education. Lack of parenting education was not 
attributable to lack of access to care. Overall, large proportions of adolescent mothers do not recall 
receiving basic parenting instruction, and many express the need for additional parenting educa¬ 
tion. 


T eenage childbearing and childrearing are issues of 
enormous magnitude in the United States. Nation¬ 
wide, nearly a half million teenagers give birth annual¬ 
ly, and almost all choose to keep their child rather than 
opt for adoption. Overall, 20 percent of first births 
among whites and 43 percent of first births among 
blacks are to women under 20 years old. 1 Although the 
teenage birth rate decreased from the early 1970s to the 
early 1980s, due largely to the availability of abortion, it 
has leveled off in recent years. 1 

At the same time, the proportion of births to unmar¬ 
ried teenage mothers has increased steadily. In the mid- 
1960s, 57 percent of teenage mothers were unmarried at 
the time of conception of their first birth; 24 percent 
were unmarried at the time of the birth. By 1980,76 per¬ 
cent of teenage mothers were unmarried at the time of 
conception, and 50 percent were unmarried at the time 
of their first birth. Among blacks, the proportion of un¬ 
married teenage mothers at the birth of their first child 
rose from 58 percent to 89 percent over this period. 2 

The importance of parenting education for adoles¬ 
cents is demonstrated not only by the number of births 
to teenagers but also by the health, education, economic, 
and social problems to which teenage families are par¬ 
ticularly vulnerable. 3 " 5 Teenage mothers score lower on 
observed and self-rated maternal competence be¬ 
haviors 6 and are less likely than older mothers to teach 
their children skills in the later part of the first year of 
life' 7 Adolescent mothers are likely to receive little sup¬ 
port from their child’s father. Among adolescent 
mothers in Baltimore, 40 percent believed the father 
spent too little time with their child, and 48 percent 
thought he spent too little effort in raising their child in 
the first year of life. 9 

As early childbearing is negatively associated with so¬ 
cial class, the unfavorable outcomes of children born to 
teenagers might be a function more of poverty than 
maternal immaturity. Even so, whether because of in¬ 
experience or social disadvantage, teenage mothers 
need instruction, guidance, and support in raising their 
children. The purpose of our study was to describe the 
types of parenting education received by adolescent 
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mothers in an urban area, using Baltimore as a model, 
with an eye to identifying service needs and possible 
strategies for meeting them. 

Methods 

Data were collected as part of a study of resource use 
by pregnant and parenting adolescents in Baltimore. 
Study methods, detailed earlier, 8,9 are summarized here. 

The subjects were young women who gave birth in 
Baltimore in 1983 at age 17 or younger and who chose 
to keep their child. Baltimore City files of certificates of 
live birth were used as the sampling frame. A random 
sample was selected (n = 529), with oversampling of 
births to white adolescents, adolescents 15 and younger, 
and those experiencing a second live birth. This was 
done to achieve adequate numbers for meaningful com¬ 
parisons of these population subgroups. Because the 
sample was drawn from public records, local officials re¬ 
quired that subjects be notified of the study first by cer¬ 
tified mail with a return postcard for use by those who 
did not wish to participate. Adolescent mothers who did 
not return the postcard were home visited by a study in¬ 
terviewer at three months following delivery and were 
asked for signed informed consent for study participa¬ 
tion. 

Survey data were collected through structured home 
interviews with the adolescent mothers at 3 and 15 
months postpartum. The interviewers solicited infor¬ 
mation on social, educational, and health-related 
aspects of the adolescent’s course prior to and during 
pregnancy as well as during the 15 months following the 
birth of her child. Of particular relevance for the 
analyses reported here, was the identification of specific 
sources of prenatal care and regular child care used by 
the adolescent. 

In addition, the interview gathered information on the 
types of parenting education the adolescent received. 
Specifically, the adolescent was asked whether she ever 
received instruction in each of seven content areas at any 
time since learning she was pregnant. Those who 
responded affirmatively were asked whether instruction 
was received from each of six sources: site of prenatal 
care, site of regular child care, a class at school, the 
adolescent’s mother, another member of the family, or 
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some other place. In addition, each adolescent was 
asked whether she had enough information in each area 
or whether she needed more. 

In the analysis, weights were applied to the study 
sample to compensate for the disproportionate sam¬ 
pling scheme. In the bivariate analyses reported here, 
chi square was used to test for statistical significance in 
comparisons of the types, sources, and adequacy of 
parenting information reported by the young mothers. 

Results 

Of the original sample of 529 adolescent mothers, 389 
(74 percent) were interviewed at 3 months postpartum. 
Sixty of the 140 nonparticipants returned the refusal 
postcard, 26 could not be located, 22 had moved out of 
the area, 4 had put their child up for adoption after the 
child was 2 months old, 2 had children who had died 
within the first 3 months of life, and 26 declined study 
participation when visited by the home interviewer. 
Study participants and nonparticipants were compared 
and found not to differ significantly in terms of the 
sociodemographic and medical variables contained in 
the birth certificates (for example, race, last grade com¬ 
pleted, birth weight, gestational age, apgar scores, onset 
of prenatal care, method of delivery). 

The proportion of adolescent mothers who received 
parenting instruction varied enormously by educational 
content area, source of instruction, and race (Table 1). 
First, the role of the family as a source of information 
varied by content area. While 70 percent of the adoles¬ 
cents recalled receiving instruction from family mem¬ 
bers on what to feed a baby, only 30 percent recalled 
having received information on breast-feeding from 
their family. The adolescent’s likelihood of receiving in¬ 
struction from her family did not vary significantly by 
race, except how to tell if the baby were sick: black 
families were more apt to have given instruction than 
were white. 

The proportion of adolescents who recalled parenting 
instruction from their source of prenatal care also varied 
by content area, ranging from 41 percent (dressing an 
infant, taking a temperature) to 68 percent (breast-feed¬ 
ing). In every content area, a significantly larger 
proportion of black adolescents recalled receiving 
parenting instruction from their prenatal care site than 
did white adolescents. As a source of instruction, the 
role of the child’s regular source of care differed from 
that of prenatal care site in some, but not all, content 
areas. Child care providers rarely were a source of in¬ 
struction on breast-feeding (15 percent) but almost al¬ 
ways were cited for other instruction on what and how 
to feed a child (84 percent). As with prenatal care sites, 
instruction at child care sites was recalled significantly 
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more often by black than white adolescents for each 
content area. 

For each of the seven content areas examined, at least 
72 percent of the adolescents reported receiving some 
instruction. Because of the racial differences in instruc¬ 
tion received in prenatal and child care sites, the propor¬ 
tion of adolescents receiving any instruction was 
significantly higher for black than white adolescents in 
all areas except taking a child’s temperature. The most 


Table 1. Proportion of Adolescent Mothers Reporting 
Receipt of Parenting Education by Content of 
Instruction, Source of Instruction and Race 


Content of Instruction 

All 

Black White 

p 

and Source 

(n=389) 

(n=272) (n=117) 


How to dress an infant 

Family 

65 

67 

55 

NS 

Source of Prenatal Care 

41 

52 

14 

♦ * * 

Source of Child Care 

38 

50 

11 

*** 

Any Source 

80 

83 

65 

♦ ♦ 

How to tell if infant is sick 

Family 

59 

63 

38 

* * * 

Source of Prenatal Care 

50 

61 

25 

♦ * * 

Source of Child Care 

61 

71 

38 

* * * 

Any Source 

78 

83 

56 

♦ ** 

How to take baby’s 
temperature 

Family 

54 

55 

52 

NS 

Source of Prenatal Care 

41 

52 

15 

* * * 

Source of Child Care 

62 

70 

45 

* * * 

Any Source 

86 

86 

87 

NS 

Importance of holding/ 
touching/talking to infant 

Family 

46 

46 

45 

NS 

Source of Prenatal Care 

56 

64 

39 

* * * 

Source of Child Care 

52 

63 

27 

* * * 

Any Source 

81 

85 

64 

** * 

How to make house safe 
for a baby 

Family 

46 

47 

44 

NS 

Source of Prenatal Care 

50 

58 

30 

* * * 

Source of Child Care 

44 

54 

20 

* * * 

Any Source 

72 

77 

54 

* * * 

What and how to feed a baby 

Family 

70 

72 

60 

NS 

Source of Prenatal Care 

58 

66 

39 

* * * 

Source of Child Care 

84 

87 

76 

* * 

Any Source 

93 

95 

83 

*** 

Breastfeeding 

Family 

30 

28 

34 

NS 

Source of Prenatal Care 

68 

73 

54 

* * * 

Source of Child Care 

15 

16 

12 

NS 

Any Source 

80 

82 

73 

NS 

NS Not Significant; * p .05; 

** p .01; 

*** p 

.001 







pronounced difference was in the area of mother-child 
interaction (the importance of holding, touching, and 
talking to a baby) where 85 percent of black adolescents 
but only 64 percent of white recalled receiving informa¬ 
tion. 

Racial differences in parenting instruction provided 
as part of prenatal and child care might be attributable 
to differences in the types of sites used. Of particular in¬ 
terest were the use of and the levels of instruction offered 
by the city’s three comprehensive adolescent pregnancy 
programs and by private physicians. The types of sites 
used by black and white adolescents were examined to 
determine what parenting information was available to 
each race (Table 2). 

All but 2 percent of the adolescent mothers reported 
receiving prenatal care. Nearly a third of both black and 
white adolescent mothers were enrolled in one of the 
city’s three comprehensive adolescent pregnancy 
programs for prenatal care. Enrollment in a com¬ 
prehensive program varied by maternal age. Two-fifths 
of those 15 years of age or younger at delivery were en¬ 
rolled in a comprehensive program as opposed to only 
one-quarter of those 16 or 17. Private physicians 
provided prenatal care to 13 percent of white adoles¬ 
cents but only to 7 percent of black adolescents. Final¬ 
ly, 60 percent of the adolescents received their care from 
other sources, which included hospital clinics, health 
department clinics, neighborhood/community health 
centers, and health maintenance organizations. 

Two percent of the adolescent mothers had no regular 
source of care for their infant by three months postpar¬ 
tum. Only one in eight adolescents received care for 
their child at a comprehensive adolescent pregnancy 
program. Virtually all those who did were black, with 
only 2 percent of white adolescents enrolled in com¬ 
prehensive programs following delivery. 


The youngest mothers were more likely to receive 
continuing care for their child through a comprehensive 
adolescent pregnancy program. Infants born to white 
adolescents were much more likely than their black 
counterparts to receive care from a private physician. 
Overall 10 percent of the infants were followed by 
private physicians, including 7 percent of black infants 
and 22 percent of white infants. A variety of other child 
care sources were used by the remaining three-quarters 
of the children, including hospital-based pediatric 
clinics, community and neighborhood health centers, 
health department clinics, and health maintenance or¬ 
ganizations. 

The proportion of adolescent mothers who recalled 
each type of instruction was calculated for each type of 
site (Table 3). Overall, during both the prenatal period 
and as part of child care, adolescents enrolled in com¬ 
prehensive adolescent pregnancy programs were the 
most likely to recall receiving instruction in each con¬ 
tent area. At the prenatal level, those receiving care 
from a private physician were far less likely to recall in¬ 
struction than were those enrolled in either a com¬ 
prehensive program or other type of prenatal care site. 
On the other hand, private physicians and other sites for 
child care did not vary as sources of parenting informa¬ 
tion. 

Among those receiving prenatal care in a comprehen¬ 
sive adolescent pregnancy program, black adolescents 
were more likely than white to recall having received 
parenting instruction in each area except breast-feeding. 
There were too few white adolescents continuing com¬ 
prehensive program enrollment after delivery to deter¬ 
mine whether this observation held true for them. 

Black adolescents receiving prenatal care from 
private physicians were more likely than their white 
counterparts to recall receiving information in three of 


Table 2. Percent Distribution of Source of Prenatal Care and Source of Well Child Care by Race and Age of Mother 


R ace Age in Years at Delivery 



All 

Black 

White 

<15 

16 

17 


(n=389) 

(n=272) 

(n=117) 

(n=123) 

's 

II 

SC 

(n = 116) 

Source of Prenatal Care 


1- 

*-1 

r- 

- * - 

-1 

None 

2 

2 

1 

4 

0 

2 

Comprehensive Adol preg pgm 

30 

30 

31 

41 

26 

26 

Private Physician 

8 

7 

13 

5 

8 

8 

Other 

60 

61 

55 

50 

66 

64 

Regular Source of Child Care 


1- 

*** - 1 

1- 


-1 

None 

2 

2 

3 

1 

2 

2 

Comprehensive Adol preg pgm 

12 

14 

2 

20 

11 

5 

Private Physician 

10 

8 

22 

10 

6 

12 

Other 

76 

76 

73 

69 

81 

80 


*** p < .001 


p < .05 
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Table 3. Proportion of Adolescent Mothers Receiving Parenting 
Education by Content Area, Source of Prenatal and Well Child Care, and Race 


Race and 

Content of Instruction 


Source of Prenatal Care 


Source of Child Care 



CAPP 

PMD 

Other 

P 

CAPP 

PMD 

Other 

P 

Ail Adolescent Mothers (N) 

(138) 

(33) 

(202) 


(46) 

(61) 

(271) 


How to dress an infant 

50 

18 

38 

** 

62 

36 

35 

* * 

How to tell if infant is sick 

58 

21 

49 

*** 

83 

50 

60 

* * 

How to take baby’s 

46 

19 

41 

♦ 

78 

54 

62 

♦ 

temperature 

Importance of hold/touching/ 

73 

26 

50 

*** 

81 

40 

50 

* * * 

talking to baby 

How to make house safe 

56 

26 

50 

** 

76 

40 

35 

*** 

What and how to feed a baby 

72 

18 

55 

*** 

93 

84 

76 

NS 

Breast-feeding 

86 

41 

63 

* * 

31 

10 

14 

** 

Black 

(97) 

(18) 

(147) 


(43) 

(28) 

(194) 


How to dress an infant 

59 

33 

49 

NS 

66 

56 

46 

* 

How to tell if infant is sick 

67 

33 

60 

* 

87 

64 

68 

NS 

How to take baby’s 

55 

23 

53 

* 

81 

75 

66 

NS 

temperature 

Importance of hold/touching/ 

78 

29 

58 

*** 

84 

56 

59 

* * 

talking to baby 

How to make house safe 

62 

29 

59 

* 

79 

50 

49 

♦ * 

What and how to feed a baby 

78 

25 

63 

* * * 

92 

83 

87 

NS 

Breast-feeding 

89 

46 

69 

*** 

31 

18 

13 

** 

White 

(40) 

(15) 

(55) 


(3 ) 

(33) 

(77) 


How to dress an infant 

28 

0 

8 

** 


19 

8 

NS 

How to tell if infant is sick 

38 

7 

20 

* 


38 

38 

NS 

How to take baby’s 

25 

13 

8 

NS 


36 

49 

NS 

temperature 

Importance of hold/touching/ 

60 

22 

29 

** 


27 

27 

NS 

talking to baby 

How to make house safe 

41 

22 

24 

NS 


22 

18 

NS 

What and how to feed a baby 

57 

8 

33 

** 


70 

77 

NS 

Breast-feeding 

80 

35 

46 

*** 


3 

16 

NS 

Significance (by race) 









How to dress an infant 

** 

* 

*** 


NA 

* * 

** 


How to tell if infant is sick 

** 

NS 

*** 


NA 

NS 

NS 


How to take baby’s 

** 

NS 

*** 


NA 

** 

** 


temperature 

Importance of hold/touching/ 

* 

NS 

*** 


NA 

* 

* 


talking to baby 

How to make house safe 

* 

NS 

*** 


NA 

* 

* 


What and how to feed a baby 

* 

NS 

*** 


NA 

NS 

NS 


Breast-feeding 

NS 

NS 

*** 


NA 

NS 

NS 



CAPP = Comprehensive Adolescent Pregnancy Program, PMD = PrivatePhysician, 
Other = All other sites. 

Percentages not calculated due to small denominator. Only PMD and Other sites 
included in testing for difference among sites. 

NS Not Significant; *p .05; ** p .01; *** p .001 


the seven content areas. In comparing black and white 
adolescents who received child care from private 
physicians, the former were significantly more likely to 
recall parenting instruction in all areas except what and 
how to feed a baby. Among those receiving prenatal 
care from other sources, blacks were more likely to recall 
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parenting instruction in all areas 
except what and how to feed a 
baby. This pattern was repeated 
for those receiving child care 
from other sources. 

To explore the adequacy of the 
parenting instruction, we com¬ 
pared the proportion of adoles¬ 
cents who believed they needed 
more information in each con¬ 
tent area to those receiving and 
not receiving instruction in their 
prenatal and child care sites 
(Table 4). For each content 
area, those who did not receive 
instruction from their source of 
prenatal care were significantly 
more likely to think they needed 
more information. With the ex- 
ception of information on 
breast-feeding, the same pattern 
was found in comparing those 
who did and did not receive in¬ 
struction from their source of 
child care. 


Discussion 

In one urban area, despite the 
availability of prenatal and 
pediatric care in general and 
three comprehensive adolescent 
pregnancy programs, many 
adolescent mothers lacked 
rudimentary parenting instruc¬ 
tion. The lack of parenting 
education cannot be attributed 
to lack of access to care, for only 
2 percent of those surveyed 
reported they lacked prenatal 
care, and similarly, only 2 per¬ 
cent reported no regular source 
of pediatric care three months 
following delivery. 

Parenting education was 
measured at three months 
postpartum via maternal 
reports that instruction was 


received. Some mothers may have reported receiving 
instruction that was not received, thereby yielding in¬ 
flated estimates. This is doubtful, since the interviewers 
maintained a neutral attitude throughout the interview 
and since responses to other questions were found to be 






reliable when compared with 
other sources of information. 

To the extent that some 
mothers might not have 
recalled instruction they 
received, the figures reported 
here are underestimates of in¬ 
struction given. On the other 
hand, the value of instruction 
that is not remembered is 
doubtful. 

Adolescents who received 
parenting instruction were less 
likely to feel they needed more 
information than those who 
did not. Yet both groups of 
young mothers felt a need for 
instruction on the technical aspects of childrearing (how 
to make the house safe for a baby, how to tell if an in¬ 
fant is sick) rather than on the interactive aspects of 
mothering an infant (breast-feeding and the importance 
of holding/talking to an infant). If this indicates the 
young mothers’ lack of appreciation of the importance 
of early interaction for child development, it under¬ 
scores the need to emphasize this aspect of parenting as 
part of prenatal and pediatric care. Less than half the 
adolescents reported receiving parenting education in¬ 
struction on interaction from their family; less than a 
third recalled receiving information on breast-feeding 
from their family. 

It is unclear why black adolescent mothers were so 
much more likely than white to recall most types of 
parenting instruction. This relationship held true even 
when controlling for source of prenatal and pediatric 
care. However, there was no difference by race in receipt 
of parenting instruction from family. Compared with 
those enrolled in comprehensive programs for prenatal 
care, black adolescents’ higher recall rate might be at¬ 
tributed to their greater likelihood of continuing in the 
program following their child’s birth. The difference in 
recall between those receiving care from a private 
physician vs. care from other sources is yet to be ex¬ 
plained. 

Since the measure of parenting instruction is limited 
to maternal recall of the receipt of instruction, many im¬ 
portant but more subtle aspects of parenting education 
have not been assessed. There is no way of knowing, for 
example, whether the instructions given were correct. If 
they were correct, the adolescent mother may not have 
understood them. Some of the adolescent mothers 
might have had prior beliefs that were contradictory to 
the instruction given. Those receiving parenting educa¬ 
tion from multiple sources might well have had to deal 
with contradictory instruction. The measures used here 


** p .01; *** p .001 


do not reflect whether the adolescent mother believed 
the parenting instructions she received. Finally, and 
perhaps most crucial, the measures used here do not 
reflect the adolescent’s actual parenting behavior and 
the extent to which it was affected by instruction ora lack 
of it. The association between maternal report of 
parenting instruction and the child’s health care use and 
health status in the first year of life is the focus of cur¬ 
rent analyses. 

While evidence from prior research strongly suggests 
teenage mothers’ need parenting instruction, there is lit¬ 
tle rigorous evaluation of the impact of parenting 
programs on maternal behaviors and child develop¬ 
ment. Research has shown that parenting programs 
can improve knowledge without impacting on parental 
attitudes. 10 Education provided as part of prenatal care 
affects short-term but not intermediate or long-term 
maternal behaviors 11 This, and the positive influence 
on child development of parenting education provided 
to adolescent mothers as part of well-child care under¬ 
score the importance of continuing education as part of 
pediatric care. 12 

Effective parenting requires motivation, knowledge, 
and positive reinforcement. Health care providers play 
an essential role in this process, beginning with prena¬ 
tal care and continuing through child care. The 
provider’s attention to parenting education can help a 
teenager appreciate the importance of the role of 
parent. 

A program of instruction and anticipatory guidance 
can dispel the young mother’s fears and misunderstand¬ 
ings and prepare her for the next stages of her child’s 
development. The provider’s ongoing concern with the 
teenager’s parenting experience and support in han¬ 
dling problems can do much to assure healthy family in¬ 
teraction, growth, and development. Finally, concerned 
providers can be excellent role models for adolescents. 
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Table 4. Proportion of Adolescent Mothers Who Feel They Could Use More Parenting Information, 
by Content Area, Receipt of Information, and Source 

Received Parenting Instruction from: 

Source of Prenatal Care Source of Child Care 


Content Area 

Yes 

No 

P 

Yes 

No 

P 

How to dress an infant 

8 

20 

** 

9 

20 

* * 

How to tell if infant is sick 

28 

53 

* * * 

28 

61 

*** 

How to take baby’s temperature 

15 

37 

* * * 

17 

45 

* * * 

Importance of holding/touching/talking to infant 

6 

17 

** 

5 

17 

** 

How to make house safe for a baby 

16 

47 

*** 

16 

44 

*** 

What and how to feed a baby 

8 

29 

*** 

14 

32 

*** 

Breast-feeding 

11 

20 

* 

13 

14 

NS 


NS Not Significant; * p .05; 









In the concluding recommendations of its two-year 
interdisciplinary study, the Panel on Adolescent Preg¬ 
nancy and Childbearing of The National Research 
Council urged that parenting education for teenage 
parents, especially those from severely disadvantaged 
backgrounds, receive special attention and emphasis. 3 
Certainly, it would be naive to assume that parenting 
education by health care providers, in itself, is sufficient 
for the needs of teenage parents. Effective parenting is 
not possible without the instruction, advice, and support 
of the health care professionals responsible for the 
teenager’s prenatal care and her child’s regular pediatric 
care. 
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MED PAY Announces Insurance Processing Breakthrough 

“Physicians Receive Payment Today For Patients Seen Yesterday” 


The MEDical PAYment Services of 
Maryland, Inc. program has completely 
changed the way physicians receive their 
hard earned fees. The doctor turns over all 
insurance claims and patient billings for 
processing by MED PAY. MED PAY does 
all of the rest. In turn, the doctor receives 
payment today for patients seen yesterday. 
It really is just that simple. 


We know that this may sound too good to be 
true. So let us prove to you how this unique 
program can make a dramatic difference to 
the physician, their practice, and their 
patients. To set up an appointment for more 
information, call 882-5050. 


MED PAY is cost effective — especially for smaller practices of 1-5 physicians 


MEDical PAYment Services of Maryland. Inc. -18 Stream Run Ct. • Timonium. Maryland 21093 
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Inner City Teenagers’ Exposure to Violence 
A Prevalence Study 


JACK GLADSTEIN MD and ELISA J. SLA TER PhD 

Violence, a pervasive part of our society, has myriad social, medical, and behavioral consequen¬ 
ces. Our study revealed that, on the average, adolescents were victimized 1.42 times, witnessed 
5.32 criminal episodes, and knew 11.52 individuals who had been victimized. Because inner city 
teens are exposed to an alarming amount of violence, health professionals should inquire about 
adolescents’ exposure to violence as part of a routine social history. 


A dolescents often are characterized by their risk¬ 
taking behavior. They frequently fail to consider fu¬ 
ture consequences of their behavior, tend to believe that 
"bad things" will not happen to them, and experiment 
with alcohol and drugs. In combination, these factors 
can contribute to impaired judgment and place 
teenagers at risk for being in potentially dangerous 
situations. 1 

Homicide is the second leading, cause of death for 
youths between 15 and 24 years old/ 2 The incidence rate 
for black teenagers (72.5/100,000) far exceeds the rate 
reported for whites (13.2/100,000). Firearms are in¬ 
volved in 75 percent of these homicides, and 15 percent 
are knife related. 4 As children grow older, homicides 
are less likely to be committed by family members. Of 
children murdered, over 60 percent of young children 
are killed by family members, but this percentage 
declines to 25 percent and 15 percent of 12 to 14 and 15 
to 17 year olds, respectively. 5 Further, investigators 
claim that the ratio of nonfatal to fatal assaults may be 
as high as 100: l. 6 This suggests that youth are exposed 
to much more violence than the homicide rates indicate. 
There is , however, a paucity of research that examines 
this issue. 

Almost half of a middle class, female, high school 
sample reported violence at home, ranging from slap¬ 
ping to the use of a gun or a knife. 7 Others have reported 
that 27 percent of teenagers between 12 and 18 years of 
age were victims of child abuse resulting in physical in¬ 
jury, and 11 percent were sexually molested. 

Bell et al. examined a sample of inner city medical out¬ 
patients under 18 years old. Their sample reported 
being assaulted (18 percent), molested (5 percent), 
raped (2 percent), robbed (7 percent), and robbed with 
a weapon (1 percent). In addition, they personally knew 
individuals who had been molested (10 percent), raped 
(12 percent), robbed (34 percent!, assaulted (40 per¬ 
cent), and murdered (19 percent). Since participation 
in their study required a face-to-face interview and 
parents’ consent, this sample may represent a sheltered 
group of teenagers who were accompanied by parents 


Dr. Gladstein is an instructor and Dr. Slater an assistant professor 
in the Department of Pediatrics, Division of Adolescent Medicine, 
University of Maryland School of Medicine, Baltimore. 

This work was supported in part by the Maternal and Child Health 
Training Grant. 


to clinic. A personal interview may have led to reluc¬ 
tance to fully report such personal experiences. Both 
these factors would contribute to an underrepresenta¬ 
tion of violence rates. 

Victimization by family members as well as witness¬ 
ing violence in the home have been associated with 
delinquency and psychological maladjustment. 1 
No uniform data have been collected about teenagers 
witnessing violence. Yet, a positive relationship has 
been documented between exposure to television and 
film violence and aggressive antisocial behavior. 15 

Overall, research addressing teenagers’ exposure to 
violence is far from complete, and several limitations in 
the incidence have been reported. Homicide and child 
abuse rates often reflect only those cases that come to 
the attention of the authorities. 16 Studies based on 
reports of family members concentrate on parental 
report and ignore teenagers as a valuable source of in¬ 
formation. 1 Further, studies often are based upon a 
select sample of individuals, which limits the 
generalizability of findings /that is, psychiatric 
patients, 18 juvenile delinquents, 1 14 and females only 7 ). 

The purpose of our study was to explore the frequen¬ 
cy with which inner city teenagers are victims of 
violence, have witnessed violent acts, and know of others 
who have been victimized. This is the initial phase of a 
project that ultimately seeks to compare inner city teens’ 
violence exposure with a more heterogeneous popula¬ 
tion obtained from a youth clinic in Ocean City, 
Maryland. 

Method 

Subjects During July and August 1988, walk-in 
patients to the Adolescent Clinic at the University of 
Maryland Hospital were asked to complete an 
anonymous and confidential questionnaire, after giving 
informed consent. A total of 168 patients successfully 
completed the study, and 4 patients refused to par¬ 
ticipate. This walk-in clinic serves a predominately 
black, inner city population. Teenagers in this sample 
came to the hospital with a variety of physical com¬ 
plaints, but none were related to trauma. There were 34 
(20.2 percent) male and 134 (79.8 percent) female par¬ 
ticipants; their ages ranged from 11 to 20, with a mean 
age of 15.90 and a mean grade level of 9.89 years. 
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Measure The Exposure to Violence Questionnaire 
we developed is designed to assess the extent to which 
teenagers have been exposed to these violent acts: (1) 
robbed without a weapon, (2) robbed with a weapon, (3) 
assaulted with a weapon, (4) assaulted without a 
weapon, (5) threatened with rape, (6) raped without a 
weapon, (7) raped with a weapon, (8) shot with a gun, 
(9) knifed, and (10) life threatened/murder. Subjects 
were asked if they had been the victim of any of these 
crimes. For the items that were affirmed, inquiries were 
made about whether medical or psychological care was 
obtained. With the exception of being threatened with 
rape, subjects also were asked if they personally knew in¬ 
dividuals who had been victimized and if they had wit¬ 
nessed any of these violent acts. 

Procedure On arrival at the clinic, adolescents were 
registered and seen by a nurse who informed them of the 
study and elicited their participation. Informed consent 
was obtained, and teenagers who agreed to participate 
completed the Exposure to Violence Questionnaire 
while waiting to be seen by a physician. The form took 
approximately 15 to 20 minutes to finish. All responses 
were anonymous. Counseling was available on request 
to any teen who became distressed by the questionnaire, 
but no requests were made. 

Results 

Analysis performed with descriptive statistics reveal 
that a large percentage of teenagers had been exposed 
to violent crimes. Sixteen (9.5 percent) had been robbed 
without a weapon; 13 (8.1 percent) had been robbed 
with a weapon; 27 (16.5 percent) had been assaulted 
without a weapon; 14 (8.6 percent) had been assaulted 
with a weapon; 26 (16.0 percent) had been threatened 
with rape; 12 (7.4 percent) had been raped without a 
weapon; 2 (1.2 percent) had been raped with a weapon; 
4 (2.4 percent) had been shot with a gun; 10 (6.1 percent) 
had been knifed; and 38 (22.9 percent) reported their life 
had been threatened. Between 12.1 percent and 100 per¬ 
cent of the victims of each of these crimes sought medi¬ 
cal care. The number of victims receiving counseling 
varied widely: none of the adolescents who had been 
robbed with a weapon sought counseling, but all those 
who had been shot with a gun reported seeing a coun¬ 
selor (Table 1). 

Although some of the participants in this sample were 
not victims of crime, many reported witnessing criminal 
activity. Forty-one (25.6 percent) and 40 (25.3 percent) 
teenagers had seen someone robbed without a weapon 
and with a weapon, respectively; 57 (35.2 percent) and 
46 (28.2 percent) reported witnessing someone as¬ 
saulted without a weapon and with a weapon; 13 (8.0 
percent) and 9 (5.5 percent) had seen someone raped 
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without a weapon and with a weapon; 69 (42.3 percent) 
indicated they had witnessed a shooting; 40 (24.8 per¬ 
cent) had witnessed a knifing; and 38 (23.5 percent) had 
seen a murder. When inquiries were made whether 
these adolescents personally knew someone who had 
been victimized, the percent of teenagers confirming 
items increased even higher. Seventy-nine (48.8 per¬ 
cent) and 85 (52.5 percent) of the subjects knew some¬ 
one who had been robbed without a weapon and with a 
weapon, respectively; 74 (45.1 percent) and 62 (37.8 per¬ 
cent) knew someone who had been assaulted without a 
weapon and with a weapon; 46 (28.0 percent) and 35 
(21.3 percent) knew someone who had been raped 
without a weapon and with a weapon; 118(71.5 percent) 
reported knowing someone who had been shot with a 
gun; 77 (47.2 percent) knew someone who had been 
knifed ; and 97 (58.8 percent) knew someone who had 
been murdered (Table 2). 

Scores were derived to determine the total number of 
times subjects had been personally victimized, the total 
number of crimes they had witnessed, and the total num¬ 
ber of people they knew who had been victims. Adoles¬ 
cents reported being victimized a mean of 1.42 times 
(SD= 3.33), but this ranged between not being vic¬ 
timized to reporting 24 incidents. They had witnessed 
as many as 50 violent acts, with a mean of 5.32 episodes 
(SD = 9.35). Further, they reported knowing an average 
of 11.52 individuals who had been victimized (SD = 
15.84, range 0 to 103). 

Discussion 

Preliminary findings of this study reveal a high 
prevalence of violence in the daily lives of inner city 
teens. Being personally victimized was much less fre- 


Table 1. Adolescents Victimized by Crime 
and Receiving Related Health Care 


Crime 

Teenagers 

Victims 

Victims 


victimized 

who 

sought 

medical 

care 

who sought 
counseling 


% 

(no.) 

% 

% 

Robbed without a weapon 

9.5 

16 

13.3 

13.3 

Robbed with a weapon 

8.1 

13 

25.0 

0.0 

Assaulted without a weapon 

16.5 

27 

37.0 

14.8 

Assaulted with a weapon 

8.6 

14 

38.5 

23.1 

Threatened with rape 

16.0 

26 

36.0 

34.6 

Raped without a weapon 

7.4 

12 

58.3 

50.0 

Raped with aweapon 

1.2 

2 

50.0 

50.0 

Shot with a gun 

2.4 

4 

100.0 

100.0 

Knifed 

6.1 

10 

60.0 

10.0 

Life threatened 

22.9 

38 

12.1 

21.2 






quent than either knowing a victim or witnessing a 
violent crime. The rates for being assaulted and robbed 
were similar to the incidence reported by Bell et al. 9 
Higher rates were noted in our study for being robbed 
with a weapon and raped. Almost 25 percent of the 
teenagers were either threatened with or actually raped. 
Since almost 80 percent of this sample was female, this 
incidence is most probably higher than the true popula¬ 
tion rate. 

With the exception of being shot, adolescent victims 
of crime varied in their attainment of health care. For 
instance, only half the teenagers who had been raped 
without a weapon sought medical or psychological care, 
and only 60 percent of those who had been knifed sought 
medical treatment. This finding suggests that adoles¬ 
cents may not consider health care providers to be 
resources when they have been victimized. 

These youth were aware of considerable violence per¬ 
petrated upon others. With the exception of assault, 
these rates far exceeded those previously reported. To 
underscore the high rates reported by this sample, over 
half knew someone who had been murdered, and over 
70 percent knew someone who had been shot. Thus, 
teenagers are not only victims of crime themselves, but 
also they are to violence through the experiences of their 
families and peers. 

In addition, many inner city teenagers were witnesses 
of crime. Almost half had witnessed a shooting, and al¬ 
most 25 percent had seen a knifing and murder. 


Media violence has been associated with in¬ 
creased aggressive and antisocial behavior, yet 
the deleterious effects of exposure to real life 
violence in teens is yet to be determined. 


Table 2. Teenagers Witnessing Violent Activity 
and Knowing Persons Victimized by Crime 


Crime 

Witnessing 

Teens who know 


violent activity 

victims of crime 


% 

(no.) 

% 

(no.) 

Robbed without a weapon 

25.6 

41 

48.8 

79 

Robbed with a weapon 

25.3 

41 

52.5 

85 

Assaulted without a weapon 

32.2 

57 

45.1 

74 

Assaulted with a weapon 

28.2 

46 

37.8 

62 

Raped without a weapon 

8.0 

13 

28.0 

46 

Raped with a weapon 

5.5 

9 

21.3 

35 

Shot with a gun 

42.3 

69 

71.5 

118 

Knifed 

24.8 

40 

47.2 

77 

Murdered 

23.5 

38 

58.8 

97 


Our study highlights the need for further exploration 
of the social milieu of teenagers. Health care providers 
must be attuned to signs of physical and sexual abuse. 
Unexplained cuts, bruises, gashes, as well as unusual dis¬ 
comfort during pelvic exams may warrant questioning 
about victimization or exposure to violence. Since 
violence has been associated with depression, 19 suicidal 
ideation, nervous breakdowns, substance abuse, 
and juvenile delinquency, 2 early inquiry and detection 
may avert negative consequences associated with 
traumatic experiences. 

The majority of subjects in this sample were female. 
To the extent that males are exposed to more violence 
than females, the rates reported from this study are an 
underrepresentation of the true prevalence. On the 
other hand, since rape is more common in females, 2 the 
20 percent of males in this sample may have diluted the 
true incidence of sexual violence in female teens. Fur¬ 
ther study is needed to address the prevalence of violence 
in other adolescent populations, the location of criminal 
activity, and the victim-perpetrator relationship. In ad¬ 
dition, risk factors that expose teens to violence need to 
be identified and corrected. 

For both victims and witnesses, the short- and long¬ 
term effects of these life events must be delineated. By 
gaining a more complete understanding of teenagers’ 
exposure to violence, programs can be developed to 
decrease societal violence and to educate adolescents 
about safety and judgment. For those teens who have 
been victimized, support groups and treatment 
programs must be available. 

For the medical community, violence perpetrated 
against teenagers has significant morbidity and mor¬ 
tality, 2 although compliance to medical regimens may 
be viewed as unimportant by a teen who has just under¬ 
gone a life threatening experience. 

Findings of this study indicate that the majority of 
inner city teenagers either have been a victim of violence, 
know someone who has been victimized, or have wit¬ 
nessed criminal activity. Health professionals need to 
be cognizant of these rates as they seek to understand 
the physical social environment of inner city youth. 
Since teenagers do not always obtain medical or 
psychological care after they have been exposed to 
violence, health care providers should routinely inquire 
about teenagers’ experiences. 
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Adolescent Suicide, Homicide, and Unintentional Injuries 


ALAIN JOFFEMD 


Violent deaths account for over three fourths of the deaths among 15 to 24 year olds. Each year, 
some 38,000 youths die from accidents, homicides, and suicide. Physicians can play two impor¬ 
tant roles: as individuals caring for adolescents and as advocates for prevention programs by call¬ 
ing attention to the magnitude of this problem. 


T he terrible tragedy of AIDS has focused attention 
on the number of young lives prematurely brought 
to a close each year. Yet for adolescents and young 
adults, it is not disease but rather violence, a form of "so¬ 
cial mortality," that accounts for 76 percent of these 
deaths. Unintentional injuries (accidents), homicides, 
and suicides represent the three leading causes of death 
for persons aged 15 to 24 (Figure 1). Malignancies and 
heart disease rank only fourth and fifth. 1 

Until 1982, adolescents and young adults were the 
only age group in the United States with a rising death 
rate. After 1982, the death rate for this population 
began to decline, but the rate of decline has not been 
nearly as great as for any other age group, including the 
elderly and young infants. Each year approximately 
38,000 teenagers die from violence-related causes. 
While at first this problem may seem insurmountable 
and "incurable," attention to some of the details as¬ 
sociated with these deaths suggests opportunities for 
solutions and perhaps even prevention. 

Unintentional Injuries 

Dwarfing all other causes of death is that of accidents, 
especially motor vehicle accidents. In 1985, almost 
14,300 persons aged 15 to 24 died as a result of these ac¬ 
cidents. While teenagers constitute only about 22 per¬ 
cent of all drivers, they account for 36 percent of 
automobile fatalities. Approximately half these deaths 
are associated with use of alcohol. 2 The National High¬ 
way Traffic Safety Administration estimates that 40 per¬ 
cent to 55 percent of fatally injured drivers have a blood 
alcohol level within the legally intoxicated range. 3 
Whether other drugs (such as marijuana) also may con¬ 
tribute to the problem is unclear. There is neither a 
standardized reporting system for accidents involving 
other drugs nor a uniformly accepted measure of im¬ 
pairment analagous to the blood alcohol level. 

Males are much more likely to be injured than are 
females, even when statistics are corrected for numbers 
of miles driven, and both males and females have much 
higher fatality rates at night. 3 Teenagers are notorious¬ 
ly poor users of seat belts: approximately 88 percent in 
one study did not do so consistently. Estimates are that 
seat belt users decrease their risk of death by 60 percent. 4 


Dr. Joffe is Associate Professor in the Department of Pediatrics and 
Director of Adolescent Medicine, The Johns Hopkins School of 
Medicine, Baltimore. 


While not as ubiquitous as automobiles, motorcycles 
are increasing in popularity, and the percent of teenage 
deaths attributed to their use also has climbed. Motor¬ 
cycle deaths account for 1 in 6 to 7 motor vehicle 
fatalities. 2 The death rate per 100,000 miles driven for 
motorcycles is six times that for automobiles. Motor¬ 
cyclists who do not wear helmets have twice the risk for 
head injuries and three times the risk for fatal injuries as 
do peers who use helmets. Like motor vehicle accidents, 
many motorcycle accidents are associated with alcohol 
use. 

Another significant cause of unintentional injury re¬ 
lated deaths occurring among adolescents is drowning. 
In 1984, some 1,353 young people aged 15 to 24 
drowned. 5 Forty percent of drowning deaths in 
Maryland in 1972 were in this age group. 6 As with all 
other types of injuries males greatly outnumber females. 
Physicians in Maryland, where water-related recrea¬ 
tional activities form so much a part of adolescents’ lives, 
should be especially concerned with these deaths. 
Drowning incidents usually occur in areas where groups 
of teenagers congregate unsupervised. The most com¬ 
mon sites of drownings are not oceans but rather lakes, 
rivers, and quarries. 6 

Alcohol plays a significant role in these deaths. The 
warming effect associated with alcohol may mask 
fatigue or cold. In the case of power boat deaths, it in¬ 
terferes with judgment and coordination and decreases 
the reflexes needed for safe operation of the boat. Two- 
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thirds of boat-related drownings involve capsizing or 
falling overboard. 

Prevention Strategies for prevention of these injury 
related deaths should focus more on decreasing ex¬ 
posure or minimizing the injury rather than on educa¬ 
tion as a means to changing behavior. While the latter 
is a goal worth pursuing, current research does not sug¬ 
gest that education alone changes behavior. 

For motor vehicle accidents, adoption of nighttime 
driving curfews and increasing the age of licensure have 
resulted in reduction of fatal injuries. 3 New Jersey, 
which licenses drivers at 17, has a fatal crash rate among 
16 year olds more than 50 percent lower than in the near¬ 
by states of Massachusetts and Connecticut where licen¬ 
sure occurs at 16.5 and 16 respectively. 3 

Mandatory use of seatbelts and helmets also would 
decrease fatal injuries. Since alcohol contributes so 
heavily to this mortality, raising the legal drinking age 
to 21 would reduce deaths; such a result has been noted 
in states raising the legal purchase age. Community ap¬ 
proaches such as Project Graduation, which afford 
teenagers a safe ride home during periods when heavy 
drinking is likely to occur also have been shown to be ef¬ 
fective. 

Driver education classes traditionally have been 
viewed as a means of teaching teenagers to drive safely. 
Unfortunately, current statistics do not support this as¬ 
sumption. In reality, these classes encourage young 
teenagers to get their licenses at an earlier age than they 
otherwise would, with the attendant increased crash risk 
for them. 

Connecticut eliminated state funding for driver educa¬ 
tion in 1976. In the ensuing years there was a net reduc¬ 
tion in the licensure of 16 and 17 year olds and a 
reduction in the per capita crash involvement in com¬ 
munities that discontinued the training. There was lit¬ 
tle change for communities where driver education was 
maintained. 3 Sixteen-year-old drivers who have taken 
a driver education course probably do not have lower 
crash rates than age-matched drivers without such train¬ 
ing, although the data are difficult to assess because of 
the "volunteer effect" related to the kinds of individuals 
who sign up for driver education. 

Physicians should routinely ask their adolescent 
patients about the use of drugs and alcohol and should 
highlight the dangerous combination of drinking and 
driving. Encouraging regular seat belt and motorcycle 
helmet use should be part of any routine health visit. 
Parents also should be advised about insisting on use of 
seat belts and modeling this behavior through their own 
personal use. They should be urged to clarify that even 
if a teenager elects to drink, against parental advice, the 
parent will pick up the teenager regardless of the time of 
night. Such help also should be offered when their son 
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or daughter is faced with having to ride home with an in¬ 
toxicated friend or date. 

Many of these same principles apply to water safety. 
Drinking and swimming or boating is dangerous for 
both parents and young adults. Again parental behavior 
offers a powerful example for sons and daughters. 


Homicide 

Homicide is the leading cause of death for young black 
men and women. From 1970 to 1982, the homicide rate 
for these youths decreased by 33.5 percent to 72/100,000 
population; however for white teenage males the rate in¬ 
creased from 9.9 to 13.1 per 100,000 in the same period. 
The overall decline has been greater for blacks ages 20 
to 24 than for those 15 to 19. Homicide rates, regardless 
of race, are twice as high in urban as in rural areas. 8 In 
1985, 4,772 persons ages 15 to 24 were victims of 
homicide (and other legal interventions, that is, killed 
during police interventions). 

Approximately 70 percent of the time, homicides in¬ 
volve use of a gun. Cutting or piercing instruments are 
responsible for an additional 20 to 25 percent of deaths. 
Alcohol is involved in a significant proportion of these 
deaths. Contrary to popular belief, a minority (ap¬ 
proximately 15 percent) of homicides occur during 
criminal events such as robberies or drug trafficking. 
Sixty to 65 percent occur during or after arguments. 

Particularly distressing is that the majority of these 
homicides occur in the home and are committed by an 
acquaintance (40 percent) or a family member (8 per¬ 
cent). Strangers are involved in only 25 percent of 
homicides, and in an additional 25 percent the identity 
of the attacker remains undetermined. The apparent 
racial differences in homicide rates disappear or 
decrease substantially when controlled for 
socioeconomic status. High population density is a par¬ 
ticular risk factor as is the presence of handguns in the 
home. 

Prevention Prevention strategies for decreasing 
homicides have only begun to be elaborated. Hospital 
data indicate that many more persons are assaulted with 
sharp objects than with guns, but the death rate from 
guns is five times that for sharp objects. The evidence 
thus points to the gun rather than the characteristics of 
the individuals involved in the homicide as accounting 
for the high death rate from guns. Hence, decreasing 
availability of handguns likely will decrease homicide 
rates and may decrease suicide rates as well. Teaching 
behaviors that reduce the likelihood of conflict resolu¬ 
tion through violence and decrease the acceptability of 
behaviors that promote violence also may hold promise. 


Suicide 

In 1985, approximately 5,121 youths between the ages 
of 15 and 24 committed suicide, 95 more than in 1984. 
The number may actually be higher because some 
suicides go unreported, and some observers feel that an 
undetermined percent of single-occupant motor vehicle 
deaths are actually suicides. From 1960 to 1980, the 
suicide rate increased 140 percent, from 5.2 to 12.3 
deaths per 100,000. 1 

The rate for white males increased from 8.6/100,000 
in 1960 to a high of22.2/100,000 in 1977; it then declined 
slightly but in 1980 was 21.4 (Table 1). Rates for black 
males increased from 4.1/100,000 in 1960 to 14.0 in 1979 
and 12.3 in 1980. For white females, the rate increased 
from 2.3 to a peak of 5.4 in 1977 and is now 4.6/100,000. 
Comparable figures for black females are 1.3 in 1960, a 
high of 3.7 in 1977 and 2.3 in 1980. 

Currently, males commit suicide three times more 
often than do females. 12 Approximately 70 percent of 
male suicide victims are white, with white males being 
the only clear race and sex grouping to show a continued 
upward trend since the late 1970s. There is also a strik¬ 
ing geographic distribution to suicides: the western 
United States consistently has higher suicide rates than 
do other regions. This difference has narrowed substan¬ 
tially as rates in the nonwestern US have increased faster 
in the last decade. 

The means of suicide also have changed, especially 
among women. The percent of suicides in this gender 
group caused by firearms and other explosives has in¬ 
creased from about 30.2 to 38.6 in the last decade. Ac¬ 
cordingly, use of poisons (potentially a less lethal 
method if prompt medical attention can be obtained) 
has dropped from 36.7 percent to about 27 percent. 
Males continue to use the highly lethal method of 
firearms. Currently, use of this method accounts for 
about 63.1 percent of male suicides, an increase of about 
10 percent over the last decade. 13 

A variety of risk factors has been suggested to be as¬ 
sociated with suicide. 9,14 These factors include a family 
history of suicide, serious psychiatric problems (includ¬ 
ing depression), previous suicide attempt, widowed or 
divorced marital status, and the presence of firearms in 
the home Whether exposure to suicide (either through 
the media or to a friend or schoolmate) increases risk 
for suicide remains controversial. Two large studies 
showed a definite increase in the number of teenage 
suicides in the immediate period after networks aired 
movies about the topic 15, 6 The increase did not appear 
to be due to precipitation of suicides that would have oc¬ 
curred later. However, other investigators have failed to 
replicate these findings. Clustering of suicides follow¬ 
ing an isolated suicide are routinely reported. 


Impulsive behavior and substance abuse are common 
among adolescents and young adults. If the two occur 
together, the substance use may impair judgment 
enough so that an impulsive behavior that otherwise 
might have been avoided or have ended in injury instead 
results in suicide. 

Prevention Even though the rate of suicide among 
young persons has increased, suicides in any one loca¬ 
tion are still rare enough events (12.8/100,000) that 
evaluation of prevention programs is difficult. It is im¬ 
perative, therefore, that on an individual basis, any 
physician should be alert to the possibility of suicide in 
any adolescent and especially in those with one or more 
of the risk factors discussed above. This would require 
that physicians routinely ask about family history of 
psychiatric problems and suicide and determine 
whether an adolescent is using alcohol and/or illicit sub¬ 
stances and to what extent. 

While media attention might increase suicides, there 
is no evidence that a physician’s asking a youth at risk 
whether he or she has contemplated suicide will 
precipitate the act. To the extent that a teenager 
responds affirmatively and has made any kind of plan 
for suicide, immediate consultation with a psychiatrist 
should be arranged. Any teenager who has made a sig¬ 
nificant gesture should be hospitalized. Some would 
argue that all teenagers who have made a gesture, 
regardless of how seemingly insignificant, should be 
hospitalized. They certainly should not be released from 
the outpatient department or office without being 
evaluated by a psychiatrist. Teenagers who have made 
one gesture continue to be at high risk for another. The 
likelihood of repetition varies from 10 percent for boys 
admitted to a psychiatric facility (1 percent for girls with 
similar circumstances) to 0.1 percent for girls who took 
an overdose but were not felt sufficiently disturbed to 
warrant admission. 14 

Because depression is a risk factor for suicide, parents 
and school personnel also need to be made aware of the 

Table. Suicide Rates for Adolescents, 1960 -1980 
(Rates Per 100,000 People, Ages 15 - 24) 


Year 


Male 

Female 


Black 

White 

Black 

White 

1960 

4.1 

8.6 

1.3 

2.3 

1970 

10.5 

13.9 

3.8 

4.2 

Peak 

14.0 

22.4 

4.7 

5.4 

(year) 

(1979) 

(1977) 

(1972) 

(1977) 

1980 

12.3 

21.4 

2.3 

4.6 


SOURCE: Maris R. The Adolescent Suicide Problem. Suicide Life 
Threat Behav 1985;15:91-109 
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warning signs of depression and that mood changes may 
not simply be a phase of adolescence, especially if per¬ 
sistent. 

On a more global scale, elimination of handguns in 
the home and stricter controls on sales may limit access 
to the most lethal weapon for committing suicide and 
may instead increase the potential for rescue when other 
less lethal means are substituted. Whether suicide hot¬ 
lines are of benefit remains unclear. 

Summary 

Violent deaths - accidents, homicides, suicide - ac¬ 
count for 76 percent of deaths among young persons 
aged 15 to 24. Each year, some 38,000 youths die from 
these three causes. Efforts to decrease this loss of life 
will require both individual and community or statewide 
involvement. Physicians can play important roles on an 
individual basis in caring for adolescents and, in a 
broader context, as advocates for prevention programs 
by calling attention to the magnitude of the problem in 
his or her community or state. 
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Pharmacologic Issues in Adolescence 


LINDA R. BERGER-ROOCHVARG MD 

Many pharmacologic issues must be considered when treating adolescents. First, there are 
changes in body composition that accompany the rapid increases in somatic growth of puberty. 
These changes in lean body mass and fat mass potentially effect the absorption, metabolism, dis¬ 
tribution, and excretion of many drugs. Second, there are numerous drug-drug interactions that 
occur between prescribed medications and either illicit drugs, over-the-counter preparations or 
other prescribed medicines. Finally, the health care practitioner must take into account drug- 
nutrient interactions. 


C hanges in body composition that occur as children 
progress through adolescence, as well as differen¬ 
ces between males and females, have relevance to the 
practitioner who prescribes medicine. Total body water 
decreases from about 78 percent in the newborn to 60 
percent of total body weight by age one year. This per¬ 
centage remains constant until age ten or the beginning 
of puberty. During adolescence, the transition occurs to 
the final figures for total body water of 48.6 percent in 
adult females and 54.3 percent in adult males. These 
male-female differences in total body water are not ac¬ 
counted for by differences in extra cellular volume but 
are due to differences in intracellular water. Intracel¬ 
lular water is equal to 30.9 percent in males and 25.4 per¬ 
cent in females when expressed as a percentage of total 
body weight in adults. 1 The higher value in the male is 
due to greater lean body mass. Lean body mass 
decreases from 80 percent in prepubertal girls to 75 per¬ 
cent of total body weight at maturity. In males, lean 
body mass increases from 80 percent to 90 percent at 
maturity. 

There are also changes in the proportion of total body 
fat across adolescence. The percent of total body weight 
that exists as fat in females increases from 15.7 at the 
prepubertal Tanner Stage 1 to 18.9, 21.6, and 26.7 per¬ 
cent at Tanner Stages 2, 3, and 4, respectively. In con¬ 
trast, the percent of body weight that is fat in males 
decreases from 14 percent in prepubertal Tanner 1 to 
the adult level of 11 percent by Tanner 2. 2 

These changes in body composition have profound ef¬ 
fects on the use of therapeutics, because following ab¬ 
sorption, the drug is distributed to its site of action and 
stored in various tissues. This distribution phase is in¬ 
fluenced by the specific properties of the drug (that is, 
its relative solubility in water or fat) and the amount of 
water or fat present in the individual who is taking the 
drug. For example, theophylline has poor lipid 
solubility and therefore its storage is primarily in the 
water compartment. Thus, given an adult male and 
female of equal weight who take the same doses of 
theophylline, one could anticipate that the female would 
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have higher concentrations of the drug in the vascular 
compartment. Similarly, comparing the initial 
response to the same dose of theophylline in a 
prepubertal girl to that in a postpubertal girl, one would 
see a higher plasma concentration in the more mature 
girl, as expected, based on knowledge of differences in 
body composition. Another example of the importance 
of knowing the solubility properties of a drug relates to 
the highly lipid soluble drug marijuana. If equal doses 
of the drug are smoked by an adult female and male of 
similar weights, the effects of the marijuana may remain 
longer in the female. 

Physiologic Changes 

The absorption, metabolism, distribution, and excre¬ 
tion of drugs can change with age. There are many ex¬ 
amples with neonates and elderly patients of drug effects 
that are enhanced or attenuated compared to the effects 
seen in the adult population. Little is known about 
changes in gastrointestinal function and absorption 
across adolescence, but there are some data in the litera¬ 
ture to suggest that maturation of that organ system 
does not occur until adulthood. More important, there 
are critical changes in the liver during adolescence. For 
example, the dose (mg/kg/day) of theophylline required 
to attain a therapeutic serum concentration in a child is 
about twofold higher than in the adult. 3 Said different¬ 
ly, the half-life of theophylline doubles in the adult when 
compared to the child. This transition to "adult meta¬ 
bolism" most likely occurs during adolescence and sug¬ 
gests some fundamental changes in drug metabolizing 
enzymes. Studies of microsomal mixed-function oxida¬ 
tion in broken cell preparations from livers of 
laboratory animals show that components of the system 
may vary across the narrow developmental period of 
puberty. For example, microsomal dimethyaniline 
oxidase and 7-ethoxycoumarin O-deethylase activity in¬ 
crease. ( 4 ’ 5 ^ 

Animal studies have shown that the size and composi¬ 
tion of the liver changes through adolescence. For in¬ 
stance, the number of hepatocytes per liver, the average 
volume of the hepatocytes, the total nitrogen per 
hepatocyte, and the total microsomal protein increase 
across this period of adolescence in the rat model. 6 ' 8 

The precise nature of the functional and morphologi¬ 
cal changes that occur in the human liver during adoles- 
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cence are unknown, though clearly they affect the ra¬ 
tionale behind therapeutic decision making. 

Drug-Drug Interactions 

When prescribing a medication, the practitioner must 
consider three categories of drug interactions: those that 
occur between the prescribed drug and other prescribed 
medicines versus over-the-counter (OTC) medicines 
versus illicit drugs. The list of possible drug-drug inter¬ 
actions is voluminous, but there are several key interac¬ 
tions. Oral contraceptive pills (OCP) are widely used by 
adolescents and can significantly interact with other 
prescribed medications. Many anticonvulsants such as 
phenobarbital and carbamazepine induce hepatic 
microsomal enzymes and thus increase the metabolism 
of the estrogen in the OCP potentially making the OCP 
less effective at the conventionally prescribed dose. Pill 
failures have been reported when patients have been 
taking these two drugs. 

Ferrous sulfate frequently is prescribed to treat iron 
deficiency in adolescents. Likewise, tetracycline is used 
in the treatment of genitourinary infections and acne in 
this same age group. Tetracycline is chelated by divalent 
cations and thus the therapeutic response can be 
diminished if both drugs are consumed concurrently. 

The greatest difficulty in anticipating interactions be¬ 
tween prescribed medications and OTC medications is 
identifying which OTC medicines are used by the 
patient. Most OTC medicines used by adolescents are 
purchased by other family members and are stored at 
home. Frequently the teenager does not admit to using 
these products or the physician does not ask about them. 
Antacids, which contain aluminum and magnesium 
hydroxide, will also chelate tetracycline by the same 
mechanism described above. Laxative and cathartics, 
used by patients with eating disorders, speed up 
gastrointestinal transit time and thus may decrease ab¬ 
sorption of many drugs such as antibiotics or anticon¬ 
vulsants. Aspirin, a commonly used analgesic, can have 
serious interactions with drugs that are bound to al¬ 
bumin in the blood. Since it is the free (unbound) form 
of a drug that is the active form, anything that displaces 
a drug from its binding site on albumin will increase the 
concentration of the free form and potentially make the 
patient drug toxic. Such is the case with the anticonvul¬ 
sant phenytoin and aspirin, with the later more highly 
bound to albumin. A patient who is stable on a given 
dose of phenytoin can become clinically toxic, even 
though the serum concentration is "therapeutic," be¬ 
cause there is now more unbound phenytoin in the 
blood. 

Finally, there are interactions between prescribed 
medicines and illicit or street drugs. Once again, it fre- 
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quently is difficult to anticipate these interactions be¬ 
cause knowledge of their use is often hidden. Opiates 
inhibit peristalsis of the intestines and can affect the ab- 
sorption of a drug. For example, the pseudo¬ 
membranous colitis that occasionally occurs with use of 
the antibiotic clindamycin may be prolonged and wor¬ 
sened by opioids. 9 Cocaine produces an increased heart 
rate that may potentiate the tachycardia observed with 
sympathomimetic agents used to treat asthma such as 
metaproterenol (Alupent). Alcohol may interfere with 
the therapeutic actions of many drugs. For example, the 
metabolisrn of the anticoagulant coumarin is enhanced 
by ethanol. 9 

Drug-Nutrient (Dietary) Interactions 

Interactions between drugs and the diet depend on 
whether the patient is in a fed or a fasted state. Varia¬ 
tions in therapeutic effects of a constant drug dose in a 
given patient may sometimes be explained by changes 
in rates of drug absorption. For example, the following 
drugs have increased absorption when taken by a patient 
in the fasted state: ethanol, aspirin, barbiturates, 
penicillins (other than ampicillin), and theophylline. 10 

Many drug-nutrient interactions are commonly en¬ 
countered when treating the adolescent. For example, 
Vitamin C (ascorbic acid) when present in an amount 
of 200 mg or more increases the absorption of iron by 
at least 30 percent. Oral contraceptive pills decrease the 
concentration of Vitamin C in plasma, but the clinical 
significance remains unclear. Isoniazid increases uri¬ 
nary excretion of Vitamin B6 (pyridoxine). Absorption 
of griseofulvin is enhanced by a high fat diet. Phenytoin 
suppresses the ability of Vitamin D to absorb intestinal 
calcium. In addition phenytoin induces the enzyme that 
converts 25-OH Vitamin D to 24,25-Vitamin D, which 
is inactive. Theoretically, this could create a vicious cycle 
of increased seizures secondary to hypocalcemia, lead¬ 
ing to an increased dose of phenytoin, which exacerbates 
the relative hypocalcemia. 


Summary 

Adolescence is a period of rapid growth and many 
changes in body composition. A decrease in total body 
water is more pronounced in the female. The percent of 
body weight that is fat increases in the female while it 
decreases in the male during adolescence. Lean body 
mass (expressed as a percentage of total body weight) in¬ 
creases significantly in the male during puberty. Thus, 
the practitioner must have knowledge of basic phar¬ 
macologic principles such as volume of distribution and 
solubility properties of the drugs prescribed in order to 



anticipate changing dosing requirements and drug side 
effects. 

In addition, a careful drug and nutritional history 
should be obtained on every patient so as to predict pos¬ 
sible drug-drug or drug-nutrient interactions. Par¬ 
ticularly with adolescents, questions should be directed 
toward identifying illicit and over-the-counter drugs 
patients may be using. 
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Substance Abuse in Adolescents 


HOOVER ADGER, JR., MD 

The use and abuse of alcohol and other drugs are issues of critical concern for health care 
providers for youth. Although reported levels of use of alcohol and many illicit drugs have declined 
from their previous peak levels, current evidence shows that drug abuse among youth remains a 
major dilemma. Early identification and treatment of substance abuse and dependence can be 
facilitated by an awareness of risk factors, a routine inquiry as part of the health assessment, 
and by familiarity with and understanding of the progression of chemical dependency from a stage 
of no use, to moderate use, to dependence. In addition, knowledge of resources in the community 
is necessary to link patients to appropriate treatment resources. 


W hile individuals in all other age groups have had 
an improvement in overall health status and a 
prolonged life expectancy, young persons aged 15 to 24 
comprise the only group to experience an increase in 
mortality rate over the past decade, with those aged 15 
to 19 having the most acute increase. The major causes 
of mortality in this group are homicide, suicide, and 
unintentional injuries. A major proportion of these 
deaths are associated with alcohol or other drugs. 

Today’s adolescent lives in a society where alcohol and 
drug use is prevalent and acceptable. Young persons 
have incorporated the use of alcohol, marijuana, and 
tobacco into their socialization to such an extent that 
those who abstain are in the minority. Recent surveys 
outlining levels of use in adolescents support the notion 
that our youth are growing up in a "do drug" society. 1 
Their use of alcohol and other drugs can no longer be 
seen as uncommon or restricted to small subgroups of 
problem youths. The prevalence patterns cut across 
gender, ethnic, cultural, and geographic lines. The 
resultant consequences of such use has become quite evi¬ 
dent. 2 

Epidemiology 

Reported use levels for alcohol and many drugs have 
declined from their peak during the late 1970s and early 
1980s. However, evidence shows that the drug abuse 
problem among youth is still a major dilemma. Since 
1975, the National Institute on Drug Abuse has spon¬ 
sored an annual nationwide survey of approximately 
17,000 high school seniors on the use of alcohol, tobac¬ 
co, and other drugs. 3 In a similar manner, the state of 
Maryland has conducted a biennial survey of junior and 
senior high school students in this state since 1973. 4 
These data sources provide important, useful informa¬ 
tion about prevalence patterns and usage trends. 
However, they probably underestimate the true mag¬ 
nitude of the problem since both include only enrolled 
students in the survey samples. Reported estimates 
from Maryland are very similar to the nationwide es- 
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timates. Therefore, the figures that follow are drawn 
from the nationwide sample. 

The peak for reported illicit drug use occurred in 1982, 
however, almost two-thirds of adolescents still report 
having used an illicit drug before they finish high school, 
and nearly 40 percent have used an illicit drug other than 
marijuana. Marijuana is by far the most widely used il¬ 
licit drug. Six percent of high school seniors reported 
daily use of marijuana in 1975. By 1978 this figure had 
increased to 11 percent, but it dropped substantially by 
1984 to 5 percent. Fifty-one percent of seniors in 1986 
reported using marijuana at some point in their life, with 
39 percent reporting some use in the past year, and 23 
percent reporting some use in the past month. Four 
percent reported actively smoking marijuana on a daily 
basis. 

Use of several drugs has shown dramatic decreases 
from the peak levels in the late 1970s. Included in this 
group are tranquilizers, barbiturates, methaqualone, 
LSD, and PCP. The use of stimulants, the most widely 
used class of illicit drugs outside of marijuana, started to 
decline in 1983. Despite the declines in the reported 
levels of use for a number of drugs, however, there now 
appears to be a stabilization or decrease in the rate of 
decline suggesting there may be a continuing level of 
drug use among youth and a trend of continued risk for 
this group. 

Not all drugs have shown declines in reported levels 
of use. Substantial evidence suggests that cocaine is be¬ 
coming increasingly more available throughout the 
United States. With the advent of "crack," a more potent 
and easily marketable form of the drug, reported use in 
young persons has taken a major upturn. While only 10 
percent of the seniors in 1976 reported having ever used 
cocaine, by 1985 this figure had risen to 17 percent. This 
is the highest figure yet reported for this group and in¬ 
dicates the escalating impact of this drug. In addition, 
while only 10 percent of seniors reported cocaine use in 
1976, when questioned on follow-up ten years later, 
nearly 40 percent of this same group reported having 
tried cocaine at some time. Hence, a large proportion 
of adolescents entering young adulthood continue to 
show evidence of placing themselves at risk for harmful 
effects of this dangerous drug. 
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Identification 

Nine classes of psychoactive substances are associated 
with both abuse and dependence: alcohol, am¬ 
phetamines or similarly acting sympathomimetics, can¬ 
nabis, cocaine, hallucinogens and volatile inhalants, 
opioids, phencyclidine (PCP) and similarly acting aryl- 
cyclohexamines, and sedative hypnotics. 5 Despite their 
different physiologic effects, they all share one unique 
property: the ability to distort the sensory experience 
and produce pleasure. It is this easily induced pleasure 
that leads to the induction of behavior change, retarda¬ 
tion of psychosocial maturation, and, at times, increas¬ 
ing levels and frequency of use. 

As is the case with other chronic and progressive 
processes, early treatment of chemical dependence leads 
to better outcomes. The key to early treatment is early 
recognition and intervention. A prerequisite for early 
recognition is a familiarity with and understanding of 
the natural history and progression of adolescent sub¬ 
stance abuse from a stage of no use, to moderate use, to 
immoderate use, to dependency. McDonald and others 
have described four successive stages of use that help to 


characterize the progressive nature of substance abuse 
and chemical dependency. 6 These include (1) ex¬ 
perimentation or learning the mood swing, (2) seeking 
the mood swing, (3) preoccupation with the mood 
swing, and (4) doing drugs to feel normal (Table). 

The use of a psychoactive substance such as beer or 
marijuana at the experimentation-learning stage 
generally occurs within the context of initial curiosity 
and is often in response to peer pressure. Hence, the 
resultant behaviors are shaped by the experiential learn¬ 
ing. First is the knowledge that psychoactive substances 
result in a welcome or perhaps unwelcome mood swing. 
In addition, it may be appreciated that these mood 
swings or feelings can be reliably produced and even 
controlled to some extent by modulation of the amount 
or quality or variations of the substance used. Often at 
this stage, there is little in the way of behavioral changes 
and an absence of discernable consequences. 

Through experience, some adolescents learn to an¬ 
ticipate and welcome the mood swing. For most, these 
experiences occur within the context of social functions 
where it is perceived as fun, socially rewarding, and 
without untoward effects. For some, at this stage, the 


Table. Adolescent Substance Abuse Progression 


Stage 

Predisposition 

Behavior 

Stage 1: Experimentation 

Learning the Mood Swing 

Infrequent use 

Alcohol/marijuana 

No consequences 

Some fear of use 

Ix>w tolerance 

Curiosity 

Peer pressure 

Attempt to assume adult role 

Learning the mood 

Feels good 

Positive reinforcement 

Can return to normal 

Stage 2: Seeking The Mood Swing 

Increasing frequency 

Use of various drugs 

Minimal defensiveness 

Tolerance 

Impress others 

Social function 

Modeling adult behavior 

Using to get high 

Pride in amount consumed 

Use to relieve feelings (i.e., anxieties of dating,etc.) 
Denial of problem 


Stage 3: Preoccupation with the Mood Swing 

Change in peer group 

Activities revolve around use 

Maintaining steady supply 

Possible dealing 

Few or no straight friends 

Frequent consequences 


Stage 4: Using to Feel Normal 
Continued use despite adverse outcomes 
Inability to stop 
I^oss of control 
Compulsion 


Using to get loaded, not just high Begins to violate values and rules 

Use before and during school 
Use despite consequences 
Trouble with school 
Overdoses, "bad trips, blackouts" 

Promises to cut down or attempts to quit 
Protection of supply, hides use from peers 
Deterioration in physical condition 

Use to feel normal Daily use 

Failure to meet expectations 

Loss of control 

Paranoia 

Suicide gestures, self-hate 

Physical deterioration (poor eating and sleeping 

habits) 
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euphoric feelings gained through the use of various sub¬ 
stances seem to help the adolescent cope with stress by 
relieving feelings of anxiety or perhaps by providing a 
desired change in social or peer-group status. At this 
point there may be a change in peer group, new friends, 
and the beginning of deterioration in school and other 
life areas as substance use escalates. 

Progression to the next stage involves a movement 
from anticipation to preoccupation. Drug use at this 
stage takes on a different meaning as the motivations 
and increasing substance use assume more of a primary 
role in the life of the individual. Often problems with 
family, school, or the law become evident. Polydrug use 
becomes more frequent, and friends who do not use 
drugs become scarce. 

The final stage, dependence, is characterized by loss 
of control, compulsion, and evidence of dysfunction. 
The behavior of the chemically dependent adolescent 
shows a development of primary relationships with 
mood-altering drugs, and those values, habits, and 
relationships that had been primary appear to no longer 
exist. 

Risk Factors 

Both genetics and environment play important roles 
in the risk profile of an individual. A family history of 
alcoholism is an important risk factor: children of al¬ 
coholics are four to five times more likely to develop al¬ 
cohol dependence than are other children. Recent 
evidence indicates there may be biologically measurable 
differences in such children that may be related to the 
metabolism of and tolerance to alcohol in addition to 

... O 

the susceptibility to alcohol dependence. The further 
elucidation of these findings may in the future have ap¬ 
plications to youth and risk counseling. 

Individuals who have been identified as particularly at 
risk for development of alcohol/drug abuse include not 
only children from families where such problems are 
present but also adolescents who experience significant 
problems in behavior (such as aggressiveness and rebel¬ 
lious deviancy), cognition (such as learning disabilities 
and attention deficit disorders), psychologic well-being 
(such as depression, isolation, and low self-esteem), and 
familial functioning (such as neglect, abuse, loss, and 
lack of close relationships). 

Substance abuse should be included in the primary dif¬ 
ferential diagnosis whenever behavioral, familial, 
psychosocial, or related medical problems occur. As 
part of routine health examinations, all adolescents 
should be questioned about the use of cigarettes, al¬ 
cohol, and other drugs. There also should be an assess¬ 
ment of risk via review of risk factors and behaviors with 
adolescents and their parents. 
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Treatment 

Although the actual treatment of adolescents with 
chemical dependence is beyond the scope of most 
primary care clinicians, all practitioners should be able 
to perform an initial assessment of an adolescent’s use 
of drugs and to determine indications for further assess¬ 
ment and intervention. The primary goals of evaluation 
are to determine if the use of mood-altering chemicals 
is associated with identifiable consequences and if such 
use is causing behavioral impairment. 10 A general as¬ 
sessment of psychosocial functioning is an important 
part of the evaluation since it provides a basis for deter¬ 
mining whether behavioral dysfunction exists. Infor¬ 
mation should be gathered specifically about family 
relationships, peer relationships, school performance 
and attendance, recreational and leisure activities, 
employment, vocational aspirations, frequency of con¬ 
flicts with parents, and legal difficulties. 1,12 Use pat¬ 
terns of peers and self-perceptions of the adolescent 
regarding his/her own use and whether it is a problem 
may provide additional useful information. Informa¬ 
tion gathered from the evaluation should help deter¬ 
mine whether substance abuse is a cause of behavioral 
dysfunction and the degree of patient involvement as 
well as whether there is need for further assessment or 
indications for treatment. 

A variety of treatment alternatives are available for the 
chemically dependent adolescent including short-term 
inpatient treatment, residential care, and outpatient 
care that spans the spectrum of traditional office-based 
care to intensive and structured day programs. 13 Most 
treatment programs share beliefs that treatment begins 
with the interruption of use, requires continued 
abstinence from drugs, and establishes for the adoles¬ 
cent the development of a drug-free lifestyle as a goal. 
Because of the wide variety of settings and number of 
different approaches to the treatment of adolescents, it 
is important for the clinician to be aware of community 
resources and to become familiar with the personnel and 
philosophies of the agencies that render services. 1 
Armed with this information, the physician will be bet¬ 
ter able to assume a responsible role in intervention and 
better able to assist the patient and family in the search 
for appropriate treatment. 
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personalized service and meeting expertise you expect from 
one of America’s oldest inns. Featuring 119 guest rooms and 
seven meeting rooms to accommodate gatherings of 25-300. 


-Business Meeting Package— 

per person/night 

V" (double occupancy) 

$q^* per person/night 
O / (single occupancy) 

Includes: • Complete breakfast, 
lunch and dinner daily • Meeting room 
• 2 coffee breaks daily 
• Free parking • All gratuities 



j/ir/emt/ef* 

Easton. Maryland 21601 
Phone (301) 822-1300 


*Pkg. min. 10 rooms. Based on iJbfS* 

availability. Limited number of 
package rooms, rates and y»yy Hre 

conditions sub)ect to change , ~ 
without notice. Sales tax not 
included. Offer valid thru i-jT/'Vt,' 
12/30/88. '* * 
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The Medical and Chirurgical Faculty of Maryland 

is pleased to announce that 
Alan M. Rifkin 
of Patton, Boggs and Blow 

and 

Former Chief Legislative Officer to 
Governor William Donald Schaefer 

and 

Previously Counsel to Former Maryland State Senate President 
Melvin A. Steinberg 

has been retained as counsel to the 
Med-Chi Hospital Medical Staff 
Legal Representation Project 

250 West Pratt Street 
Baltimore, Maryland 21201 
(301) 659-5600 
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Medical and Chirurgical Faculty of the State of Maryland 

Semiannual Session House of Delegates 
325th Meeting 

Saturday, September 24,1988 
Minutes: House of Delegates 

Faculty Building, 1211 Cathedral Street, Baltimore, MD 21201 

The 325th meeting of the House of Delegates of the Medical and Chirurgical Faculty of the State of Maryland was 
called to order at 2:25 p.m. on Saturday, September 24,1988 at the Faculty Building, Baltimore, Maryland, the Presi¬ 
dent, Michael R. Dobridge MD, and Secretary, Harold B. Bob MD, being present. 

The following delegates (or alternates) were registered as being in attendance; an asterisk indicates an alternate 
delegate; (C) denotes Council member: 


Anne Arundel County 

*William A. Cassidy 
Leoncio A. Ceccarelli 
Thomas C. Cullis 
Michael J. La Penta 
^Hilary T. O’Herlihy 

Baltimore City 

Aristides C. Aevizatos 
Timothy D. Baker 
Donald M. Barrick 
Joseph I. Berman 
Gaylord L. Clark, Jr. 

*Augusto R. De Leon 
*Willarda V. Edwards 

* Albert Folgueras 
Frank A. Giargiana, Jr. 
Rafael C. Haciski 
John H. Hirschfeld 
James M. Hitzrot, II 

* Gerald A. Hofkin 
Thomas E. Hunt 
Murray A. Kalish 
*John B. MacGibbon 
Donald W. Mintzer 

* Albert Nahum 
Hiroski Nakazawa 
William F. Renner 
Bernard R. Shochet 
Gardner W. Smith 
*David W. Solomon 
Edward L. Suarez-Murias 
J. Andrew Sumner 
*Alan J. Sweatman 
Richard B. Williams 
Jack M. Zimmerman 

Baltimore County 

Thomas E. Alen (C) 
Marianne Benker 


Abert Blumberg 
Louis C. Breschi 
John W. Buckley 
Esther Edery 
A Hamid Ghiladi 
*Deusdedit Jolbitado 
Bernard S. Kleiman 
Paul G. Koukoulas 
John M. Krager 
Margaret L. Sherrard 
*J. Carlton Wich 

Calvert County 

David W. Fricke 

Carroll County 

Arthur L. Rudo 

Cecil County 

Henry J. Farkas 

Dorchester County 

Lewis M. Burdette 
Paul A Stagg 

Harford County 

Ben E. Oteyza 

Kent County 

Harry R. Ross 

Montgomery County 

Carol L. Bender 
Ralph E. Longway 
Herman C. Magazini 
Margaret T. Snow 

Prince George’s County 
Willie C. Blair 
*Myron I. Murdock 


David Robb 

Talbot County 
Gregg Rhodes 
Washington County 
Edward W. Ditto, II 
Wicomico County 
Alex Azar 
Worcester County 
Federico Arthes (C) 
Resident Component 
Marcel Salive 

Student Component 

William E. Venanzi 

Council 

Abert M. Antlitz 
Raymond M. Atkins 
James E. Bell 
Harold B. Bob 
Benjamin Del Carmen 
Donald H. Dembo 
Michael R. Dobridge 
Frederick J. Hatem 
John H. Hebb 
Leon E. Kassel 
Henry P. Laughlin 
Reynaldo Lee-Llacer 
George S. Malouf 
Leslie R. Miles, Jr. 
John H. Mulholland 
J. David Nagel 
Gerard S. O’Connor 
Gary L. Rosenberg 
Aubrey C. Smoot 
Joseph Snyder 
Jose M. Yosuico 

Past President 

Arthur T. Keefe, Jr. 


Also present were members of the Faculty Staff. 
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Invocation 

Leslie R. Miles MD, Chairman of the Committee on 
Medicine and Religion, delivered the invocation. 

In recognition of Med-Chi’s accomplishments in the 
Medicine and Music Program, the national anthem was 
played as it sounded in the early 1800s. 

Invited guests included Delegate Tony Fulton and 
Delegate Donna Felling of the Maryland legislature,and 
Alan Rifkin, former aide to Governor Schaefer. 

The President made certain announcements, advising 
of various rules for conduct of House business. 

Minutes Approved 

The minutes of the meeting of the House of Delegates 
held on April 27 and April 29, 1988, having been dis¬ 
tributed to all members and corrected and approved by 
the Executive Committee, were presented to the House 
of Delegates. The House approved the minutes as cor¬ 
rected by the Executive Committee under Special Rule 
1 . 

Certificate of Appreciation 

Dr. Henry P. Laughlin, Grand Marshal of the 1988 
Fourth of July parade held in Washington, DC 
presented Dr. Dobridge with a certificate in apprecia¬ 
tion for providing medical services to an injured party 
during the parade. 

Media Awards 

The President and Dr. William Cassidy, Chairman, 
Public Relations Committee, presented awards for the 
third Annual Media Awards Program (which included 
a plaque and a $1,000 cash donation to the medical 
charity of the recipient’s choice) to the following: 

Daily Newspaper Category: Gerri Kobren of the Bal¬ 
timore Sun for her article entitled, "Hitting the Bottle," a 
report on the devastating effects of alcohol addiction. 
(Cash donation to Mothers Against Drunk Drivers.) 

Magazine and Newspapers Category: Hollis Paschen 
of the Columbia Flier for her entry, "When A Woman’s 
Bones Betray Her," a portrait of the disfiguring realities 
of Osteoporosis. (The Family Life Center will receive 
her cash award.) 

Radio and Television Category: Andy Barth and Bill 
Fink of WMAR-TV for their series titled, "The 
Courage to Heal," an account of life at the Baltimore 
Burn Center. (The Baltimore Regional Burn Center 
Foundation to receive their cash award.) 

Maryland Medical Journal Awards 

The President presented awards to the following win¬ 
ners of the second annual Maryland Medical Journal Best 
Article award: 

William A. Baumgartner MD (primary author) 

for the article, "Heart Transplantation: The Johns 

Hopkins Experience." 

Pradeep Garg MD and David A Blass MD 

for their article, "Rocky Mountain Spotted Fever 


Manifested by Cerebritis and Pneumonitis." 

Emeritus Membership 

Upon motion of the Secretary, Harold B. Bob MD the 
following members were elected to Emeritus Member¬ 
ship in the Faculty, each having received the recommen¬ 
dation of their component societies and the Council: 

Allegany County 

Martin M.Rothstein MD, Frostburg 

Baltimore City 

Thomas B. Connor MD, Baltimore 
Sze-Jui Liu MD, Baltimore 

Baltimore County 

Thomas M. Holcomb MD, Timonium 
Keith A. Manley MD, Lutherville 
Lawrence F. Misanik MD, Baltimore 
Geary L. Stonesifer, Jr., MD, Baltimore 

Carroll County 

Richard Y. Dalrymple MD, Westminister 
Frederick County 
Richard L. Fruth MD, Frederick 
Harford County 
Mary V. Barstow MD, Bel Air 
Barry J. Plunkett MD, Aberdeen 
Montgomery County 
James R. Coleman MD, Wheaton 
Jean Feys MD, Silver Spring 
Vincent L. O’Donnell MD, Bethesda 
Leonard T. Peterson MD, Bethesda 
Nicholas G. Pistolas MD, Silver Spring 
Norman H. Rubenstein MD, Silver Spring 
Teresa S. Spindel MD, Rockville 
Francis J. Troendle MD, Rockville 
Yilmaz Yamaner MD, Potomac 
Prince George’s County 
Carl J. Houmann MD, Riverdale 
Bruno Kolega MD, Camp Springs 
Wicomico County 
Walter D. DeVault MD, Salisbury 
Leonid V. Maldve MD, Salisbury 
Raymond M. Yow MD, Salisbury 


Council Chairman’s Report 

Dr. Lee-Llacer, Chairman of the Council, presented a 
summary of actions taken on various Council resolu¬ 
tions passed in 1988. He also reported on the following 
issues: 

Medicaid ER/OPD Diversion of Services Plan 
Resource Based Relative Value Scale 
Operation PreCare 

Medical Waste Emergency Regulations 
Establishment of Women in Medicine 
Ad Hoc Task Force 
3-Part Prescription Proposal 
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Mandated Medicare Assignment - Means Test 

The issue of mandated Medicare assignment and the 
question of support or nonsupport of a "means test" was 
discussed and the following motion, after amendment, 
was adopted by the required 2/3 vote: 

That the Delegates poll the members in their component 
societies in cooperation with Med Chi on the issue of Mandated 
Medicare Assignment and the acceptance or nonacceptance of 
a "means test," and further that a special meeting of the House 
of Delegates be held in November at a date to be announced, 
for the purpose of assuming a Med Chi position relative to Man¬ 
dated Medicare Assignment and a means test. 

Treasurer’s Report 

Jose M. Yosuico MD, Faculty Treasurer, read the Cer¬ 
tificate of O’Dea and Labrador, CPAs as to the accuracy 
of the Faculty’s books and records for the 1987 calendar 
year, and an opportunity was given for questions. The 
House, by unanimous consent, approved the auditor’s 
certification. 

1987 - 1988 Committee Reports 

The following 1987-1988 Committee reports, having 
been distributed in writing to all members for informa¬ 
tion, an opportunity was afforded to raise questions or 
make comments. 

Report of the Delegates to the American Medical As¬ 
sociation - 

Albert M. Antlitz MD, Roland T. Smoot MD, Donald 
T. Lewers MD, George S. Malouf MD, Charles F. 
O’Donnell MD, Michael R. Dobridge MD (Interim 
Meeting, December 6-9,1987) 

Committee on AIDS- 

J.D. Drinkard MD 

Committee on Alcoholism and Chemical Dependency- 
N. Joseph Gagliardi MD, Chairman 
American Medical Association Education and 
Research Foundation (AMA-ERF)- 
Elizabeth A. Linhardt, State Chairman 
Auxiliary- 

Mrs. Ching Barretto, President 

Computers in Medicine Committee- 
H.G. Oster MD, Chairman 
Committee on Continuing Medical Education Review- 
Eugene P. Libre MD, Chairman 
Committee on Drugs- 
Donald M. Pachuta MD, Chairman 
Committee on Emergency Medical Services- 
Peter M. Fahrney MD, Chairman 
Committee on Emotional Health- 
Gary W. Nyman MD, Chairman 
Executive Director - 
Angelo Troisi, FACHE 
Finance Committee- 

Jose M. Yosuico MD, Chairman, Treasurer 

Finney Fund Committee 
Committee on Hospital Medical Staffs- 

Victor R. Hrehorovich MD, Chairman 


Legislative Committee- 

Israel H. Weiner MD, Co-Chairman; 

Leonard Lichtenfeld MD, Co-Chairman 
Liaison Committee with Department of Health and 
Mental Hygiene - 
Karl M. Green MD, Chairman 
Liaison Committee with Third Party Carrier- 
Aristides C. Alevizatos MD, Chairman 
Library and History Committee- 
Nancy T. Nichols MD, Chairman 
Long Term Care and Geriatrics Committee- 
George Taler MD, Chairman 
Maryland Medical Journal - 
James G. Zimmerly MD, Editor 
Victor R. Hrehorovich MD, Associate Editor 
Med-Chi Insurance Fund- 
W. Kenneth Mansfield MD, Chairman 
Medicine and Religion Committee- 
Leslie R. Miles, Jr. MD, Chairman 
Medicolegal Committee - 
Lawrence D. Pinkner MD, Chairman 
Occupational Health Committee - 
Michael K. Spodak MD, Chairman 
Peer Review Committee- 
Emidio A. Bianco MD, Chairman 
Physician/Patient Relations Committee- 
Lois E. Wehren MD, Chairman 
Committee on Physician Rehabilitation- 
Edward J. Kitlowski MD, Chairman 
Committee on Preventive Medicine and Public Health 
Anneslies S. Zachary MD, Chairman 
Committee on Professional Ethics- 
Louis C. Breschi MD, Chairman 
PRO Monitoring Committee- 
John A Singer MD, Chairman 
Public Relations Committee- 
James E. Bell MD, Chairman 
Committee on Scientific Activity- 
John M. Krager MD, Chairman 
Committee on Small Area Practice Variations- 
Peter E. Dans MD, Chairman 
Committee on Specialist Identification- 
Joseph I. Berman MD, Chairman 
Committee on Young Physicians- 
Susan W. Owens MD, Chairman 
Treasurer, Jose M. Yosuico MD 


Music in Medicine 

Dr. Harold B. Bob, Secretary, reported that the 
Faculty had been designated as the repository for litera¬ 
ture on medical problems of performing musicians, and 
a slide show was presented to the House. 

Maryland Foundation for Health Care Elections 

The Secretary read the following list of nominations 
submitted for election to the Board of Directors of the 
Maryland Foundation for Health Care: 
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Baltimore City District 

Joseph H. Hooper MD, GS, Baltimore City (1991) 
Stephen M. Busky MD, U, Baltimore City (1991) 
Allan D. Jensen MD, OPH, Baltimore City (1991) 
Albert Nahum MD, IM, Baltimore City (1991) 

Baltimore County District 

A.H. Ghiladi MD, IM/PUD, Baltimore County (1991) 

Montgomery County District 

Martin Eichler MD, GS, Montgomery County (1991) 
John P. Nasou MD, IM, Montgomery County (1991) 

Southern District 

W. Bradley King, Jr. MD, PTH, Howard County (1989) 

Sergio Alvarez MD, GS, Anne Arundel County (1991) 

Western District 

Charles C. Spencer MD, IM 

Washington County (1990) 

The floor was opened for nominations. Dr. Henry H. 
Canton, Anne Arundel County, was nominated for the 
3-year term in the Southern District. Nominations were 
declared closed by general consent. 

There being no contest in Baltimore City, Baltimore 
County, Montgomery County, and Western Districts, 
the candidates were declared elected by acclamation. 

The President appointed Margaret Snow MD and 
Joseph Snyder MD as Tellers. The election in the 
Southern District was conducted by ballot, following 
which the President declared Dr. Sergio Alvarez elected 
to the 3-year position in the Southern District, by 
majority vote. 

Bylaws Committee Report 
Dr. Azar, Chairman of the Bylaws Committee, moved 
adoption of the following bylaw amendments which, by 
unanimous consent, were consdidered together and 
adopted by the required 2/3 vote of the House: 

Amend Article XI (Committees), Section 28, follow¬ 
ing the words "A Committee on..." by striking out the 
words "Preventive Medicine and" and inserting "Public 
Health." 

Amend Article VI (House of Delegates), Section 5, 
Subsection (b), following the words "One member of 
the" and before the words "elected by that body" by 
striking out the words "Board of Medical Examiners" 
and inserting the words "Board of Physician Quality As¬ 
surance." 

Amend Article IX (Board of Medical Examiners), fol¬ 
lowing the words "Article IX" by striking out the words 
"Board of Medical Examiners" and inserting the words 
"Board of Physician Quality Assurance." 

Amend Article IX, Section 1, following the words 
"There shall be a" by striking out the words "Board of 
Medical Examiners" and inserting the words "Board of 
Physician Quality Assurance," and following the words 
"composed of" and before the words "active members" 
by striking out the word "eight" and inserting the word 
"fifteen." 

Amend Article IX, Section 2, by substituting for it the 
following: 
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Section 2. Replacement members of the Board of Physician 
Quality Assurance to be seated each year shall be nominated 
at the first meeting of the annual session of the House of 
Delegates and at least twice the number of vacancies to be 
filled for that specific year shall be voted upon as the list of 
nominees to be submitted to the Governor for appointment to 
the Board. Vacancies on the Board caused by death, resigna¬ 
tion, or removal from office, shall be filled in accordance with 
the current bylaws. 

Amend Article XI, Section 21 (Nominating Commit¬ 
tee), following the words "elected committees, the" by 
striking out the words "Board of Medical Examiners" 
and inserting the words "Board of Physician Quality As¬ 
surance." 

Amend Article XIII (Grievances) by striking it out in 
its entirety. 

Amend Article XIV (Disciplinary Procedures), Sec¬ 
tion 13, following the words "revoked by an order of the" 
by striking out the words "Commission on Medical Dis¬ 
cipline" and inserting the words "Board of Physician 
Quality Assurance"; following the words "as contained 
in the" and before the word "order" by striking the word 
"Commission’s" and inserting the words "Board of 
Physician Quality Assurance"; and following the words 
"at the time the" and before the words "order shall be¬ 
come final" by striking the word "Commission’s" and in¬ 
serting the words "Board of Physician Quality 
Assurance." 


Reference Committee Report 

Dr. Aubrey Smoot, Chairman of the Reference Com¬ 
mittee, moved adoption of the following resolution 
1S/88, which after debate and amendment, was adopted 
as follows: 


Resolution 1S/88 - Gun Control Legislation 
Adopted as Amended 

Whereas, The Prince George’s County Medical 
Society and the Medical and Chirurgical Faculty tes¬ 
tified before the Maryland General Assembly in favor 
of Gun Control Legislation as far back as 1983; 

Whereas, The American Medical Association’s 
House of Delegates adopted a Council on Scientific Af¬ 
fairs report recommending that the AMA encourage 
and endorse the development and presentation of safety 
education programs that will engender more respon¬ 
sible use and storage of firearms and, among other 
things, recommending that the Consumer Product 
Safety Commission be granted the authority to regulate 
the manufacture and distribution of firearms and am¬ 
munition; 

Whereas, The Center for Disease Control has indi¬ 
cated repeatedly the increasing incidents of homicide 
and suicide among young Americans primarily with 
firearms and has recommended "developing strategies 
to reduce firearms associated injuries"; 

Whereas, Studies have shown that firearms kept in the 
home are more likely to cause accidental death; 


Whereas, The physicians of Maryland daily treat the 
maimed, the dying, and the bereaved victims of handgun 
violence; and 

Whereas, The physicians of Maryland are particular¬ 
ly responsible to bring the need for continued control of 
the distribution of handguns to the attention of the 
citizens of our state; therefore, be it 
Resolved, That this House of Delegates of the Medical 
and Chirurgical Faculty of the State of Maryland gives 
its full support to the Gun Control Law; and further 
Resolved, That in relation to the upcoming referen¬ 
dum on the Gun Control Law in November 1988, the 
Medical and Chirurgical Faculty advises all citizens to 
vote to endorse the law which bans "Saturday night spe¬ 
cials" and undetectable handguns and to oppose any ef¬ 
fort to repeal the existing law by referendum or any 
other means; and further will provide appropriate fund¬ 
ing toward this effort as determined by the Executive 
Committee. 


Dr. Smoot, on behalf of the Reference Committee, 
moved adoption of the following resolution 2S/88, which 
was adopted without dissent: 


Resolution 2S/88 - HHS "Bounty System" - Adopted 

Whereas, The "bounty system" in the Department of 
Health and Human Services (HHS), Office of Inspector 
General (OIG), rewards high level employees with 
financial bonuses based on the number of sanctions im¬ 
posed and profit recovered through federal Professional 
Review Organizations (PRO), a program which is 
neither logical nor addresses sanctions based on poor 
quality of care, but rather on the number of sanctions 
imposed; 

Whereas, The federal court in California has recently 
declined to rule on the legality of the bounty hunting sys¬ 
tem, because the physician challenging the sanctions 
was completely exonerated by an administrative law 
judge; 

Whereas, This makes it very difficult to obtain judicial 
repudiation of the bounty system; 

Whereas, An American Medical Association resolu¬ 
tion, introduced by the California delegation, resulted in 
only a letter to the Office of Inspector General, and not 
in any tangible change in the OIG’s policy; and 

Whereas, It is imperative that this issue be put before 
the Medical and Chirurgical Faculty of the State of 
Maryland as soon as possible in order to halt this unjust 
system; therefore be it 

Resolved, That the Medical and Chirurgical Faculty 
of the State of Maryland take all appropriate steps, in¬ 
cluding legislation, if necessary, to abolish the policy of 
the Inspector General under which high level 
employees receive favorable performance rewards 
based on the number of the PRO-recommended sanc¬ 
tions they impose and/or the amount of dollar penalties 
they recover. 


Dr. Smoot, on behalf of the Reference Committee, 
moved adoption of the following resolution 3S/88, 
which was adopted unanimously by the House: 

Resolution 3S/88 - Non-U.S. Medical Schools 
Adopted 

Whereas, The Medical and Chirurgical Faculty of the 
State of Maryland has always maintained that students 
and physicians are to be evaluated on the basis of their 
qualifications, skills and character; and 

Whereas, There are movements within our 
socioeconomic system to evaluate physicians by the site 
of their education rather than its quajity; therefore be it 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland oppose discrimination in any 
form or manner based on sex, age, ethnic background, 
religion, country of origin, or location of medical school; 
and 

Resolved, That Med-Chi strive to remove such dis¬ 
crimination in residency programs, examination 
eligibility requirements, medical staff and academic ap¬ 
pointment, and professional society memberships; and 
be it further 

Resolved, That Med-Chi join with medical and special¬ 
ty societies to remove discrimination in licensure re¬ 
quirements based upon the geographic location of the 
medical school. 

Dr. Aubrey Smoot, on behalf of the Reference Com¬ 
mittee, moved adoption of the following resolution 
4S/88, which was adopted without dissent: 

Resolution 4S/88 - Hospital Medical Staffs - Adopted 

Whereas, Physicians who currently serve as presidents 
of hospital medical staffs, heads of medical and surgical 
departments, and on hospital peer review or quality 
review committees run the risk of being sued for the con¬ 
duct of other physicians on the hospital staff; and 

Whereas, Hospital boards of directors run the same 
risk but are insured by hospitals against such suits in the 
form of officers and directors liability insurance; there¬ 
fore be it 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland notify the Maryland Hospital As¬ 
sociation, and all hospital medical staffs and hospital ad¬ 
ministrators, that every physician who serves as a 
hospital medical staff president, head of hospital medi¬ 
cal or surgical department, member of a hospital peer 
review or quality review committee, or acts in any hospi¬ 
tal administrative capacity, absent malice, should be 
held harmless in the same manner and in the same 
monetary amount as is the hospital’s board of directors, 
and that the Hospital Bylaws, liability insurance 
policies, etc. be so amended to include such provision. 

Dr. Smoot, on behalf of the Reference Committee, 
moved adoption of the following Resolution 5S/88, 
which after debate and amendment, received the re¬ 
quired 2/3 vote and was adopted by the House: 
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Resolution 5S/88 - Nursing Shortage 
Adopted as Amended 

Whereas, There is currently a shortage of of nursing 
personnel to take care of hospitalized and other 
patients; 

Whereas, The demand for nursing services for the care 
of hospitalized patients continues to increase; 

Whereas, Hospitals, HMOs, nursing homes, in¬ 
surance companies, PROs, and others compete with 
each other to attract nurses, which impacts adversely on 
the cost of health care; 

Whereas, By this shortage of qualified nursing per¬ 
sonnel, the quality, availability, and quantity of medical 
care will be adversely affected; and 

Whereas, The investment in tuition to become trained 
as a baccalaureate degree nurse is high compared to the 
traditional earning expectations of a nurse; therefore be 
it 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland will continue to study the current 
and future needs for nurses in Maryland; and be it fur¬ 
ther 

Resolved, That Med-Chi work with Maryland legis¬ 
lators and all appropriate nursing organizations, to in¬ 
clude schools of nursing, the Maryland Board of 
Nursing, etc. to develop a plan to insure the nursing care 
needs of all patients are appropriately met. 

Dr. Smoot, on behalf of the Reference Committee, 
moved adoption of the following resolution 6S/88, 
which was adopted unanimously by the House: 

Resolution 6S/88 - Medical Denials - Adopted 

Whereas, Medicare denials are being received by a 
growing number of physicians stating that treatment 
was "medically unnecessary" when the care provided was 
obviously appropriate and in the best interest of the 
patient; 

Whereas, The intent of the Medicare laws and the 
regulations implementing them are being distorted in 
the interest of cost containment to deny quality medical 
care in some cases and to imply that quality medical care 
is "medically unnecessary" in other cases; 

Whereas, There appears to be great inconsistency in 
the standards being applied and the process of review in 
that denials are issued without proper peer review; 

Whereas, The letters of denial may be the cause of 
litigation against the physician and may cause mistrust 
by the patient; and 

Whereas, Although the American Medical Associa¬ 
tion has successfully modified the legislatively mandated 
denials by insuring that a claim development letter is 
sent first, the letter is still triggered by computer screens 
and not physician review; therefore, be it 

Resolved, That the Medical and Chirurgical Faculty 
of the State of Maryland join with the American Medi¬ 
cal Association to continue to seek appropriate legisla¬ 
tive relief from the "medically unnecessary" provisions 
of section 9332 (c) of the Omnibus Budget Reconcilia- 
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tion Act of 1986 (OBRA), including the repeal of this 
provision; 

Resolved, That until such time as repeal of this 
provision is achieved, Med-Chi in consonance with the 
AMA shall continue to press the Health Care Financ¬ 
ing Administration (HCFA) and Medicare Part B car¬ 
riers to make further changes in the implementation of 
this authority to correct problems being experienced, in¬ 
cluding: 

a. Urging HCFA and the carriers to make the 
denial criteria, parameters of treatment and medi¬ 
cal review policies available to the physician com¬ 
munity; 

b. Obtaining assurance that carrier medical 
review policies are developed with practicing 
physicians advice; 

c. Continue to work to assure that physician are 
notified by the carrier prior to a "medically un¬ 
necessary" notification being sent to a patient; 

d. Urging carriers to facilitate the expeditious 
handling of physician requests for reconsidera¬ 
tions and appeals of "medically unnecessary" 
denials; 

e. Working to assure that patient notifications 
are worded in such a way so as not to put into ques¬ 
tion the attending physicians’ professional judg¬ 
ment or the quality of care received and that the 
services denied be clearly identified (by more than 
just procedure code) in such notices, and that they 
be referred to as "not covered by Medicare" as op- 

E osed to "medically unnecessary"; and 

Opposing required wording in the patient 
waiver form (advance exculpatory notice) that sug¬ 
gests that the physician is about to provide medi¬ 
cally unnecessary services to his or her patient; and 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland in cooperation with the AMA 
continue to gather data and information regarding the 
nature and extent of problems experienced by 
physicians arising from the implementation of this 
authority, with particular attention to any evidence sug¬ 
gesting that nonassigned patient Medicare claims are 
subjected to greater scrutiny (and more likely denial) 
than assigned claims; and be it further 
Resolved, That should neither legislative nor ad¬ 
ministrative relief be forthcoming, the Medical and 
Chirurgical Faculty of the State of Maryland join with 
the AMA exploring potential judicial relief. 

Dr. Smoot, on behalf of the Reference Committee, 
moved adopted of the following resolution 7S/88, which 
was adopted unanimously by the House: 

Resolution 7S/88 - Quality Assurance - Adopted 

Whereas, The Joint Commission on Accreditation of 
Healthcare Organization’s leadership has recognized 
the need for adequate financial support for quality as¬ 
surance; and 



Whereas, The medical staff is generally authorized to 
review and monitor the quality of care within hospitals; 
therefore be it 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland support the principle that hospi¬ 
tals adequately budget support for quality assurance ac¬ 
tivities; and be it further 

Resolved, That Med-Chi encourage medical staffs to 
develop appropriate reporting channels for quality as¬ 
surance activities. 

Dr. Smoot, on behalf of the Reference Committee, 
moved adoption of Resolution 8S/88. After a lengthy 
debate, the House voted to table the Resolution, which 
reads as follows: 

Resolution 8S/88 - Medical Witness Testimony 
Tabled 

Whereas, Section 9.07 of Current Opinions of the 
Council on Ethical and Judicial Affairs of the American 
Medical Association states that, 

The medical witness must not become an advocate or a partisan 
in the legal proceedings. The medical witness should be ade¬ 
quately prepared and should testify honestly and truthfully. It 
is unethical for a physician to accept compensation that is con¬ 
tingent upon the outcome of litigation. 

Whereas, Providing medical experts to assist in the 
child preparation of malpractice litigation and as expert 
witnesses has evolved into a highly profitable competi¬ 
tive business; and 

Whereas, Resolution 52 (a - 77) called on the AMA to 
"condemn physicians who give false or misleading tes¬ 
timony or misrepresent their qualifications," "urge 
courts to refuse testimony of those physicians who do 
not have clear cut qualifications as recognized by their 
peers," and "urge state and medical societies to take ac¬ 
tion before the medical licensure board when physicians 
testify without sufficient medical knowledge or testify 
falsely," therefore be it 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland adopts the concept that providing 
expert medical testimony is part of the professional 
practice of medicine by a physician and should be con¬ 
sidered within the review of professional peer review and 
the Maryland Board of Physician Quality Assurance; 
and 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland encourage its members to file for¬ 
mal complaints with the Maryland Board of Physician 
Quality Assurance regarding individual physicians ex¬ 
pert testimony which they believe to be of dubious na¬ 
ture; and be it further 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland will develop and include proce¬ 
dures in its peer review system for the evaluation of ex¬ 
pert medical testimony by impartial reviewers, with 
reports sent to the Maryland Board of Physician Quality 


Assurance if said testimony deviates substantially from 
accepted medical opinion. 

Dr. Smoot, on behalf of the Reference Committee, 
moved adoption on the following resolution 9S/88, 
which was adopted unanimously by the House: 

Resolution 9S/88 - Medicare - Adopted 

Whereas, Current Health Care Financing Ad¬ 
ministration (HCFA) policy does not interpret humane, 
caring or socioeconomic factors to satisfy medical 
necessity criteria for Medicare reimbursement; 

Whereas, It is cruel, negligent, and against accepted 
medical standards to discharge fragile elderly patients 
before they have recovered sufficiently to return safely 
to their home environment; and 

Whereas, It is also cruel, negligent and against ac¬ 
cepted medical standards to refuse hospital admissions 
to elderly patients scheduled for certain diagnostic or 
therapeutic procedures; therefore be it 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland petition its Congressional 
Representatives, the Health Care Financing Ad¬ 
ministration (HCFA) and the Maryland Cost Review 
Commission to include a Medicare hospital reimburse¬ 
ment category for humane social admissions and con¬ 
tinued hospital stays, at a rate appropriate for the 
reduced patient care need. 

Dr. Smoot, on behalf of the Reference Committee, 
moved adoption of the following resolution 1 OS/88, 
which was adopted unanimously by the House: 

Resolution 10S/88 - HHS Use of Term "Provider" 
Adopted 

Whereas, Physician ("Doctors") fees and costs, when 
referred to by the Department of Health and Human 
Services and Medicare, include practitioners other than 
physician MDs; therefore be it 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland urge the Maryland Congressional 
representatives to demand that the Department of 
Health and Human Services and the Health Care 
Financing Administration, at all times, distinguish be¬ 
tween medical doctors and all other health care 
providers and discontinue the use of the generic and all 
inclusive term "provider" when reporting or referring to 
costs of physician services. 

Dr. Smoot, on behalf of the Reference Committee, 
moved adoption of the following resolution 11S/88, 
which was adopted unanimously by the House: 

Resolution 11S/88 - Aids Project - Adopted 

Whereas, There have been approximately 57,000 
cases of AIDS reported in the United States, along with 
an estimated 1.5 to 3 million people infected with the 
AIDS virus who are asymptomatic; 
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Whereas, The latest studies have shown over 70 per¬ 
cent of HIV positive individuals will develop fatal 
symptoms of AIDS within seven years and the rest will 
probably succumb within a few short years; 

Whereas, There is no known cure for this fatal disease 
at this time; and 

Whereas, Preventive measures have been found to be 
effective in reduction of the incidence of this disease, 
therefore, be it 

Resolved, That the Medical and Chirurgical Faculty of 
the State of Maryland assist the various educational sys¬ 
tems in Maryland in the development of appropriate 
and intensive educational programs designed to educate 
all citizens, and especially school children regarding the 
dangers of this infectious disease and its transmission; 
and 

Resolved, That Med-Chi and its component societies 
advocate appropriate funding from state and local 
governments for the dissemination of AIDS public 
education; and be it further 

Resolved, That Med-Chi and its component societies 
support any legislation that would enhance education 
toward prevention of this AIDS crisis. 

Dr. Smoot, on behalf of the Reference Committee, 
moved adoption of the following resolution 12S/88. Fol¬ 
lowing discussion during which comments were made 
that under the present leadership the Faculty was cur¬ 
rently working toward the intent of the Resolution, the 
House voted to table the Resolution, which reads as fol¬ 
lows: 

Resolution 12S - House of Delegates - Tabled 

Whereas, The Council of the Medical and Chirurgical 
Faculty of the State of Maryland recommends policy and 
procedures for the Med-Chi House of Delegates; 

Whereas, It may be perceived by some members of the 
House of Delegates that the majority of the effort of the 
House of Delegates is ceremonial in nature; 

Whereas, Increased involvement and commitment in 
policy and procedural affairs on the part of the House 
of Delegates is required if the problems adversely affect¬ 
ing the profession of medicine are to be addressed; 

Whereas, Greater and greater outside forces are im¬ 
pinging upon the practice of the profession of medicine, 
thereby requiring further debate and involvement by all 
members of the profession; therefore, be it 

Resolved, That the House of Delegates of the Medical 
and Chirurgical Faculty of Maryland direct the Council 
to develop a format for the House of Delegates meetings 
that would enhance the identification of critical issues; 
and be further 

Resolved, That the new format be designed such as to 
assure that appropriate debate is encouraged and en¬ 
hanced in the House of Delegates of Med-Chi. 

Review of Policy Resolutions 

The Secretary reported Resolutions 4A/78, unnum¬ 
bered SA-78, and 1S/78, with a staff review required after 
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the expiration of ten years. Resolutions 4A/78 and un¬ 
numbered SA-78 were reaffirmed and will remain in ef¬ 
fect without further action, as follows: 

Resolution 4A/78 - Reaffirmed 

Resolved, That the General Meetings, as provided in 
Article V of the Bylaws, be broadly publicized and the 
attendance of all officers and members encouraged in 
order to emphasize its function as an open forum for dis¬ 
cussion of the purposes of the Faculty, the direction it is 
taking, any worthwhile modifications of its program, 
and general informal observations regarding the work 
of the organization. 

Resolution SA/78 - Reaffirmed 

Resolved, That the Medical and Chirurgical Faculty 
endorse a policy of "no smoking" at all business and 
professional meetings of the Faculty. 

Resolution 1S/78 - Deleted 

A motion to delete Resolution 1S/78 was unani¬ 
mously adopted. Resolution 1S/78 reads as follows: 

Resolved, That the Medical and Chirurgical Faculty 
goes on record as supporting research into the efficacy 
of heroin for evidence of therapeutic advantage in the 
treatment of retractable pain in terminally ill patients; 
and be it also 

Resolved, That federal agencies be contacted and urged 
to expedite research activities in this area. 

Policy Review Motion Adopted 

The following motion by Dr. J. David Nagel was 
adopted unanimously by the House: 

That the Bylaws Committee review policies more fre¬ 
quently than the present ten-year review originally es¬ 
tablished in 1983. 

Motion to Amend Special Rules of House Postponed 

A motion was introduced by Dr. Joseph Snyder to 
amend the Special Rules of the House to provide for 
nonmembers to speak from the floor of the House on 
the simple majority, as opposed to the present require¬ 
ment of a 3/4 vote. After debate, the House voted to 
postpone action on this motion until the 1989 annual 
meeting. 

The meeting was adjourned at 5:15 p.m. by unanimous 
consent. 

HAROLD B. BOB MD 
Secretary 


Delegation to the AMA House of Delegates 
Annual Meeting, June 26-30,1988 


Mr. President and Members of the House of Delegates: 

Your delegation attended the annual session of the 
AMA House of Delegates in Chicago and reports the 
following summary of the major issues considered at the 
meeting: 

Registered Care Technologists (RCTs) 

The Board of Trustees submitted a report proposing 
a pilot program to create a Registered Care Tech¬ 
nologist in response to the severe shortage of nurses. 

The RCT is described as a bedside care giver who ex¬ 
ecutes physicians’ orders at the direction of the head 
nurse at the bedside. The RCT maintains patient com¬ 
fort in hospitals, long- term care facilities and (with ad¬ 
vanced certification) in intensive care units. An RCT’s 
role is task-oriented, designed to focus on medical or¬ 
ders at the bedside with special skills in modern technol¬ 
ogy. They would serve patients, functioning much the 
same way as corpsmen would in military hospitals. 

The RCT report received much attention from the na¬ 
tional media and is, of course, a controversial proposal 
in the nursing profession. Several nursing organiza¬ 
tions sent representatives to the meeting, and they were 
permitted to speak at the reference committee hearing. 

The House amended the report to require certifica¬ 
tion and registration rather than licensure of the RCT 
and referred the matter to the Board for action. 

Medicaid Reform 

The House approved a major report calling for sig¬ 
nificant reform in the Medicaid program that would: 

• create basic national eligibility and benefits 

standards 

• eliminate existing categorical requirements 

• create adequate payment schedules 

In a related action the House referred a resolution for 
action that calls on the AMA to establish a high-priority 
task force to address the problem of indigent health 
care. The resolution suggests that the task force use a 
broad approach, which may include a coalition with 
other organizations and solicitation of grants and 
voluntary contributions. 

Drug Abuse in the United States: 

Toward a New Drug Policy 

The Board of Trustees submitted a major initiative on 
drug abuse in the United States. Calling drug abuse the 
common element in America’s most pressing social 
problems of crime, disease, poverty, and corruption, the 
AMA Board issued a detailed report describing the 
scope of the illicit drug abuse problem. The report states 
AMA’s commitment to reducing the personal and 
public health risks of drug abuse. 

The report contained recommendations that call for 
a redirection away from interdiction of illegal supply 


and a new focus on curbing demand through education 
and treatment. 

Stating that the federal effort against drug abuse could 
be better coordinated, a key recommendation urges the 
President of the United States to appoint a high-rank¬ 
ing official of the Executive Branch to assume respon¬ 
sibility of coordinating the national effort against drug 
abuse. 

Other recommendations for improving the nation’s 
response to the drug problem include: 

• a recognition by the federal government that 
reducing the demand for, as opposed to the supply of, 
drugs is a realistic approach to the problem and that the 
federal government should take the lead by instituting 
programs aimed at the demand side of the drug 
problem; that is, 

1. expanded treatment and rehabilitation programs 

2. a coordinated educational program that comple¬ 
ments local educational efforts 

3. the expansion of community based prevention 

programs for youth at high risk 

• stimulating private initiatives to curb drug abuse 
by, among other things, providing a framework for 
private drug testing that promotes employer preroga¬ 
tives while protecting employees’ rights. 

• a call on the nation to make a long-term commit 
ment to research and data collection so that programs 
can be devised based on a reasonable understanding of 
the scope, nature, and diversity of drug abuse. 

• a proposal that the focus of the national campaign 
against drug abuse be broadened to include abuse of al¬ 
cohol and tobacco 

• a recommendation that all public officials and or¬ 
ganizations participating in the debate on drug policy 
help shift the emphasis away from simplistic resolutions 
such as "a declaration of a war on drugs" and toward 
recognition of the complexity of the drug abuse 
problem. 

AIDS 

The House considered several reports and resolutions 
giving a status report on this serious public health issue. 

Essentially the House reaffirmed AMA policy estab¬ 
lished at the 1987 Annual Meeting on such issues as: 

• AIDS education 

• adequate public funding 

• mandatory and voluntary testing 

• access to HIV testing 

• vigorous enforcement of existing antidiscrimina¬ 
tion satutes 

The House approved new policy calling for: 

• a second national seroprevalence study to deter¬ 
mine the rate of spread of the AIDS epidemic. 

• states to give serious consideration to implement¬ 
ing a contact-tracing program with adequate safeguards 
to protect confidentiality of seropositive persons and 
their contacts, and for the counseling of parties involved. 

• a recommendation that in the United States 
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where safe, alternative nutrition is widely available, HIV 
seropositive women should not breast feed. HIV test¬ 
ing of all human milk bank donors should be man¬ 
datory, and milk from such donors not be used for 
human consumption. 

Mandatory testing of prison inmates remains a con¬ 
troversial issue. As further data becomes available, the 
House anticipates another report on this subject at the 
1988 Interim Meeting. 

The House approved a report on the financing of care 
for AIDS patients that reiterates earlier conclusions 
that private insurance and existing public programs, 
coupled with state risk pools, provide the best approach 
for financing care for AIDS patients. 

The House approved a resolution asking the FDA to 
continue to expedite evaluations of available drugs used 
in the treatment of AIDS. 

The availability of disability insurance for physicians 
with infectious diseases was the subject of four resolu¬ 
tions, and the delegates expressed great concern and a 
sense of urgency over this issue. The House called for a 
comprehensive study and a report back at the 1988 In¬ 
terim Meeting. 


Medicare Maximum Allowable Actual Charge 
(MAAC) 

A number of resolutions were considered regarding 
the problems physicians are having with Medicare’s 
MAAC provisions. This was a major issue at this meet¬ 
ing. 

The House adopted policy that calls on the AMA to: 

• seek repeal of the MAAC provision 

• support federal legislation that would rectify 
Medicare contractual inequities with physicians and 
patients 

• establish principle of freedom of contract in the 
practice of medicine 

• continue to evaluate the selective discriminatory 
nature of MAAC and challenge these provisions as well 
as laws and regulations forcing assignment for 
laboratory and diagnostic procedures 

• continue to oppose differential treatment of "par¬ 
ticipating" and "nonparticipating" physicians under 
Medicare including: 

1. the "Notification of Charges" statement required by 
Medicare for nonparticipating physicians 

2. statements on the explanation of benefits 

3. the use of participating physician directories work 
to allow physicians to treat Medicare patients outside 
of regulatory constraints that threaten the physician 
patient relationship. 

Medicare Claim Denial 

Physicians nationwide are angry with the Medicare re- 
quirement of "medically unnecessary" denial forms. 
This provision of the Omnibus Budget Reconciliation 
Act of 1986 prompted ten separate resolutions that were 
considered by the delegates. 

The delegates approved policy calling on the AMA to: 

• seek appropriate legislative relief including repeal 


of this provision 

• continue to press HCFA and the Medicare Part B 
carriers to make further changes in the implementation 
of this authority to correct problems being experienced, 
including: 

1. urging HCFA and the carriers to make denial 
criteria, parameters of treatment, and medical review 
policies available to the physician community. 

2. obtaining assurances that carrier medical review 
policies are developed with practicing physician ad¬ 
vice. 

3. continuing to work to assure that physicians are 
notified by the carrier prior to a "medically unneces¬ 
sary" notification being sent to the patient. 

4. urging carriers to facilitate the expeditious handling 
of physician requests for reconsiderations and appeals 
of "medically unnecessary" denials. 

5. working to assure that patient notifications are 
worded in such a way so as not to put into question the 
attending physician’s professional judgment or the 
quality of care received. 

6. assure that the services denied be clearly identified 
(by more than just procedure code) in such notices, 
and that they be referred to as "not covered by 
Medicare" as opposed to "medically unnecessary." 

7. opposing required wording in the patient waiver 
form (advance exculpatory notice) that suggests that 
the physician is about to provide medically unneces¬ 
sary services to his or her patient. 

8. seeking to change HCFA policy on a national level, 
so that all Part B Medicare denials are reviewed by a 
physician and surgeon. 

• continue to gather data regarding the nature and 
extent of physicians arising from the implementation of 
this authority 

• explore judicial relief if legislative or administra¬ 
tive relief is not forthcoming 

Peer Review after Patrick v. Burget 

The House adopted a comprehensive report that ad¬ 
dresses the legal liability concerns for physicians par¬ 
ticipating in peer review raised by the Supreme Court 
decision in Patrick v. Burget. The report concluded that: 

• legal risks are minimal provided that peer review 
is conducted in good faith with proper procedures 

• application of treble damages is inappropriate 
and chilling 

• physicians with an adverse peer review decision 
should have redress 

• additional protection from antitrust exposure be 
assured or procedures to minimize these risks be 
developed 

The House commended the Board of Trustees and the 
Committee on Medicolegal Problems for this prompt 
and comprehensive analysis and urged wide distribution 
of the report. 

AMA Finances and Dues 

The House commended the Board of Trustees, its 
Finance Committee, and the Executive Vice President 
for their careful oversight and prudent management of 
the Association’s finances. 
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In fiscal year 1987, operating revenues increased by 7.0 
percent over 1986 for a total of $150,648,000. 

Total 1987 operating expenses amounted to 
$144,608,000, representing an increase of 8.5 percent 
over the previous year. 

A modest dues increase of $25 (to $400) in 1989 was 
approved by the House. 

1. medical students and resident physician dues 

remained unchanged 

2. other dues categories were increased propor¬ 
tionately 

3. a 10 percent rebate on AMA dues for members 

of unified societies would continue in 1989. 

In an effort to increase AMA membership through 
unification, the Board reported the following enhance¬ 
ments to AMA unification incentives to state medical 
societies, subject to annual review by the Board and five- 
year sunset provision; 

• The following provisions have been established 
for currently nonunified states that implement unifica¬ 
tion, provided that they meet certain criteria established 
by the Board: 


Year of Unification Provision (%) of State and County Dues Revenue 


Year 1 
Year 2 
Year 3 
Year 4 
Year 5 
Year 6 


Loss 

100 

100 

80 

60 

40 

& beyond 


Normal incentive award earned plus 5 percent 
premium. 

• States that have been unified for at least five con¬ 
secutive years will receive an annual grant from the 
AMA to assist their efforts to recruit and retain AMA 
members. 

• Membership Incentive Program revenue goals 
will be adjusted for all unified states to reflect the degree 
of difficulty they encounter in further increasing their 
AMA membership. 

In other actions the House: 

1. Adopted a report that offers a set of principles on 
long-term care (LTC) financing, including: 

• assurance of access to needed services 

• protection of personal autonomy and respon¬ 
sibility in selecting LTC service providers 

• promotion of family caregiving 

• prevention of impoverishment in the face of ex - 
tended or catastrophic LTC costs 

• timely, coordinated coverage of services in the 
least restrictive setting appropriate to the individual’s 
need 

2. Adopted a policy that asks the AMA to seek to in¬ 
troduce legislation that would provide a federal tax 
deduction and/or additional appropriate incentives for 
individuals rendering home care to family members 
with a long-term illness. 

3. Adopted a policy calling on the AMA to sponsor 
or support legislation that would require employers cur¬ 
rently required to offer participation in HMOs to 
provide employees with a choice of health insurance 
types whereby employees have free choice of physicians 
and health care facilities. 

4. Adopted a policy that asks the AMA to seek to have 
the federal government fund an independent study to ex¬ 


amine and assess the present impact on the quality of 
medical care from mandated utilization review, medical 
necessity standards, methods of reimbursement, denial 
of hospital admissions for illness, and surgical and in¬ 
vasive procedures. 

5. Adopted an amended resolution calling on the 
AMA to conduct or cause to occur a study to evaluate 
the impact of quality of care when the method of pay¬ 
ment affects the quality of medical care and access to 
care. The House of Delegates would receive an annual 
progress report. 

6. Adopted a report recommending that a full evalua¬ 
tion of the resource-based relative value scale for 
physician services be completed before implementation 
decisions are made and that a reasonable transition 
period be included before any adoption of a Medicare 
fee schedule. National specialty societies will be con¬ 
vened by the AMA Board before testifying at the 
Physician Payment Review Commission hearings on 
the RVS in October. 

7. Adopted a resolution in opposition to the inac¬ 
curate and/or misleading use of the terms "usual, cus¬ 
tomary, or reasonable" by insurance carriers in their 
communications with patients. 

8. Adopted a report of the Special Task Force on 
Professional Liability that provides substantial back¬ 
ground on professional liability activities, including 
state tort reform actions. The report also detailed the 
activities of the AMA/Specialty Society Medical 
Liability Project and the status of the model developed 
to create a fault-based administrative procedure to 
resolve medical liability claims. 

9. Referred to the Board for action a resolution that 
called the AMA to take a series of actions related to 
tobacco product marketing activities abroad. 

10. Adopted a policy in support of the Department of 
Defense by publicizing its need for physicians in active 
duty military service and in the reserve components and 
guard and that the AMA encourage the active support 
and participation of physicians in active duty military 
service and in the reserves and guard. 

11. Adopted as amended a report outlining four prin¬ 
ciples that recognize the value of office-based laboratory 
testing and the need to assure the quality of that testing. 

12. Adopted as amended a resolution calling on the 
AMA to support the elimination of the HHS proposed 
requirement that laboratories servicing Medicare 
patients be operated by physicians or by scientists with 
doctoral degrees. 

13. Adopted a policy strongly objecting to the intro¬ 
duction of smokeless cigarettes. 

14. Adopted a resolution encouraging all airlines to 
adopt a no smoking policy on all domestic flights. 

15. Adopted a policy calling on the AMA to develop 
an action plan and set of recommendations for working 
with other organizations and agencies to identity ways 
to improve science education in the nation and to in¬ 
crease interest in science and education on the part of 
the nation’s youth. 


Conclusion 

AMA House meetings provide a unique educational 
opportunity and we encourage you to attend and par- 
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PHYSICIANS 

Family Practice or Emergency 

Family Practice or Emergency Physicians for 
fast-track area of busy hospital Emergency 
Department. Part-Time/ Full-Time positions 
available. 


Please contact: 

Anne Salmon Barone, Ph.D., M.D. 

St. Agnes Hospital 

900 S. Caton Avenue 

Baltimore, MD 21229 

(301) 368-2000 or 

(301) 368-2012 


ticipate. Any member of the Association may present 
testimony at the Reference Committee hearings and, of 
course, corridor discussions on the issues provide ample 
opportunities to get your views across. 

If you can’t come to the meeting you can still be rep¬ 
resented through your delegate. Let your delegation 
know your opinions. You also can prepare a resolution 
and request that it be submitted to the House. 

Many AMA policies began with an individual 
physician who had a good idea and coaxed it through the 
democratic process. 

Delegates: 

ALBERTM. ANTLITZ MD, Baltimore, Chairman 
CHARLES E. O’DONNELL MD, Towson 
MICHAEL R. DOBRIDGE MD, Silver Spring 
ROLAND T. SMOOT MD, Baltimore 
DONALD T. LEWERS MD, Easton 
GEORGE S. MALOUF MD, Hyattsville 

Alternate Delegates: 

JOSEPH SNYDER MD, Silver Spring 
HILDA I. HOULIHAN MD, Salisbury 
JOHN H. HEBB MD, Baltimore 
HENRYN. WAGNER, JR. MD, Baltimore 
PHILIP L. SCHNEIDER MD, Laurel 
WILLIAM E. VENANZI, JR. , Baltimore 



ESIGNERS, 

MAKERS, and MERCHANTS 
OF PRECIOUS JEWELS 
and the famous 
CHESAPEAKE BAY 
COLLECTION 

From our collection of 
remarkable diamond rings 
in many shapes and sizes. 

Through three generations, our philosophy has 
remained the same: to provide excellent work and 
traditional personal service — the finest possible 
value at the lowest possible cost. 

Oscar Caplan 





Jewelers at 
the Bench 
Since 1905 


BALTIMORE: 314 N. Charles St. • 685-8800 
TOWSON: 616 York Rd. • 823-5995 
EASTON, Maryland: Tidewater Inn • 822-1553 
Major Credit Cards Honored 


LASER ANGIOPLASTY 

at 

The Union Memorial Hospital 

Laser recanalization of blocked 
arteries offers distinct advantages 
over bypass surgery: 

• One-three day hospital 
stay 

• Simpler procedure 

• Quick recovery 

• Less expensive 

LASER VASCULAR UNIT 

The Union Memorial Hospital 


Suite 205, South Building 
201 E. University Parkway 
Baltimore, MD 21218 
2 3 LASER 
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191st Annual Meeting 
Medical and Chirurgical Faculty of Mainland 


Congressman 
Tom McMillen 

Keynote Speaker 

Tom McMillen, Congressman for 
Maryland’s 4th district, well-known former 
University of Maryland athlete and National 
Basketball Association player, will be Med Chi 
keynote speaker at the Plenary Session, 
Wednesday, April 12,1989 at 2 p.m. 

Don’t miss it! 



Turf Valley Hotel and Country Club 
April 12-14,1989 
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ENDING TAILS OF OWE 

"My group was faced with a Claims Made tail payment which was about 
to jump to over $70,000. The Harjes Agency worked with Princeton Insur¬ 
ance Company to get us out of Claims Made and into Occurrence Plus. We 
saved over $30,000 and have no future tail to worry about." 

Dr. Robert A. Murphy , Anesthesiologist 
Mount Holly , New Jersey 



Introducing 

Occurrence Plus 
Medical Malpractice Insurance 
to Maryland Physicians 

Princeton Insurance Company now offers 
a better choice of malpractice liability 
coverage. Occurrence Plus. Combining the 
best features of standard occurrence and 
claims made policies. Occurrence Plus 
eliminates the need for a costly tail. In fact, 
no other company offers malpractice 
insurance with all the benefits of 
Occurrence Plus. 

LEARN HOW YOU CAN ESCAPE THE 
COSTLY CLAIMS MADE TRAP. 

Discover the advantages of Occurrence Plus 
by calling Denise Dortch at 301-785-6161. 
The Harjes Agency, through years of 
experience with Princeton Insurance 
Company, can show you how to convert 
to Occurrence Plus smoothly, without a 
lapse of coverage. 

DELIVERING REAL CHOICES 
TO MARYLAND PHYSICIANS 


4 North Park Dr., Suite 112 
Hunt Valley, MD 21030 
301-785-6161 

The Princeton 
| Insurance Company 

Regional Office: 4 North Park Dr. 
Hunt valley, md« 301-785-0900 
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Medical Miscellany 


Wendell Muncie Prize Award -1989 


The Maryland Association of Private Practicing 
Psychiatrists and The Maryland Psychiatric Society 
again announce a contest to grant a $500 award to the 
author who submits the best paper pertaining to a 
psychiatric subject. Two honorable mention awards are 
offered; the First Honorable Mention will receive a $100 
prize. 

Eligible physicians are those who reside or practice 
within the bounds of the Maryland District Branch of 
the American Psychiatric Association (that is, all of the 
State of Maryland except Prince George’s and 
Montgomery Counties) who, as of the deadline for sub¬ 
mission of the paper, are no more than 15 years beyond 
graduation from medical school, have completed at least 
one year of an approved psychiatric residency, and are 
active in the profession of psychiatry. 


The subject may be clinical, research, theoretical, or 
other aspects of any topic pertaining to psychiatry or al¬ 
lied fields. The paper must be unpublished, and there 
are no restrictions on length. 

The prize will be awarded solely by discretion of the 
judges. The winner will be asked to personally read 
his/her paper at the joint meeting of the two societies 
scheduled for April 27,1989. First honorable mention 
winner will be asked to present his/her paper to the 
Maryland Association of Private Practicing 
Psychiatrists at a Fall 1989 meeting. 

Manuscripts must be received by February 1, 1989. 
Mail them to: Craig M. Martin MD, Committee Chair¬ 
person, The Wendell Muncie Annual Prize Award, 1101 
St. Paul St. - Ste. 305, Baltimore, MD 21202. 


ad-dict \ 9-'dikt \ vb 1 : to devote or sur¬ 
render (oneself) to something habitually or 

— excessively 2 : to cause (a person) to - 

become physiologically dependent upon a 
drug _ 

A simple definition of a most complex problem. At Mountain Manor, 
we have the solution. 


■ Within our treatment community, the patient is immediately 
confronted with a warm, supportive and caring environment 
where there is openness, honesty, and trust. 

■ Our clinical and support staff are responsive to the particular 
needs of the patient as well as to the professional who refers 
the individual to treatment. 


Call us. We can help. 

OUNTAIN 


Mountain Manor Alcohol and 
Drug Treatment Center 



Direct from Baltimore 442-1060 Direct from Washington 953-2993 
Rt. 15, RO. Box E, Emmitsburg, Md. 21727/301-447-2361 

Accredited Member American Hospital Association • Joint Commission Accreditation of 
Hospitals • Licensed by the State of Maryland • Covered by Most Insurance Companies 
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Members in the News 


N eed $1,000,000 
of life insurance? 

Afraid of the cost? 

Don't Be! You can own big life insurance 
for small dollars with . .. 


Ti 


Gordon Murdoch Smith MD, Frederick, retired on 
September 3 from the Practice of Family and Geriatric 
Medicine at the King Health Center of the US Soldiers’ 
and Airmen’s Home in Washington, DC, with which he 
has been associated since 1978. 

From 1948 until 1978, Dr. Smith was associated with 
Dr. John Fawcett in a Family Medicine practice in the 
Barnesville, Poolesville, and Darnestown area of 
western Montgomery County. He was on the attending 
staff of Suburban Hospital and the courtesy staff of 
Frederick Hospital. A 1936 graduate from Western 
High School (DC) and George Washington University 
Medical School in 1943, he served in the US Army in 
World War II. 


Male, Non-Tobacco User* With $1,000,000 
Death Benefit 

Age First-Year Annual Premium** 

35 $ 670.00 

40 $ 760.00 

45 $1,020.00 

50 $1,250.00 

*Based on no tobacco of any kind in last 12 months. 
**Premiums increase each year, subject to guarantees in the 
policy. 


Your premiums for TL + 500 could be lower or higher, depending 
on your age, desired death benefit, and satisfactory health. But 
with sample premiums like these, isn't it worth a minute of your 
time to find out?! 


The following Maryland physicians were recently 
named among the 136 new Fellows of the American 
College Radiology (ACR) during ceremonies at the 
ACR annual meeting in Cincinnati: Christopher M. 
Harvey MD, Lutherville; Lawrence E. Holder MD, Bal¬ 
timore; Louis P. Kirschner MD, Potomac; Dennis W. 
White MD, Queenstown; and Albert M. Zelna MD, 
Potomac. Fellowships in the College are awarded for 
significant scientific or clinical research in the field of 
radiology, or significant contributions to its literature. 
Criteria for selection also include performance of out¬ 
standing service as a teacher of radiology, service to or¬ 
ganized medicine, and an outstanding reputation 
among colleagues and local community as a result of 
long-term superior service. 


TL + 500 (policy form series S-3203) is term life insurance to age 
90. 



TH€ fTl€DCHI AGGXY 


I'm interested in the premium 
you can quote me on that: 

D $500,000 □ $750,000 

for the following death benefit, and 

□ $1,000,000 Other: 

Name 

Birthdate 

Address 

City 

State Zip 

Home Phone 

Office Phone 


The Med Chi Agency 
1204 Maryland Avenue 
Baltimore, Maryland 21201-5583 
(301) 539-6642 


Statement of Ownership, 
Management, and Circulation 

Maryland Medical Journal, published by the Medical 
and Chirurgical Faculty of the State of Maryland, 
1211 Cathedral St., Baltimore, MD 21201. Victor R. 
Hrehorovich MD, Editor; Henry P. Laughlin MD, 
Associate Editor; Ann Wintriss, Managing Editor. 
Editorial Offices: 1211 Cathedral St., Baltimore, MD 
21201. Owner: Medical and Chirurgical Faculty of 
the State of Maryland. No known bondholders, 
mortgagees, or other security holders. 

Total number of copies printed issue nearest filing 
date 7,558; monthly average preceding 12 months 
7,576. Paid circulation through dealers, carriers, 
street vendors, and counter sales: none. Mail sub¬ 
scriptions and total paid circulation 7,053; average 
7,145. Free distribution 44; average 43. Total dis¬ 
tribution 7,097; average 7,188. Office use, etc.461; 
average 388. 

Total 7,558; average 7,576. 
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Highlights: Executive Committee 
and Council Actions 


Executive Committee - Thursday, August 18,1988 

Minutes The Executive Committee minutes of July 
21,1988, were approved as distributed. 

Resolutions Resolutions sponsored by the AMA 
Delegation to be presented to the House of Delegates 
semiannual session were reviewed by the Executive 
Committee, following which a motion was adopted that 
the resolutions be submitted to the Council with a 
recommendation for approval and submission to the 
House. 

AIDS Education The Committee approved a request 
from Dr. Edward F. Brandt of the University of 
Maryland at Baltimore for Med-Chi’s cooperation in 
working with the University in relation to a recent grant 
received from the federal government designating the 
University as an AIDS Regional Education and Train¬ 
ing Center. A letter indicating Med-Chi’s interest has 
been sent to Dr. Brandt. 

Three-Part Prescription Proposal The Committee 
on Drugs reported that it had discussed the three-part 
prescription proposal of the DHMH at its meeting on 
August 16, 1988. Their recommendation was that the 
proposal to develop such a three-part prescription con¬ 
trol mechanism was not necessary and therefore was not 
to be supported. 

The Executive Committee accepted the recommenda¬ 
tion and noted the committee’s additional intent to seek 
more information and to pursue the matter further. 
Also, since the matter was referred to the Legislative 
Committee, the Executive Committee thought it impor¬ 
tant to await that committee’s recommendations. 

Physicians Rehabilitation Norbert Picha reported 
on the current status of the Physician Rehabilitation 
Loan Program. It was noted that loan repayments are 
being sought and that the loan application form has 
been changed to reflect more businesslike repayments 
and is being reviewed by our legal counsel. 

Emergency Care Pre-Paid Health Plans The Com¬ 
mittee was advised of the recommendation of Med Chi’s 
Ad Hoc Task Force on Emergency Medical Services 
that a joint liaison committee be established with the 
HMO Association of Maryland to address problems en¬ 
countered in providing emergency medical care to mem¬ 
bers of pre-paid health plans. A meeting of the HMO 
association’s executive committee is planned for August 
24, at which time this issue will be discussed. 

Dr. Atkins suggested that the development of a 
"Managed Care Liaison Committee" designed to ad¬ 
dress problems between practicing physicians and 
various managed care programs might be a positive con¬ 
sideration. He further stated that perhaps the chairman 
of the current Liaison Committee with Third- 
Party Carriers should be contacted to ascertain his 
thoughts on expanding the current purpose of his com¬ 
mittee to include these problems with HMOS so that all 
managed care liaison could be accomplished in the one 
committee. 


Membership Recruitment Staff reported that the 
concept of a generic membership application form is ac¬ 
ceptable to component medical societies and that a form 
documenting necessary information required for mem¬ 
bership will be developed. The Faculty has the capability 
to produce verified credentialing information on re¬ 
quest. Efforts are being made to review and to stream¬ 
line the membership processing system at the 
component society level. A membership recruitment 
incentive program for physicians was summarized and 
will be placed before the Council for action at its next 
meeting on September 24. 

Global Fees - Cataract Surgery Dr. Lee-Llacer in¬ 
formed the Executive Committee that Maryland Blue 
Cross and Blue Shield has accepted Med Chi’s position 
on the global fee issue and has reimbursed the physician 
group that had initially complained regarding Blue 
Cross/Blue Shield’s payment practices. 

Drug Policy - Baltimore City Mayor’s The Executive 
Committee was presented with a report on Mayor 
Schmoke’s Drug Policy Workshop attended by Dr. Nel¬ 
son Goodman, Chairman of Med Chi’s Committee on 
Drugs, which was accepted as information. 

Registered Care Technologists (RCT) Dr. Lee- 
Llacer reviewed the AMA’s Registered Care Tech¬ 
nologist Program, which the Executive Committee 
accepted for information. The AMA’s program is 
designed to study the feasibility of establishing such a 
bedside care technician and to develop a demonstration 
project to determine its potential. He further stated that 
the AMA’s proposal is one for study and not one for im¬ 
plementation. 

Professional Liability - Statute of Limitations Exten¬ 
sion The Committee received for information the news 
releases of the Court of Appeals action to extend the 
three-year limit for bringing a wrongful death case al¬ 
leging medical malpractice. The plaintiff argued that 
she could not meet the three-year deadline because of 
the defendant physician’s fraud. The case has been 
remanded to a Circuit Court jury to determine whether 
the representations of the defendant physician about the 
patient’s care were recklessly false. An analysis of the 
case will be prepared by in-house counsel. 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 
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New this year 


One more reason to join 
theAMA 


Special benefit packages available with 
1988 membership 

A diverse membership has diverse needs, and the AMA is com- 
1§L mined to addressing those needs. This year we’re introducing 
jljl j| something new when you join the AMA or renew your member- 
ship. In your AMA Membership Kit you’ll have the opportunity 
to sign up for one of three benefit packages of publications, confer- 
JRjj ences, participatory panels, focused issue updates, etc., on topics 
PI f ~h | related to the area you designate. Each package is tailored to 
address your particular interests: 

■ Medical and scientific infor¬ 
mation and education 
designed to enhance your 
practice, profession, and the 
public health. 

■ Representation concentrated 
specifically on economic con¬ 
cerns , such as professional 
liability and third party 
reimbursement. 

■ Representation on a broad 
range of issues, including not 
only economic concerns, but 
also quality of care, ethical 
issues, public health, and scientific issues. 

To receive your full range of benefits, select one and only one of 
these free packages by filling out the business reply card in your 
AMA Membership Kit. 

Please look for the card in your AMA Membership Kit and return 
it promptly. Your new benefit package is one more way the AMA 
supports you as a physician. 

James H. Sammons, MD 
Executive Vice President 


If your Preferred Professional Mailing Address should change, please make the change to the 
right of the address shown Be sure to retain your membership card. 

Use this portion of the card for changes only. 


SUU z.p 


IMPORTANT : In order to receive your full range of membership benefits, you MUST 
return this card. 

In addition to my usual benefits, I prefer a specially designed package of publications, topical 
conferences, participator) panels, focused issue updates which focus on the following: 

(Check only one) 

Medical and Scientific Information and Education which will enhance my practice, 
001 profession, and the health of the public. 

□ Representation Concentrated Specifically on Economic Concerns facing my 
002 practice and profession, such as professional liability and third-party reimbursement 

D Representation on a Broad Range of Issues facing my practice and profession, 
including not only professional liability and third-party reimbursement but also quality 
of care, ethical issues, public health, scientific issues, etc 


Look for this card in your AMA Membership Kit 



American Medical Association 

535 North Dearborn Street 
Chicago, Illinois 60610 
















Errata 

In the August 1988 issue of MMJ, page 654 under 
"Nominations," the names of the Delegates to the AMA 
were listed incorrrectly. Please note the following cor¬ 
rect list of newly elected delegates: 

Delegates to the AMA 

John H. Hebb MD, Baltimore 

(January 1,1989 - December 31,1991) 

Michael R. Dobridge MD, Silver Spring 
(January 1,1989 - December 31,1991) 

Alternate Delegates to the AMA 
Joseph Snyder MD, Silver Spring 
(January 1,1989 - December 31,1991) 

Alex Azar MD, Salisbury 
(January 1,1989 - December 31,1991) 


Hotline Numbers for Impaired Professionals 

Physicians—727-0120 
Dentists—964-2275 
Attorneys—685-7878 
Pharmacists—727-0746 

Emergency Psychiatric Beds 800-492-0610 


Authors of Articles 

Along with manuscripts submitted to MMJ, 
please send an IBM compatible floppy disk, with 
the document entered in a Word Perfect, Multi¬ 
mate, or Wordstar program. At your request, 
MMJ will return your disk after your article is 
published or if your manuscript is not accepted. 


PHYSICIAN PLACEMENT SERVICE 

The Medical and Chirurgical Faculty of the State of Maryland 
maintains a Placement Service for the convenience of Maryland 
physicians, hospitals and communities in search of candidates 
for positions available in our state. A detailed description of 
such opportunities should be forwarded to the Physician 
Placement Service, 1211 Cathedral St., Baltimore, MD 21201; 
telephone 1-301-539-0872 

Physicians wishing to locate in Maryland are invited to sub¬ 
mit a resume to be kept on file with the Physician Placement 
Service. Candidates are requested to inform the Faculty when 
they are no longer available for consideration for opportunities 
which might be available in Maryland. 

Journal announcements on the Classified Advertising page 
for Physician Placement Service are charged at the regular 
Classified Advertising rate 


ARE YOU A NATURAL FOR 


AW 

m 


MEMBERSHIP? 


YOU ARE if you are a physician, a nurse, or a pharmacist who 
wants to submit a readable and publishable article to a pro¬ 
fessional journal. 

YOU ARE if you are a professional writer, an editor, or a 
graphics designer in the health care field who wants to be¬ 
come even more creatively productive. 

YOU ARE if you are a medical communicator who wants to 
know and use the best contemporary verbal/visual techniques 
for conveying information. 

YOU ARE if you want to meet, on social and professional 
levels, the many kinds of people described who conduct and 
participate in relevant, stimulating workshops and seminars in 
all parts of the country. 

YOU ARE if you till out, clip, and mail this coupon 1 

Executive Director, AMWA 
5272 River Road, Suite 410 
Bethesda, Maryland 20816 

YES I want to know more about AMWA 


NAME_ 

TITLE (or specialty) _ 

ADDRESS_ 

CITY_STATE_ZIP 


AMERICAN 
MEDICAL WRITERS 
ASSOCIATION 


AW 

m 



Medicolegal Hotline for any Emergency 


December 

Rafael C. Haciski MD 

301-554-2942 


Jeffrey A. Shane Esq 

301-230-5200 

January 

Edward Devin MD 

301-251-9800 


Max Israelson Esq 

301-539-6633 
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PHYSICIANS 
Full-time & Part-time 


WYMAN PARK MEDICAL 
ASSOCIATES, 

a Johns Hopkins Health System medical 
group, needs additional physicians in 
these specialties for full-time and part-time 
positions at new and established offices in 
Baltimore, Baltimore County, Anne 
Arundel County, and other areas. 

Cardiology 

Family Practice 

General Surgery 

Internal Medicine 

Obstetrics and Gynecology 

Occupational Medicine 

Orthopedics 

Pediatrics 

Physiatry 

Psychiatry 

Pulmonary Medicine 

and others. 

Now interviewing for next summer; some 
positions available immediately. 

Physicians must be board certified or 
active candidates, and eligible for 
Maryland license and DEA certificate. 
Send CV’s or contact: 

Recruiting Coordinator 
Office of Medical Affairs 
Wyman Park Medical Associates 
3100 Wyman Park Drive 
Baltimore, Maryland 21211 
(301) 338-3493 

An Equal Employment Opportunity Employer 


HEAD, DEPARTMENT 
OF PATHOLOGY 

Saint Joseph Hospital is seeking applicants to 
be interviewed for the position of Head, Department 
of Pathology. 

Saint Joseph Hospital is a 460 bed acute care 
hospital, located in the Towson area, which is an at¬ 
tractive suburb of the Baltimore metropolitan area. 

The hospital is a modern, well equipped Regional 
Medical Center, with over 850 medical staff members 
covering all specialties of medicine, including cardiac 
surgery. 

Special interests and/or experience in the following 
areas are especially desirable: 

— Anatomical Pathology 

— Clinical Pathology 

— Strong Administrative skills with knowledge of 
computers/computer technology 

Please enclose a curriculum vitae, and other informa¬ 
tion regarding special capabilities, and matters of in¬ 
terest for the search committee: 

Reply to: W. Carl Ebeling, M.D. 

President of the Medical Staff 
Saint Joseph Hospital 
7620 York Road 
Baltimore, MD 21204 



INDUSTRIAL MAINTENANCE AND DISPOSAL, CORP. 


ONE BEL AIR SOUTH, BEL AIR, MARYLAND 21014 

Our Services Include: 

• Proper handling and disposal of infectious, 
Biological, and Pathological waste. 

• 24-hour quick response team prepared to 
handle emergency situations involving such 
waste. 

• Documentation and Certification of incinera¬ 
tion and proper disposal at a licensed incin 
eration facility. 

• Experience, we handle hospital waste from 
25 Baltimore Area Hospitals 

• Maintenance and Janitorial service if 
requested. 

“Our company provides 
an invaluable service 
to the community.” 

(301) 879-6711 
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Classified Ads 


OCCUPATIONAL/PRIMARY CARE PHYSICIAN 
NEEDED for episodic, relief coverage in an occupation¬ 
al medicine facility in Glen Burnie. Pleasant work en- 
viornment; malpractice insurance provided. Several 
days coverage needed in December. Contact Ms. 
Grimm at 301-760-7560 weekdays. 


OCCUPATIONAL MEDICINE-INTERNAL 
MEDICINE physician, board certified in both special¬ 
ties, 15 years’ experience providing clinical services, 
wishes affiliation with single specialty or multispecialty 
group interested in developing or expanding occupa¬ 
tional and executive health services. References from 
physicians and industries on request. Box 10 MMJ, 1211 
Cathedral St., Baltimore, MD 21201. 


NEUROLOGY: SEI Health Services seeks two adult 
neurologists and one pediatric neurologist for large 
neurological group in Southeastern United States. 
Recruiting BE/BC physicians. Competitive salary & 
comprehensive benefit package including malpractice 
insurance, relocation assistance. Clinical experience in 
EEG, EMG, envoked response, doppler ultrasound, & 
sleep disorders preferred. Send resume: SEI Health Ser¬ 
vices Division, James Hacker, General Manager, 7725 
Little Ave., Charlotte, NC 28226 or call 704-542-7100. 


PHYSICIAN WANTED FOR INDUSTRIAL 
MEDICINE OFFICE: full or part time in downtown 
Baltimore. Dr. David Posner 301-547-1696. 


PRACTICE FOR SALE: Sole physician owner and 
founder offers 10-year old rapidly growing family prac¬ 
tice in Baltimore-Washington corridor freeing him ad¬ 
ministratively to pursue additional formal education 
enhancing patient care: willing to continue part time; 
owns office suite, available but not required for pur¬ 
chase. Box 11 MMJ, 1211 Cathedral St., Baltimore, MD 
21201 . 


SEEKING QUALIFIED PLASTIC SURGEON to 
join my practice. $30,000 annual salary. Baltimore area 
301-760-7222. 


EXPERIENCED GENERAL SURGEON SEEKING 
RELOCATION to BaltimoreAVashington area, BC in 
General Surgery and Surgical Critical Care. Box 5 MMJ, 
1211 Cathedral St., Baltimore, MD 21201. 


EASTERN SHORE PEDIATRIC OPENING for a 
BC/BE pediatrician to join busy practice in Chester- 
town, MD. John Morgan MD, PO Box 477, Chester- 
town, MD 21620 (301-778-1420). 


OB/GYN ASSOCIATE WANTED to join established 
practice in Northwest DC with teaching hospital affilia¬ 
tion. Position leading to partnership. Experienced in 
OB, laser surgery, pregnancy termination, colposcopy, 
etc. Info: Dr. Santangelo 202-223-1322. 


Classified Advertising 

Med-Chi Members: $3-50 per line per insertion 
Nonmembers: $1 per word, minim um $50 per ad 

Members of the Medical and Chirurgical Faculty 
shall be entitled to one complimentary ad insertion for 
personal use in any consecutive 12-month period. 
(PAs count as one member.) Items will be related to 
the practice of medicine. Widows of members shall be 
entitled to two complimentary insertions for the dis¬ 
posal of the deceased physician’s practice or equip¬ 
ment. 

Maryland Medical Journal 

1211 Cathedral Street Baltimore, MD 21201 


FAMILY PRACTICE - HALF-TIME POSITION lb- 

20 hrsAveek, 1 call day/week, 1 weekend/month, 2 full 
weeks/year. Send CV and cover letter to PO Box 680, 
Havre de Grace, MD 21078. 


PSYCHIATRIC OFFICE FOR SUBLET, near center 
of Rockville. 301-771-4438. 


BUSY PEDIATRIC PRACTICE has office space to 
share in our satellite office located in Upper Marlboro. 
Newly decorated and fully equipped 301-292-2200. 


MEDICAL OFFICE SPACE RENTAL:prime 
Frederick location unexpectedly available. Info: Char¬ 
lene 301-662-2484. 


MEDICAL OFFICE SUITE: sale or lease. Hawthorn 
Professional Center ideally located next to Howard 
County General Hospital. Available Feb 1, 1989 for 
lease. 301-997-8847. 


OWINGS MILL/PIKESVILLE OFFICE to sublease 
at Beltway Exit 20 N in Commercecenter. Fully fur¬ 
nished, private consultation room, 3 exam rooms, lab 
facilities, parking. Ideal for satellite location 301-486- 
4445. 


NEW MEDICAL OFFICE SPACE TO SHARE in 
Towson part time or evenings; excellent parking. Call 
9-5 (301-828-5151). 


FOR SALE: Toshiba complete electronic phone sys¬ 
tem including 16 phones, $4,000 (301-435-5300). 


MARYLAND 

Westminster (30 min. NW Baltimore) - Child/Adoles 
Psychiatrists. The Carroll Co. MHC is seeking bd. 
elig./certified psychiatrists for full/part time work. 
Duties include eval./ongoing therapyprog. consults/ 
chemotherapy. Flex hrs. offered. Rate of pay is 
based on qualif. 

For more info, contact: Dr. Michael Bisco, Med. Dir. 

Carroll Co. Mental Health 
RO. Box 845 
Westminster, MD 21157 
301-876-4800 
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Maryland Medical Journal 1988 Annual Index 


ABDOMINAL INJURIES 

Simons-Morton DG; Kessler II. Incidence of penetrating 
chest and/or abdomen injury. 725. 

ACCIDENTS, AVIATION 

Cowley RA; Gretes AJ; Soderstrom CA. Providing safe med- 
evac helicopter transport: Maryland's 18-year 
experience. 521. 

ACCIDENTS, TRAFFIC 

Soderstrom CA; Carson SL. Update: alcohol and other drug 
use among vehicular crash victims. 541. 

ACQUIRED IMMUNODEFICIENCY SYNDROME 

Furth PA; Maloof M; Flynn JPG; Shea F. Rehabilitation and 
AIDS: primary care and system support. 469. 

Hoyt NJ. Infection control and emergency medical services: 
facts and myths. 551. 

McLean CS; Farmer M. Evaluating the sexually active 

adolescent: identification of behavorial and biologic 
risk factors. 933. 

Valente CM; Antlitz AM. Physicians and AIDS: the direction 
is clear, (commentary). 305. 

Weber A; Alger LS. HIV in women and their pregnancies. 717. 

Adger H. Substance abuse in adolescents. 962. 

ADOLESCENCE 

Berger-Roochvarg LR. Pharmacologic issues in adolescence. 
959 . 

Gladstein J; Slater EJ. Inner city teenagers' exposure to 
violence: a prevalence study. 951. 

ADOLESCENT BEHAVIOR 

McLean CS; Farmer M. Evaluating the sexually active 

adolescent: identification of behavorial and biologic 
risk factors. 933. 

Rubenstein EM; Panzarine S. Peer counseling with 
adolescents. 942. 

Wilson MD. Adolescent contraception. 938. 

ADVERTISING 

Miller JM. Medical advertising, (commentary). 451. 

AFFECTIVE SYMPTOMS 

DeLawter DE. The diabetic school child. 111. 

AIRCRAFT 

Cowley RA; Gretes AJ; Soderstrom CA. Providing safe med- 
evac helicopter transport: Maryland's 18-year 
experience. 521. 

Albert MS. Members in the news. 275. 

ALCOHOL DRINKING 

Moore RD. Alcohol and hypertension. 385. 

Soderstrom CA; Carson SL. Update: alcohol and other drug 
use among vehicular crash victims. 541. 

ALCOHOLISM 

Adger H. Substance abuse in adolescents. 962. 

Tommasello A. Drugs used by impaired health professionals. 
198 . 

Alger LS. see Weber A. 

ANESTHESIOLOGY 

Grande CM; Stene JK; Barton CR. The trauma 
anesthesiologist. 531. 

Heckel CG. Trauma-another subspecialty in anesthesiology, 
(commentary). 715. 

ANGELL, FRANKLIN L. 

Goodman L. Franklin L. Angell MD, FACR 1924 - 1988. 443. 

ANOREXIA NERVOSA 

Harris JC; Joffe A. Anorexia nervosa: a review. 928. 

ANTILIPI DEMIA 

LaRose JC. Hyperlipidemia: treatment with lipid-lowering 
agents. 401. 

Antlitz AM. see Valente CM. 

A. H. Robins Award. 593. 

Armiger WG. Members in the news. 275, 592. 

AUTOANTI BODIES 

Valente WA. Graves' disease: clinical correlation with 
autoantibody activity. 866. 

AUTOMOBILE DRIVING 

Fisher RS; Krumholz A. Driving and epilepsy. 795. 


Babitt HI. Members in the news. 275. 


BALDWIN, RUTH W. 

Ruth Workman Baldwin MD: 35 years with the MAB. 792. 

Barton CR. see Grande CM. 

Berger-Roochvarg LR. Pharmacologic issues in adolescence. 959. 
BITES AND STINGS 

Lange WR. The perils of bluefish: handle with care. 475. 
BLOOD DONORS 

Daneshvar A. Fluid replacement after blood donation: 

implications for elderly and autologous blood donors. 
787 . 


Wenk RE. Whose blood is safe? (commentary). 842. 

BLOOD TRANSFUSION 

Daneshvar A. Fluid replacement after blood donation: 

implications for elderly and autologous blood donors. 
787 . 

Wenk RE. Whose blood is safe? [commentary). 842. 

Bob HB. Members in the news. 443. 

BODY FLUIDS 

Daneshvar A. Fluid replacement after blood donation: 

implications for elderly and autologous blood donors. 
787 . 

Wenk RE. Whose blood is safe? (commentary). 842. 

Boekeloo BO. see Pearson TA. 

BONE AND BONES 

Gray TK. Estrogens and bone cell models. 863. 

Boyd MD. see Valente CM. 

Boyd P. see Currier M. 

BREAST NEOPLASMS 

Elias G. Adjuvant therapy in breast cancer patients with 
negative lymph nodes. 823. 

Management of uncommon malignancies of the breast 
(part 1). 901. 

Breschi LC. Generalized drug dispensing by physicians: an 
ethical dilemma. 875. 

Members in the news. 443. 

Buchanan S; Cvach M; Dans PE; Elliott M; Pyeritz RE; 

Schallenberger CR; Sulmasy DP; Terry PB. 
Implementation of DNR order in the department of 
medicine. The Johns Hopkins Hospital. 461. 

Buckley JW. The lessons of Selectcare. [letter). 758. 


C-PEPTIDE 

DeLawter DE. C-Peptide. 509. 

Cadigan DA. see Epstein RS. 

CALICUM OXALATE 

Yendt ER. Hyperoxaluria in idiopathic calcium oxalate 
nephrolithiasis. 857. 

Cameron V. Auxiliary membership. 900. 

Canady C; Goldstein pj. Elective repeat cesarean section: 
old controversy, new concepts. 133. 

Cann RE. Members in the news. 443. 

Carden ET. Whither the impaired physician? The politics of 
impairment. 206. 

CARDIOVASCULAR DISEASES 

Claudy FR. Heart Rx: a new tool for physicians. 113. 
Meyerson DA; Santanello NC. Family oriented cardiovascular 
risk screening and intervention. 395. 

Pearson TA; Boekeloo BO; Graziano S. Community 

cardiovascular risk reduction programs. 836. 

Carson SL. see Soderstrom CA. 

Castellano J. Members in the news. 13. 

CELIAC DISEASE 

Hauschild H. Celiac sprue, (letter). 509. 

CEREBRAL ISCHEMIA, TRANSIENT 

Reggia JA; Turhim S. Transient ischemic attacks. 845. 
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CEREBROVASCULAR DISORDERS 

Price TR; Lewis C. The Maryland Stroke Data Bank. 383. 
Sharkness CM; Price TR; Sherwin R. Risk factors for stroke 
subtypes. 373. 

CESAREAN SECTION 

Canady C; Goldstein PJ. Elective repeat cesarean section: 

old controversy, new concepts. 133. 

Zimmerly JG. The judicially created standard of care. 

I editoria1). 136. 

CHIROPTERA 

Schoenberger Cl; Weiner JH; Mayo FJ; Spellman J; 

Waltersdorff RG. Acute pulmonary histoplasmosis 
outbreak following home renovation. 457. 

CHOLESTEROL 

Cholesterol treatment recommendations for adults. 

Highlights of 1987 report. National Cholesterol 
Education Program Adult Treatment Panel. 24. 

Meyerson DA; Santanello NC. Family oriented cardiovascular 
risk screening and intervention. 395. 

Sherwin R; Lewis C. A new national approach to lowering 
blood cholesterol. 391. 

Claudy FR. Heart Rx: a new tool for physicians. 113. 

Codd T. see Walker RG. 

Coffman T. see Currier M. 

COGNITION DISORDERS 

Madden DJ. Cognitive Impairment In physicians. 201. 

Cohen BS. Members in the news. 13. 

Colwill AM. see DeBoy JM. 

COMMON BILE DUCT NEOPLASMS 

Elias G. Carcinoma of the pancreas and periampullary area, 
part I . 2 68. 

Carcinoma of the pancreas and periampullary area, part 
II. 445. 

Carcinoma of the pancreas and periampullary 

area, part III: therapeutic approaches. 512. 

Conn J. Hypnosis and reincarnation experiences. 110. 

Psychotherapy: how scientific and effective is it? 691. 

Conner SL. Comparison of impaired physician programs nationwide. 
213 . 

CONNOR, THOMAS B. 

Woodward TE. Festschrift honoring the medical career of 
Thomas B. Connor MD. 855. 

CONSTRUCTION MATERIALS 

Thomas WC. Kidney stones, urine, and cement. 861. 
CONTRACEPTION 

Wilson MD. Adolescent contraception. 938. 

CORONARY DISEASE 

Cholesterol treatment recommendations for adults. 

Highlights of 1987 report. National Cholesterol 
Education Program Adult Treatment Panel. 24. 

A practical approach to dietary therapy for patients with 
high blood cholesterol levels. 258. 

COUNSELING 

Rubenstein EM; Panzarine S. Peer counseling with 
adolescents. 942. 

Cowley RA; Gretes AJ; Soderstrom CA. Providing safe med-evac 

helicopter transport: Maryland's 18-year experience. 521. 
see also Shankar BS. 

Currier M; Coffman T; Boyd P; Fremd B; Israel E. Influenza 
vaccine efficacy in a Maryland Nursing Home. 781. 

Cvach M. see Buchanan S. 


Daneshvar A. Fluid replacement after blood donation: 

implications for elderly and autologous blood donors. 787. 

Dans PE. see Buchanan S. 

Deboy JM; Colwill AM; Moulton EJ. Maryland's approach to 
regulating physician office laboratories. 141. 

DeLawter DE. C-Peptide. 509. 

The diabetic school child. 111. 

Hyperglycemia in type II. 271. 

Managing long-term diabetes mellitus. 20. 

Preparing to travel. 165. 

Del Carmen B. Members in the news. 443. 

DEPRESSIVE DISORDERS 

Komrad MS. Electroconvulsive therapy 11: present methods of 
administration. 270. 

DIABETES MELLITUS 

Levine DM. Diabetes mellitus and hypertension: public 
health perspective. 346. 

Prout TE. Diabetes mellitus and hypertension: clinical 
perspective. 349. 


DIABETES MELLITUS, INSULIN-DEPENDENT 

DeLawter DE. The diabetic school child. 111. 

Managing long-term diabetes mellitus. 20. 

DIABETES MELLITUS, NON-INSULIN-DEPENDENT 

Delawter DE. Hyperglycemia in type II. 271. 

DIABETIC NEPHROPATHIES 

Walker WG; Hermann J; Codd T; Russell RP. Role of 
hypertension in diabetic renal disease. 363. 

Dischinger PC. see Shankar BS. 

Discipline Commission Action. Column. 28, 120, 223, 307, 510, 

733, 799, 878. 

DISEASE RESERVIORS 

Pletcher JM. Faithful fido fetches fever, [commentary). 288. 
Divito D. Legislative report. 900. 

DOBRIDGE, MICHAEL R. 

Karin CA. The 1988-89 leader for Maryland medicine: Michael 
R. Dobridge MD. 609. 

Doctors Take Note. Column. 82, 151, 235, 314, 408, 478, 574, 668, 
744, 810, 884, 923. 

Dugan AK; Hardy JB. Sources of parenting education for 
adolescent mothers. 945. 


Edery E. Members in the news. 443. 

EDUCATION, MEDICAL 

Wiles CE; Kaplan BH. Physician education in trauma: a 
comprehensive program. 571. 

Effron MZ. Members in the news. 96. 

Eichler M. Members in the news. 592. 

ELECTROCONVULSIVE THERAPY 

Komrad MS. Electroconvulsive therapy I: indications. 167. 
Electroconvulsive therapy II: present methods of 
administration. 270. 

Elias G. Adjuvant therapy in breast cancer patients with negative 
lymph nodes. 823. 

Carcinoma of the pancreas and periampullary area, part I. 

268 . 

Carcinoma of the pancreas and periampullary area, part II. 
445 . 

Carcinoma of the pancreas and periampullary area, part III: 

therapeutic approaches. 512. 

Follow-up of the cancer patient. 779. 

Management of uncommon malignancies of the breast, (part 1). 
901. 

Rare tumors of the pancreas. 703. 

The thyroid gland. 22. 

Elliott M. see Buchanan S. 

EMERGENCY MEDICAL SERVICES 

Hoyt NJ. Infection control and emergency medical services: 
facts and myths. 551. 

Mickel HS. Counter-counterpoint: scan! [commentary). 145. 
Ramzy AI. The Maryland Emergency Medical Services System: 
an update. 517. 

Shankar BS; Dischinger PC; Cowley RA. The evolution of 
injury prevention and surveillance at MIEMSS. 565. 

Wiles CE; Kaplan BH. Physician education in trauma: a 
comprehensive program. 571. 

EOS1NOPHILI A 

Heldrich FJ; Garg PP. Eosinophilic Meningitis. 138. 

EPILEPSY 

Fisher RS; Krumholz A. Driving and epilepsy. 795. 

Epstein RS; Flynn JPG. Inequalities in the outcome of 
rehabilitation, [letter). 758. 

; Struewing JP; Sharkness CM; Lefkowitz A; Cadigan DA; Flynn 
JPG; Kessler II. Secular changes in case mix of SCI 
patients at Montebello. 291. 

ESTROGENS 

Gray TK. Estrogens and bone cell models. 863. 

ETHICS, MEDICAL 

Breschi LC. Generalized drug dispensing by physicians: an 
ethical dilemma. 875. 

Evans GE. Lobbying the legislature: A practitioner's 
guide. 59. 
see also rroisi aj. 

Executive Director's Newsletter see Medical and Chirurgical 


Faculty. Executive Director's Newsletter. 


FAMILY 

Meyerson DA; Santanello NC. Family oriented cardiovascular 
risk screening and intervention. 395. 
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FAMILY PRACTICE 

Nichols NT. Cues for psychiatric referrals. 439. 

Heckel CG. Trauma-another subspecialty in anesthesiology, 
[commentary). 715. 

Farmer M. see McLean CS. 

Heldrich FJ; Garg PP. Eosinophilic meningitis. 138. 

Fedder DO. Improving adherence to treatment regimens. 354. 

Hermann J. see Walker WG. 

Fiery HL. Members in the news. 96. 

Heyssel RM. Members in the news. 592. 

Fink LH. Members in the news. 592. 

Hill MN; Russell RP. Revision of guidelines for high blood 
pressure management: JNC IV. 698. 

FISHES 

Lange WR. The perils of bluefish: handle with care. 475. 
Smith HW. More bluefish "perils", [letter). 758. 

HISTOPLASMOSIS 

Schoenberger Cl; Weiner JH; Mayo FJ; Spellman J; 

Waltersdorff RG. Acute pulmonary histoplasmosis 

Fisher RS; Krumholz A. Driving and epilepsy. 795. 

outbreak following home renovation. 457. 

Flynn JPG. Members in the news. 443. 
see also Epstein RS. 
see also Furth PA. 

HOMICIDE 

Joffe A. Adolescent suicide, homicide, and unintentional 
injuries. 955. 

FOOD POISONING 

Lange WR. The perils of bluefish: handle with care. 475. 
Smith HW. More bluefish "perils", [letter). 758. 

Hooper JH. Members in the news. 96. 

Horman JT. see Thambidurai RM. 

Fremd B. see Currier M. 

Hoyt NJ. Infection control and emergency medical services: facts 
and myths. 551. 

Furth PA; Maloof M; Flynn JPG; Shea F. Rehabilitation and AIDS: 
primary care and system support. 469. 

HYPERBARIC OXYGENATION 

Myers RAM; Marzella L. Hyperbaric medicine: what is it; how 
is it used? 559. 

Gallegos KV; Veit FW; Wilson PO; Porter T; Talbott GD. Substance 
abuse among health professionals. 191. 

HYPERCHOLESTEROLEMIA 

A practical approach to dietary therapy for patients with 
high blood cholesterol levels. 258. 

Garg PP. see Heldrich FJ. 

HYPERLIPIDEMIA 

Geisler FH. Acute management of cervical spinal cord injury. 525. 

LaRose JC. Hyperlipidemia: treatment with 1ipid-lowering 
agents. 401. 

Ghlladi AH. Members in the news. 443. 

HYPEROXALURIA 

Gladstein J; Slater EJ. Inner city teenagers' exposure to 
violence: a prevalence study. 951. 

Yendt ER. Hyperoxaluria in idiopathic calcium oxalate 
nephrolithiasis. 857. 

Goldstein PJ. see Canady C. 

HYPERTENSION 

Fedder DO. Improving adherence to treatment regimens. 354. 

Gorman RL. Members In the news. 13. 

Hill MN; Russell RP. Revision of guidelines for high blood 
pressure management: JNC IV. 698. 

Grande CM; Stene JK; Barton CR. The trauma anesthesiologist. 

Levine DM. Diabetes mellitus and hypertension: public 

531. 

health perspective. 346. 

Moore RD. Alcohol and hypertension. 385. 

GRAVES' DISEASE 

Valente WA. Graves' disease: clinical correlation with 
autoantibody activity. 866. 

Prout TE. Diabetes mellitus and hypertension: clinical 
perspective. 349. 

Sherwin R; Lewis c. A new national approach to lowering 
blood cholesterol. 391. 

Gray TK. Estrogens and bone cell models. 863. 

Walker WG; Hermann J; Codd T; Russell RP. Role of 
hypertension in diabetic renal disease. 363. 

Graziano S. see Pearson TA. 

HYPERTENSION, RENAL 

Gretes AJ. see Cowley RA. 

Weir MR; Josselson J. Prevention of end-stage renal disease 
a focus of antihypertensive therapy. 369. 

Grigor JK. see Thambidurai RM. 

HYPOGLYCEMIC AGENTS 

Guarnieri SR. Members in the news. 96. 

Delawter DE. Hyperglycemia in type II. 271. 

HYPNOSIS 

Conn J. Hypnosis and reincarnation experiences. 110. 


Hardy JB. see Duggan AK 


Harris JC; Joffe A. Anorexia nervosa: a review. 928. 

INFECTION 

Hauschild H. Celiac sprue, [letter). 509. 

Hoyt NJ. Infection control and emergency medical services: 
facts and myths. 551. 

HBP Commentary. Column. 24, 113, 258, 698, 772, 836. 

INFLUENZA VACCINE 

HEALTH EDUCATION 

Pearson TA; Boekeloo BO; Graziano S. Community 

cardiovascular risk reduction programs. 836. 

Sherwin R; Lewis C. A new national approach to lowering 
blood cholesterol. 391. 

Currier M; Coffman T; Boyd P; Fremd B; Israel E. Influenza 
vaccine efficacy in a Maryland Nursing Home. 781. 

INFORMATION SYSTEMS 

Price TR; Lewis C. The Maryland Stroke Data Bank. 383. 

HEALTH FACILITIES 

Deboy JM; Colwill AM; Moulton EJ. Maryland's approach to 
regulating physician office laboratories. 141. 

INSULIN 

Delawter DE. Hyperglycemia in type II. 271. 

Isreal E. see Currier M. 

HEALTH INSURANCE FOR AGED AND DISABLED, TITLE 18 

Lichtenfeld JL. State mandated Medicare assignment. 71. 

see also Thambidurai RM. 

HEALTH OCCUPATIONS 

Gallegos KV; Veit FW; Wilson PO; Porter T; Talbott GD. 
Substance abuse among health professionals. 191. 

Jensen JE. Library dedication: another new milestone. 707. 

The more things change..., 119 

HEALTH PLANNING GUIDELINES 

Mickel HS. Counter-counterpoint: scan! [commentary). 145. 

Joffe A. Adolescent suicide, homicide, and unintentional 
injuries. 955. 

HEALTH SERVICES FOR THE AGED 

Medical and Chirurglcal Faculty. House of Delegates. 
Resolution on the delivery of quality for the 
elderly. 81. 

see also Harris JC. 

JOHNS HOPKINS HOSPITAL 

Buchanan S; Cvach M; Dans PE; Elliott M; Pyeritz RE; 
Schallenberger CR; Sulmasy DP; Terry PB. 

HEARING LOSS, SENSORINEURAL 

Steinfeld HJ; Silverstein J; Weisburger W; Rattner F. 

Deafness associated with Rocky Mountain Spotted Fever. 
287 . 

Implementation of DNR order in the department of 
medicine. The Johns Hopkins Hospital. 461. 

Josselson J. see Weir MR. 

HEART FAILURE, CONGESTIVE 

DeLawter DE. Managing long-term diabetes mellitus. 20. 

Kaplan BH. see Wiles CE. 
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Michael R. 


Karin CA. The 1988-89 
Dobridge MD. 609 


leader 


for Maryland medicine: 


Karlsberg RC. 


Members in the news. 


7 55. 


Kessler XX. see Epstein RS. 

see also Simons-Morton DG. 


KIDNEY CALCULI 

Thomas WC. Kidney stones, urine, and cement. 861. 

Yendt ER. Hyperoxaluria in idiopathic calcium oxalate 
nephrolithiasis. 857. 

KIDNEY FAILURE, CHRONIC 

Weir MR; Josselson J. Prevention of end-stage renal disease: 
a focus of antihypertensive therapy. 369. 

Kitlowski EJ. see White RK. 

Komrad MS. Electroconvulsive therapy I: indications. 167. 
Electroconvulsive therapy II: present methods of 
administration. 270. 

Koss G. Members in the news. 96. 

Kraft HH. Members in the news. 96. 

Krager JM. Members in the news. 755. 

Krumholz A. see Fisher RS. 


LABORATORIES 

Deboy JM; Colwill AM; Moulton EJ. Maryland's approach to 
regulating physician office laboratories. 141. 

Lange WR. The perils of bluefish: handle with care. 475. 

LaRose JC. Hyperlipidemia: treatment with lipid-lowering 
agents. 401. 

Laughlin HP. Members in the news. 754. 

Lavin JG. Members in the news. 96. 

Lefkowitz A. see Epstein RS. 

LEGISLATION, MEDICAL 

Evans GE. Lobbying the legislature: A practitioner's 
guide. 59. 

Legislative Directory see Maryland. Legislative Directory. 

Levine DM. Diabetes mellitus and hypertension: public health 
perspective. 346. 

Lewis C. see Price TR. 

see also Sherwin R. 

Lewis DR. Members in the news. 13. 

Library Page. Column. 14. 

LIBRARIES, MEDICAL 

Jensen JE. Library dedication: another new milestone. 707. 
LICENSURE 

Long DM. Will your prescribing habits cost your license? 
127. 

Lichtenfeld JL. State mandated Medicare assignment. 71. 
see also Members in the news. 96. 

LOBBYING 

Evans GE. Lobbying the legislature: A practitioner's 
guide. 59. 

Long DM. Will your prescribing habits cost your license? 127. 
LYME DISEASE 

Thambidurai RM; Grigor JK; Horman JT; Isreal E. Lyme 

disease: epidemiological characteristics in Maryland, 
1984 - 1986. 465. 

LYMPH NODES 

Elias G. Adjuvant therapy in breast cancer patients with 
negative lymph nodes. 823. 


MacLaughlin EJ. Members in the news. 96. 

Madden DJ. Cognitive impairment in physicians 

Maloof M. see Furth PA. 

Malouf GS. Members in the news. 592. 

MALPRACTICE 

Weiner IH. Malpractice in Maryland--the 
out 1ooK. 65. 

Valente CM; Antlitz AM; Boyd MD; Troisi 
of physician-patient communication 
liability. 75. 

Zimmerly JG. RMSF and litigation fever. 

Maryland. Legislative Directory. 39. 


. 201 . 


legislative 

AJ. The Importance 
in reducing medical 

(editorial). 289. 


Maryland. Office of Disease Control and Epidemiology. 

Newsletter. 7, 101, 169, 253, 331, 423, 497, 587, 687, 775, 
835, 911. 


MARYLAND EMERGENCY MEDICAL SERVICES SYSTEM 

Ramzy AI. The Maryland Emergency Medical Services System: 
an update. 517. 

Maryland Oncology Newsletter. Column. 22, 268, 455, 512, 703, 
779, 823, 901. 

Marzella L. see Myers RAM. 


MASS SCREENING 

Meyerson DA; Santanello NC. Family oriented cardiovascular 
risk screening and intervention. 395. 

Mayo FJ. Members in the news. 96. 
see also Schoenberger Cl. 

McLean CS; Farmer M. Evaluating the sexually active adolescent: 
identification of behavorial and biologic risk factors. 933. 

Mead JA. Members in the news. 755. 


1987 Annual Report 


1987 Annual Report 


Medical and Chirurgical Faculty . 

Ad Hoc Policy Advisory Committee on AIDS. 1987 Annual Report 
to the House of Delegates. 627. 

Alcoholism and Chemical Dependency. Committee. 1987 Annual 
Report to the House of Delegates. 627. 

AMA-ERF. 1987 Annual Report to the House of Delegates. 629. 
Annual report of committees, index. 612. 

Auxiliary. Column. 15, 272, 682, 761, 877, 900. 

1987 Annual Report to the House of Delegates. 629. 
Bylaws Committee. 1987 Annual Report to the House of 
Delegates. 630. 

Continuing Medical Education Committee. 

to the House of Delegates. 635. 

Council. Resolution on peer review. 80. 

Delegates to the AMA House of Delegates. 

to the House of Delegates. 636. 

Drugs. Committee. 1987 Annual Report to the House of 
Delegates. 640. 

Emergency Medical Education Committee. 1987 Annual Report 
to the House of Delegates. 640. 

Emotional Health. Committee. 1987 Annual Report to the 
House of Delegates. 641. 

Executive Committee and Council Actions. Column. 115, 276, 
428, 602, 820, 983. 

Executive Director's Newsletter. 17, 107, 175, 263, 339, 

433, 503, 597, 693, 765, 831, 905. 

1987 Annual Report to the House of Delegates. 642. 
Finance Committee. 1987 Annual Report to the House of 
Delegates. 643. 

Hospital Medical Staffs. Committee. 

the House of Delegates. 643. 

House of Delegates. (323rd Meeting) 

April 27, 1988. Minutes. 613. 

( 324t.h Meeting) (190th Annual Session) April 29, 1988. 
Minutes. 625. 

(325th Meeting) September 24, 1988. Minutes. 967. 
Resolution on the delivery of quality health care for 
the elderly. 81. 

Legislative Committee. 1987 Annual Report to the House of 
Delegates. 644. 

Liaison with the Department of Health and Mental Hygiene. 
Committee. 1987 Annual Report to the House of 

Delegates. 649. 

Liason with Third-Party Carriers. Committee. 1987 Annual 
Report to the House of Delegates. 649. 


1987 Annual Report to 
(190th Annual Session) 


Library and History Committee. 1987 Annual Report to the 
House of Delegates. 650. 

Long-term Care and Geriatrics. Committee. 1987 Annual 
Report to the House of Delegates. 651. 

Maryland Medical Journal. 1987 Annual Report to the House 
of Delegates. 652. 

Med-Chi Insurance Fund. 1987 Annual Report to the House of 
Delegates. 652. 

Medicine and Religion Committee. 1987 Annual Report to the 
House of Delegates. 653. 

Medicolegal Committee. 1987 Annual Report to the House of 
Delegates. 653. 

Nominations Committee. 1987 Annual Report to the House of 
Delegates. 654. 

Occupational Health Committee. 1987 Annual Report to the 
House of Delegates. 654. 

Peer Review Committee. 1987 Annual Report to the House of 
Delegates. 655. 

Physician/Patient Relations Committee. 1987 Annual Report 
to the House of Delegates. 655. 

Physician Rehabilitation. Committee. 1987 Annual Report to 
the House of Delegates. 656. 

Preventive Medicine,and Public Health Committee. 1987 
Annual Report to the House of Delegates. 656. 

Professional Ethics. Committee. 1987 Annual Report to the 
House of Delegates. 657. 

Professional Review Organization Monitoring Committee. 1987 
Annual Report to the House of Delegates. 657. 

Public Relations Committee. 1987 Annual Report to the House 
of Delegates. 658. 

Scientific Activity. Committee. 1987 Annual Report to the 
House of Delegates. 659. 

Small Area Practice Variations. Committee. 1987 Annual 
Report to the House of Delegates. 660. 

Specialty Designation. Committee. 1987 Annual Report to the 
House of Delegates. 660. 

Tel-Med Committee. 1987 Annual Report to the House of 
Delegates. 661. 
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Treasurer. 1987 Annual Report to the House of 
Delegates. 662. 

Young Physicians Committee. 1987 Annual Report to the House 
of Delegates. 661. 

Medical Miscellany. Column. 221, 447, 513, 739, 840. 

MENINGITIS 

Heldrich FJ; Garg PP. Eosinophilic Meningitis. 138. 
METAPHYSICS 

Conn J. Hypnosis and reincarnation experiences. 110. 

Meyerson DA; Santanello NC. Family oriented cardiovascular risk 
screening and Intervention. 395. 

Mlckel HS. Counter-counterpoint: scan! (commentary). 145. 


PHYSICIAN IMPAIRMENT 

Carden ET. Whither the impaired physician? The politics of 
impairment. 206. 

Conner SL. Comparison of impaired physician programs 
nationwide. 213. 

Madden DJ. Cognitive impairment in physicians. 201. 

Talbott GD. The impaired physician movement. 216. 

White RK; Kitlowski EJ . Physicians in recovery. 183. 

PHYSICIAN-PATIENT RELATIONS 

Valente CM; Antlitz AM; Boyd MD; Troisi AJ . The Importance 
of physician-patient communication in reducing medical 
liability. 75. 

PHYSICIAN'S OFFICES 

Deboy JM; Colwill AM; Moulton EJ. Maryland's approach to 
regulating physician office laboratories. 141. 


Miller JM. Breast cancer booklet: a backward step in therapy, 
(letter). 97. 

Medical advertising, (commentary). 451. 


PHYSICIAN'S PRACTICE PATTERNS 

Long DM. Will your prescribing habits cost your license? 
127. 


Mirowski M. Members in the news. 592. 
Montague WL. Members in the news. 96. 


PHYSICIANS 

Troisi AJ; Evans GE. Physician discipline: a continuing 
challenge. 709. 


Moore RD. Alcohol and hypertension. 385. 


Pletcher JM. Faithful fldo fetches fever. 


(commentary). 288. 


Moses H. Members in the news. 755. 

MOTHERS 

Dugan AK; Hardy JB. Sources of parenting education for 
adolescent mothers. 945. 


POLITICS 

Evans GE. Lobbying the legislature: A practitioner's 
guide. 59. 

Porter T. see Gallegos KV. 


Moulton EJ. see DeBoy JM. 

Myers RAM; Marzella L. Hyperbaric medicine: what is it; how is it 
used? 559 . 


PREGNANCY COMPLICATIONS 

Weber A; Alger LS. HIV in women and their pregnancies. 717 
PREGNANCY IN ADOLESCENCE 

Dugan AK; Hardy JB. Sources of parenting education for 
adolescent mothers. 945. 


Nahum A. Members in the news. 96. 

Nakazawa H. Members in the news. 96. 

NEOPLAMS 

Elias EG. Follow-up of the cancer patient. 779. 
Nichols NT. Cues for psychiatric referrals. 439. 
Nowakowski A. Members in the news. 275. 


NURSING 

Trimble P; Walleck C. Trauma nursing: past, present, and 
future. 547. 


NURSING HOMES 

Currier M; Coffman T; 
vaccine efficacy 


Boyd P; Fremd B; Israel E. 
in a Maryland Nursing Home. 


Influenza 

781. 


Nyman GW; Ruskin P. 


Brief Psychiatric Treatment. 21. 


Office of Disease Control and Epidemiology. Newsletter. see 
Maryland. Office of Disease Control and Epidemiology. 
News letter. 


One Minute with Diabetes. Column. 20, 111, 165, 271, 439, 509, 
705, 771, 822, 917. 


OSTEOPOROSIS 

Gray TK. Estrogens and bone cell models. 863. 


PANCREATIC NEOPLASMS 

Ellas G. Carcinoma of the pancreas and periampullary area, 
part I . 268 . 

Carcinoma of the pancreas and 

periampullary area, part II. 445. 

Carcinoma of the pancreas and periampullary area, part 
III: therapeutic approaches. 512. 

Rare tumors of the pancrease. 703. 

Panzarine S. see Rubenstein EM. 


DeLawter DE. The diabetic school child. 111. 


PRESCRIPTIONS, DRUG 

Breschi LC. Generalized drug dispensing by physicians: an 
etnical dilemma. 875. 

Long DM. Will your prescribing habits cost your license? 
127 . 

Price TR; Lewis C. The Maryland Stroke Data Bank. 383. 
see also Shark ness CM. 

PROFESSIONAL IMPAIRMENT 

Gallegos KV; Veit FW; Wilson PO; Porter T; Talbott GD. 

Substance abuse among health professionals. 191. 
Tommasello A. Drugs used by impaired health professionals. 
198. 

Prout TE. Diabetes mellitus and hypertension: clinical 
perspective. 349. 

PSYCHOTHERAPY 

Conn JH. Psychotherapy: how scientific and effective is 
it? 691. 


PSYCHOTHERAPY, 
Nyman GW; 


BRIEF 
Ruskin P. 


Brief psychiatric treatment. 21. 


PUBLIC POLICY 

Sherwin R; Lewis C. A new national approach to lowering 
blood cholesterol. 391. 


Pyeritz RE. see Buchanan S. 


QUALITY ASSURANCE, HEALTH CARE 

Troisi AJ; Evans GE. Physician discipline: a continuing 
challenge. 709. 


Quality Practice Digest. Column. 177, 267, 
599, 767, 831, 907. 


341, 435, 505, 


Ramzy AI. The Maryland Emergency Medical Services System: an 
update. 517. 

Rattner F. see Steinfeld HJ. 


PATIENT COMPLIANCE 

Fedder DO. Improving adherence to treatment regimens. 354. 
PATIENT EDUCATION 

Claudy FR. Heart Rx: a new tool for physicians. 113. 

Pearson TA; Boekeloo BO; Graziano S. Community cardiovascular 
risk reduction programs. 836. 

PEER REVIEW 

Medical and Chirurgical Faculty. Council. Resolution on 
peer review. 80. 

Troisi AJ; Evans GE. Physician discipline: a continuing 
challenge. 709. 

PHARMACOLOGY, CLINICAL 

Berger-Roochvarg LR. Pharmacologic issues in adolescence. 
959 . 


REFERRALS AND CONSULTATION 

Nichols NT. Cues for psychiatric referrals. 439. 

Reggia JA; Turhim S. Transient ischemic attacks. 845. 

REHABILITATION 

Furth PA; Maloof M; Flynn JPG; Shea F. Rehabilitation and 
AIDS: primary care and system support. 469. 

RESUSCITATION 

Buchanan S; Cvach M; Dans PE; Elliott M; Pyeritz RE; 
Schallenberger CR; Sulmasy DP; Terry PB. 
Implementation of DNR order in the department of 
medicine. The Johns Hopkins Hospital. 461. 

Reynolds RE. Members in the news. 755. 

A. H. Robins Award. 593. 
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ROCK If MOUNTAIN SPOTTED FEVER 

Fletcher JM. Faithful fido fetches fever, [commentary). 288. 
Steinfeld HJ; Silverstein J; Weisburger W; Rattner F. 

Deafness associated with Rocky Mountain Spotted Fever. 
287. 

Zimmerly JG. RMSF and litigation fever, [editorial). 289. 

Talbott GD. The impaired physician movement. 216. 
see also Gallegos KV. 

TEACHING MATERIAL 

Claudy FR. Heart Rx: a new tool for physicians. 113. 

Terry PB. see Buchanan S. 

Roop DJ. Members in the news. 275. 


Rubenstein EM; Panzarine S. Peer counseling with adolescents. 

942 . 

Thambidurai RM; Grigor JK; Horman JT; Isreal E. Lyme disease: 
epidemiological characteristics in Maryland, 1984 - 1986. 
465. 

Ruskin P. see Nyman GW. 

Thomas WC. Kidney stones, urine, and cement. 861. 

Russell RP. see Hill MN. 
see also Walker WG. 

THORACIC INJURIES 
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and The Back-Yard Mechanic. Books on 
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children, and diet to science, space exploration, 
transportation, and vacations. Find out what the 
Government’s books are all about. For your 
free copy of our new bestseller catalog, write— 

New Catalog 

Post Office Box 37000 
Washington, D.C. 20013 
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How to get 
a mortgage 

SW! 


Pick up the phone and call the 
first home mortgage program 
sponsored by the AMA just 
for its members. 


It’s the one way to go when you’re looking 
to buy or refinance a home. 


1-800-AMA- 4PRU 


( 1 - 800 - 262 - 4778 ) 

The AMA Sponsored Home Mortgage Program 
provided exclusively by The Prudential Home Mortgage Company. 





Home Mortgage Program 


AM Members Services, Inc., a sub¬ 
sidiary of the American Medical Asso¬ 
ciation, makes mortgage financing 
available through a program provided 
by The Prudential Home Mortgage 
Company (PHMC). 

MORTGAGE OPTIONS 

The program offers 15- and 30-year 
fixed rate mortgages and one-and three- 
year adjustable rate mortgages (ARMs) 
for purchase or refinance of the follow¬ 
ing property types: 

Primary residences 
Second homes 
Condominiums 

Cooperatives (in New York and New 
Jersey only) 

Residential investment properties 
Combined home/medical office 
properties provided the real estate 
involved is residentially zoned (for 
physicians only) 

ADVANTAGES OF 
USING THE PROGRAM 

Pre-Qualification Estimate 

This free, no-obligation service allows 
you to determine your affordable loan 
size before you begin house hunting. 

Convenience 

Everything from application up through 
closing is handled by toll-free telephone 
by a team of mortgage counselors 
assigned specially to service this 
program. 

Speed 

Loan approvals are usually made 
within 10 business days. 


Rate Match Offer 

For a limited time, PHMC will match 
any fixed rate you can get from any 
other lender. There are restrictions so 
it’s best to call one of the mortgage 
counselors for complete details. 

Competitive Rates and Fees 

Rate protection options, liberalized 
underwriting guidelines and more... 

WHO CAN USE 
THE PROGRAM 

AMA members and their parents, 
children and spouses 

Employees of the AMA and its 
subsidiaries 

Employees of state, county and spe¬ 
cialty medical societies 

To find out more about the program call 
The Prudential Home Mortgage Com¬ 
pany toll-free at 1-800-AMA-4PRU 
(1-800-262-4778). A special team is 
standing by to help you with your ques¬ 
tions from 8 a.m. to midnight 
(Eastern time), Monday-Friday. 

1-800-AMA-4PRU 

(1-800-262-4778) 
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Ninth Annual Med Oil 
Photo Contest 


Enter Early— Dealine For Entries: March 15,1989 
Two Categories: Black & White Or Color 
Open to Med Chi Members And Auxiliary Members 
All Photographs On Display At The 
Turf Valley Countiy Club 
During The 1989 Annual Meeting 
First And Second Prizes Awarded In Each Category 


All members of the Faculty and members of the Auxiliary to the Medical and Chirurgical Faculty may 
enter. Professional photographers may not enter. Members of the Photo Contest Committee and their 
families are not eligible. 


Contest Rules 

1. Photographs may be submitted in two categories-- Black and White or Color. 

2. Limit: three entries per person 

3. Entries must have name address, and telephone number attached to the back of each photograph. 

4. Prints only, no smaller than 8x10 or larger than 11x14, will be accepted. If your favorite shot 
is a slide, you must have a print made to enter in the contest within these size ranges. 

5. Entries may be mailed or brought to the Faculty Office, 1211 Cathedral Street, Baltimore, Maryland 
21201 by the close of the business day on March 15. 1988. 

6. Entries must be matted or dry mounted. No framed photographs will be accepted. 

7. Photographs entered in the contest will be on display at the Annual Meeting in April of 1989. 

8. Winners will be announced at the Annual Meeting of the Medical and Chirurgical Faculty, 

April 12 thru 14, 1989. 

9. Photographs will NOT be mailed back. Photographs may be claimed at the exhibit area at the 
close of the Annual Meeting on Friday, April 14, at noon or at the Faculty Building thereafter. 

10. The Faculty does not guarantee against loss or damage of any kind to the photographs submitted 
to the contest. 


11. Prizes will be awarded to the FIRST AND SECOND place winners. Additional information about 
the prizes will be published in the Journal. 
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9800 YORK ROAD 

SALES»LEASING»SERVICE«PARTS»BODY SHOP 


A DELIGHTFUL 
DICHOTOMY 

The performance capability of the 300 E Sedan rivals 
that of the great Mercedes-Benz sports cars of all 
time. Consider zero to 55 mph in a scant 6.8 seconds 
and an exalted test-track maximum of 137 mph. Yet 
this is an automobile that provides the comfort and 
spaciousness of a four-door sedan, and the amenities 
of a fully equipped Mercedes-Benz. All wrapped in a 
superbly aerodynamic form-a shape that knifes 
through the airstream, maximizing efficiency and 
stability while minimizing wind noise. Judged a 
masterwork of automotive science by the worlds 
toughest critics, the 300 E Sedan awaits your eval¬ 
uation at our authorized Mercedes-Benz dealership. 

Valleu motor/ 

* Mercedes-Benz 


998 MMJ December 1988 

































In moderate depression and anxiety 


74% of patients experienced improved sleep 
after the first hs. dose 1 

First-week improvement in somatic symptoms 1 

* 50% greater improvement with Limbitrol in 
the first week than with amitriptyline alone 2 



Protect Your Prescribing Decision: 
Specify “Do not substitute.” 


limbitroF 

Each tablet contains 5 mg chlordiazepoxide and /j 
12.5 mg amitriptyline (as the hydrochloride salt) Yjl- 



Each tablet contains 10 mg chlordiazepoxide and /O 
25 mg amitriptyline (as the hydrochloride salt) vjl- 


References: 1. Data on file, Hoffmann-La Roche Inc., Nutley, N). 2. Feighner VP, 
et ah Psychopharmacology 61: 217-225, Mar 22,1979. 


Limbitrol®® 

Tranquilizer—Antidepressant 

Before prescribing, please consult complete product information, a summary of which 
follows: 

Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants; 
concomitant use with MAOls or within 14 days of monoamine oxidase inhibitors (then initiate 
cautiously, gradually increasing dosage until optimal response is achieved); during acute recovery 
phase following myocardial infarction. 

Warnings: Use with caution in patients with history of urinary retention or angle-closure glau¬ 
coma. Severe constipation may occur when used with anticholinergics. Closely supervise cardio¬ 
vascular patients. Arrhythmias, sinus tachycardia, prolongation of conduction time, myocardial 
infarction and stroke reported with tricyclic antidepressants, especially in high doses. Caution 
patients about possible combined effects with alcohol and other CNS depressants and against 
hazardous occupations requiring complete mental alertness (e.g., operating machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital mal¬ 
formations. Consider possibility of pregnancy when instituting therapy. 

Withdrawal symptoms of the barbiturate type have occurred after discontinuation of benzodiaze¬ 
pines (see Drug Abuse and Dependence). 

Precautions: Use cautiously in patients with a history of seizures, in hyperthyroid patients, 
those on thyroid medication, patients with impaired renal or hepatic function. Because of suicidal 
ideation in depressed patients, do not permit easy access to large quantities of drug. Periodic liver 
function tests and blood counts recommended during prolonged treatment. Amitriptyline may 
block action of guanethidine or similar antihypertensives. When tricyclic antidepressants are 
used concomitantly with cimetidine (Tfigamet), clinically significant effects have been reported 
involving delayed elimination and increasing steady - state concentrations of the tricyclic drugs. 
Use of Limbitrol with other psychotropic drugs has not been evaluated; sedative effects may be 
additive. Discontinue several days before surgery. Limit concomitant administration of ECT to 
essential treatment. See Warnings for precautions about pregnancy. Should not be taken during 
the nursing period or by children under 12. In elderly and debilitated, limit to smallest effective 
dosage to preclude ataxia, oversedation, confusion or anticholinergic effects. Inform patients to 
consult physician before increasing dose or abruptly discontinuing this drug. 


Adverse Reactions: Most frequent: drowsiness, dry mouth, constipation, blurred vision, dizzi¬ 
ness, bloating. Less frequent: vivid dreams, impotence, tremor, confusion, nasal congestion. 
Rare: granulocytopenia, jaundice, hepatic dysfunction. Others: many symptoms associated with 
depression including anorexia, fatigue, weakness, restlessness, lethargy. 

Adverse reactions not reported with Limbitrol but reported with one or both components or 
closely related drugs: Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, 
myocardial infarction, arrhythmias, heart block, stroke. Psychiatric.- Euphoria, apprehension, 
poor concentration, delusions, hallucinations, hypomania, increased or decreased libido. Neuro¬ 
logic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra- 
pyramidal symptoms, syncope, changes in EEG patterns. Anticholinergic: Disturbance of 
accommodation, paralytic ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, 
urticaria, photosensitization, edema of face and tongue, pruritus. Hematologic: Bone marrow 
depression including agranulocytosis, eosinophilia, purpura, thrombocytopenia. Gastrointesti¬ 
nal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, black 
tongue. Endocrine: Tfesticular swelling, gynecomastia in the male, breast enlargement, galactor¬ 
rhea and minor menstrual irregularities in the female, elevation and lowering of blood sugar 
levels, and syndrome of inappropriate ADH (antidiuretic hormone) secretion. Other: Headache, 
weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. 

Drug Abuse and Dependence: Withdrawal symptoms similar to those noted with barbiturates 
and alcohol have occurred following abrupt discontinuance of chlordiazepoxide; more severe 
seen after excessive doses over extended periods; milder after taking continuously at therapeutic 
levels for several months. Withdrawal symptoms also reported with abrupt amitriptyline discon¬ 
tinuation. Therefore, after extended therapy, avoid abrupt discontinuation and taper dosage. 
Carefully supervise addiction-prone individuals because of predisposition to habituation and 
dependence. 

Overdosage: Immediately hospitalize patient. Treat symptomatically and supportively. 

I.V. administration of 1 to 3 mg physostigmine salicylate may reverse symptoms of amitriptyline 
poisoning. See complete product information for manifestation and treatment. 

How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg 
chlordiazepoxide and 25 mg amitriptyline (as the hydrochloride salt), and Tablets, blue, film- 
coated, each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride 
salt)—bottles of 100 and 500; Tfel-E-Dose® packages of 100; Prescription Paks of 50. 
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In the depressed and anxious patient 

See Improvement In The First Week!.. 

And The Weeks That Follow 

* 74% of patients experienced improved sleep 
after the first A. 5 . dose 1 

^First-week reduction in somatic symptoms 1 


Caution patients about the combined effects of 
Limbitrol with alcohol or other CNS depres¬ 
sants and about activities requiring complete 
mental alertness, such as operating machinery 
or driving a car. In general, limit dosage to the 
lowest effective amount in elderly patients. 


limbitrol 

Each tablet contains 5 mg chlordiazepoxide and 
12.5 mg amitriptyline (as the hydrochloride salt) 


Percentage of Reduction in Individual Somatic Symptoms 
During First Week of Limbitrol Therapy* 



VOMITING NAUSEA HEADACHE ANOREXIA CONSTIPATION 
♦Patients often presented with more than one somatic symptom. 
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